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A Practitioner’s  Viewpoint  of  Poliomyelitis* 

JOHN  ZAHORSKY,  M.  D., 

St.  Louis,  Mo. 


This  paper  is  an  attempt  to  view  the  sub- 
ject of  infantile  paralysis  from  the  stand- 
point of  the  practitioner.  An  enormous  lit- 
erature on  this  subject  has  accumulated  dur- 
ing the  last  thirty  years,  but  one  may  ques- 
tion that  any  substantial  progress  has  been 
made  in  the  epidemiology,  etiology  or  pro- 
phylaxis. The  symptomatology  has  been 
very  much  enriched,  but  the  diagnosis  in  a 
particular  case  is  as  difficult  as  ever.  The 
therapy  is  still  uncertain,  as  the  experiment- 
al and  clinical  studies  have  as  yet  offered  no 
positive  possible  points  of  attack. 

Experimental  data  clearly  indicate  that 
the  causative  agent  is  a virus,  but  where  this 
originates,  how  it  is  disseminated,  and  how  it 
enters  the  body  are  subjects  of  endless  dis- 
pute. 

There  is  no  doubt  that  sporadic  cases  oc- 
cur all  over  the  country  every  summer.  Oc- 
casionally an  epidemic  arises,  usually  in  a 
circumscribed  area,  but  the  factors  which 
favor  this  cumulative  incidence  are  entirely 
unknown. 

How  can  we  accept  the  theory  that  the 
disease  is  disseminated  by  contact,  when  the 
contagiousness  of  the  disease  rests  on  such 
slim  evidence,  as  the  few  secondary  cases  oc- 
curring in  the  same  family?  We  are  impelled 
to  doubt  that  the  upper  respiratory  tract  is 
the  usual  site  of  entrance  for  the  virus.  The 
clinical  evidence  against  this  theory  is  very 
strong.  All  diseases  in  which  the  upper  res- 
piratory tract  is  the  portal  of  entry  occur  in 

•Read  before  the  Annual  Assembly  of  The  Nebraska  State 
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the  crowded  parts  of  our  cities,  they  are  dis- 
seminated by  our  schools,  and  they  always 
increase  in  camps.  Who  has  heard  of  a 
school  epidemic  of  poliomyelitis,  or  a camp 
decimated  by  the  disease? 

The  theory  that  the  virus  obtains  entrance 
by  the  nasal  route  is  vigorously  defended  by 
several  authors.  Kramer  recently  dis- 
cussed this  subject,  but  we  are  not  convinced. 
The  clinical  experience  does  not  support  this 
view.  We  are  inclined  to  look  with  favor  on 
the  experiments  of  Toomey  who  is  gather- 
ing evidence  that  the  gastroenteric  tract  is 
the  portal  of  entry.  Hannon  and  Levine 
have  reported  some  corroborative  findings. 

I believe  practitioners  should  concentrate 
their  attention  on  this  theory.  Let  every 
one  attempt  to  find  evidence  of  gastroenteric 
disturbance.  The  virus  might  be  conveyed 
by  fresh  fruit,  bananas,  peaches,  apples,  ber- 
ries, etc.  Unpasteurized  milk,  cream,  ice 
cream,  cottage  cheese,  are  possible  sources  of 
the  virus.  The  water  supply  might  be  more 
carefully  investigated  as  to  possible  pollu- 
tions. Toomey  has  shown  that  the  colon 
sbacillus  toxin  favors  the  entrance  of  the 
poliomyelitis  virus  through  the  intestinal 
wall.  The  occurrence  of  digestive  disturb- 
ances one  week  before  the  onset  of  the  polio- 
myelitis would  be  suggestive. 

Here  may  be  recorded  a curious  fact  ob- 
served during  the  last  few  years.  Across 
the  river  from  St.  Louis,  especially  in  the 
country  district  of  Illinois,  poliomyelitis  has 
been  endemic  for  several  summers,  and  yet 
we  have  had  only  isolated  cases  of  the  dis- 
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ease  in  St.  Louis.  What  is  there  in  that  city 
which  prevents  the  dissemination  of  this 
malady?  Contacts  with  this  suburban  pop- 
ulation over  our  bridges  is  a constant  occur- 
rence. What  is  there  in  St.  Louis  that  pre- 
vents poliomyelitis?  Is  it  our  pure  water; 
is  it  because  our  milk  is  efficiently  pasteur- 
ized, or  does  the  river  obstruct  the  passage  of 
flies  and  other  insects  from  Illinois  to  St. 
Louis?  These  are  very  pertinent  questions. 

Pardon  me,  if  I resurrect  once  more  the 
theory  that  the  disease  might  be  disseminat- 
ed by  flies.  My  old  friend  and  preceptor,  Dr. 
E.  W.  Saunders,  was  an  ardent  advocate  of 
that  theory.  His  experimental  data  have 
been  entirely  ignored. 

Saunders,  twenty-five  years  ago  pro- 
posed the  theory  that  poliomyelitis  was 
caused  by  a virus  transmitted  by  the  green 
fly  (Lucilia  Caesar).  The  green  fly  becomes 
infected  by  feeding  on  the  carcass  of  an  ani- 
mal who  had  died  from  an  infection  by  the 
same  virus.  The  ova  of  this  infected  fly,  and 
the  larvae  developing  from  them,  contain  and 
may  transmit  the  virus  to  other  animals  and 
to  man.  According  to  his  theory  the  ova  of 
an  infected  fly  deposited  on  fruits  or  vegeta- 
bles, or  on  any  food,  and  these  ova  accident- 
ally swallowed  by  a child,  are  the  principal 
sources  of  the  disease  during  an  epidemic. 
These  ova  may  get  into  the  milk  and  when 
swallowed  unboiled  may  convey  the  disease. 
The  gastroenteric  tract,  therefore,  is  the 
chief  portal  of  entry. 

The  experiments  of  Saunders  and  his  co- 
workers were  far  from  conclusive  evidence 
that  the  disease  is  transmitted  by  this  fly. 
His  observations  were  justly  attacked  by 
some  scientists  in  that  he  did  not  positively 
exclude  botulism.  In  fact,  some  cultures 
made  from  the  larvae  demonstrated  the  pres- 
ence of  the  bacillus  botulinus.  Yet  some  of 
the  observations  of  Saunders  cannot  be  ex- 
plained on  the  theory  of  botulism,  especially 
his  cases  in  which  a permanent  paralysis  de- 
veloped. The  pathologic  changes  found  in 
the  spinal  cord  of  a few  of  his  fatal  cases, 
point  to  poliomyelitis  and  not  botulism. 
While  limberneck  in  chickens  is  induced  by 
botulismus  poisoning,  there  is  reason  to  be- 
lieve that  limberneck  in  chickens  is  a symp- 
tom only  and  may  be  caused  by  other  poisons 
beside  botulism.  In  fact,  symptoms  of  bot- 
ulinus poisoning  in  chickens  differ  markedly 
from  the  limberneck  induced  in  chickens  by 
the  ingestion  of  the  infected  larvae. 


This  theory  is  presented  not  for  the  pur- 
pose of  persuading  you  to  accept  it.  It  is 
presented  merely  to  show  that  there  is  so 
much  unknown  concerning  the  potency  of  in- 
sects to  convey  poisons.  We  must,  there- 
fore, pay  some  attention  to  the  surroundings 
of  our  patients.  Have  any  of  the  animals, 
especially  pigs  and  chickens,  died  of  paraly- 
sis in  the  neighborhood?  Has  the  patient 
eaten  any  sandwiches  that  might  have  con- 
tained the  ova  of  flies  and  insects  What 
kind  of  fruit  has  he  eaten  lately  and  where 
did  he  get  it?  All  physicians  should  assist 
in  obtaining  facts  that  may  throw  light  on 
the  epidemiology. 

The  early  diagnosis  of  the  disease  offers 
some  serious  problems,  especially  in  the 
sporadic  case.  When  an  epidemic  is  preva- 
lent, every  febrile  disturbance  in  a child 
should  of  course  be  a suspicious  case.  We 
object  to  the  term  “preparalytic,”  since  even 
in  those  presenting  distinct  meningitic  symp- 
toms, paralysis  does  not  always  take  place. 
We  must  depend  entirely  on  the  clinical  his- 
tory and  a painstaking  examination  of  the 
patient.  As  will  be  explained  later,  there  is 
some  objection  to  the  performance  of  lumbar 
puncture  as  a routine  in  these  cases.  In  St. 
Louis,  we  have  learned  that  the  slight  in- 
crease in  the  lymphocytes,  positive  globulin, 
and  normal  sugar  in  the  spinal  fluid  might 
indicate  an  encephalitis  and  not  a poliomye- 
litis. By  this  test  acute  meningitis  may  be 
excluded,  but  the  diagnosis  cannot  be  made 
positive  by  an  examination  of  the  spinal  flu- 
id. 

We  must  depend  particularly  on  the  signs: 
a stiffening  of  the  muscles  of  the  back, 
slightly  rigid  nucha,  a tenderness  along  the 
course  of  the  spinal  nerves,  a lessening  of  the 
reflexes  and  finally  a weakness  of  one  or 
more  muscles.  Unless  one  is  investigating 
some  specific  treatment  for  the  early  stages 
of  the  disease,  the  lumbar  puncture  is  un- 
necessary and  the  shock  may  be  distinctly 
harmful  to  the  hyperesthetic  child.  How- 
ever, if  the  clinical  evidence  reveals  an  in- 
creased pressure  in  the  cerebrospinal  cavity, 
lumbar  puncture  will  give  relief.  Moreover, 
we  are  thus  enabled  to  exclude  the  possible 
presence  of  a cerebrospinal  meningitis.  The 
experienced  physician  will  naturally  omit  the 
lumbar  puncture  more  frequently  than  the 
inexperienced,  since  the  latter  has  as  yet  not 
acquired  confidence  in  his  evaluation  of  the 
clinical  symptoms. 

The  onset  of  the  disease  is  characterized 
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by  a frontal  headache,  nausea,  vomiting,  con- 
stipation or  diarrhea,  and  a moderate  fever. 
As  the  throat  is  congested  in  most  cases,  a 
diagnosis  of  grip  or  tonsillitis  is  most  often 
made.  This  is  called  the  initial  phase  and  is 
sometimes  followed  by  some  improvement  of 
the  general  symptoms.  After  two  or  three 
days  the  disease  enters  the  second  phase 
with  an  aggravation  of  the  symptoms.  Then 
sweating  about  the  head,  drowsiness  or  irri- 
tability with  great  hyperesthesia  is  mani- 
fest. The  patient  looks  sick.  Pain  in  the 
neck,  back,  and  extremities  is  accompanied 
by  some  rigidity  of  the  muscles.  Sometimes 
tremors  are  observed.  The  Kernig  sign  is 
rarely  marked  and  the  Brudzinski  is  usually 
absent. 

Top,  of  Detroit,  has  pointed  out  that  sever- 
al clinical  findings  discount  consideration  of 
poliomyelitis.  These  are  (a)  irrationality  or 
coma,  (b)  convulsions,  (c)  meningismus,  (d) 
marked  elevation  of  the  temperature,  (e)  se- 
vere pain  or  swelling  of  the  affected  extremi- 
ties, (f)  cervical  lymphadenitis,  (g)  abdom- 
inal tenderness,  (h)  prolonged  illness  with 
subsequent  paralysis.  It  is  well  to  bear  in 
mind  these  conditions,  for  in  an  epidemic, 
rheumatic  fever  is  often  mistaken  for  polio- 
myelitis. Infantile  scurvy  also  belongs  to 
the  puzzling  group.  Osteomyelitis  and  arth- 
ritis have  been  mistaken  for  infantile  paraly- 
sis. 

As  we  lack  a simple  diagnostic  test,  the  di- 
agnosis in  the  early  stage  encounters  great 
difficulty.  Like  many  well  known  diseases, 
as  diptheria  and  scarlet  fever,  the  physician 
must  be  satisfied  with  a suspicion,  but  even 
this  may  not  be  felt  in  a sporadic  case. 

From  a study  of  recent  statistics  we  must 
conclude  that  like  scarlet  fever,  poliomyelitis 
is  gradually  assuming  a less  malignant  char- 
acter. The  death  rate  is  continually  falling 
and  even  the  crippling  effect  is  becoming- 
less.  The  nation  as  a whole  is  acquiring  an 
increased  resistance  to  the  disease  or  the  vir- 
us is  diminishing  in  virulence. 

Nothing  very  definite  has  been  proposed 
for  immunizing  children  against  this  disease. 
The  prophylactic  injection  of  convalescent 
serum  is  impracticable  and  probably  value- 
less since  at  best  a transitory  immunity  can 
be  produced.  One  would  be  compelled  to  in- 
ject a child  with  the  serum  every  two  weeks 
over  the  period  of  several  months.  The  task 
of  injecting  several  thousand  children  every 
two  weeks  seems  insurmountable.  We  have 


no  way  of  distinguishing  the  susceptible 
from  the  immune  child.  As  mentioned,  the 
efforts  to  prevent  poliomyelitis  by  spraying 
the  nose,  even  with  a solution  of  zinc  sul- 
phate, are  based  on  an  unestablished  theory 
of  the  entrance  portal.  We  cannot  accept  it. 

The  physician  in  trying  to  prevent  this  dis- 
ease should  have  in  mind  all  possible  sources. 
The  public  health  demands  isolation  of  the 
patient.  I do  not  favor  hospitalization  as  a 
rule,  for  reasons  mentioned  later.  The  other 
children  of  the  family  should  avoid  mingling 
with  the  crowd  at  picnics  and  public  gather- 
ings. Going  to  school  seems  to  be  harmless. 
Great  pains  must  be  taken  to  give  only 
cooked  foods ; the  milk  and  cream  should  be 
boiled.  Ice  cream  should  not  be  eaten.  Care 
must  be  taken  that  the  fruit  is  not  contami- 
nated by  the  excreta  or  ova  of  insects.  The 
water  should  be  boiled.  The  sleeping  quar- 
ters should  be  well  screened  against  insects. 
By  this  method  we  protect  the  child  against 
contact,  food  and  insects  as  possible  sources 
of  the  virus. 

An  effective  treatment  still  awaits  a fu- 
ture discovery.  The  Rosenow  serum  has  not 
received  general  approval.  Most  recent 
work  has  been  concentrated  on  the  use  of 
human  serum,  preferably  taken  from  a per- 
son who  has  passed  through  an  attack  of 
poliomyelitis.  A pooled  serum  of  several 
adults  apparently  immune  to  the  disease  is 
believed  to  be  just  as  good.  Such  a careful 
clinician  as  John  Landon  of  New  York  ex- 
pressed himself  definitely:  that  there  was 
little  of  any  statistical  evidence  that  the  ser- 
um was  of  value.  Fischer,  of  New  York, 
also  has  not  been  able  to  convince  himself 
that  convalescent  serum  is  of  value,  but 
would  not  refuse  its  use  on  request.  Dr. 
Levinson,  of  Chicago,  is  inclined  to  support 
the  use  of  the  serum,  although  he  admits 
that  the  “clinical  studies  made  and  published 
up  to  the  present  time  are  not  sufficient  to 
either  prove  or  disprove  conclusively  the 
value  of  convalescent  serum  therapy.”  It  is 
generally  conceded  that  blood  injections  are 
useless  after  any  paralytic  symptoms  appear. 
Administering  serum  by  the  spinal  route  is 
universally  rejected  as  harmful. 

Lately,  the  therapeutic  use  of  massive 
doses  of  serum  is  receiving  attention.  In 
other  words  the  child  receives  a complete 
blood  transfusion,  the  blood  of  the  donor  pre- 
sumably containing  some  specific  antibodies. 
When  the  proper  hospital  facilities  are  avail- 
able and  a positive  diagnosis  can  be  made  in 


4 


CARDIAC  DISEASE:  NIEHAUS-WRIGHT 


Nebr.  S.  M.  Jour. 
January,  1939 


the  early  stage  a blood  transfusion  deserves 
trial  or  large  doses  may  be  injected  intra- 
muscularly, especially  if  convalescent  blood 
can  be  obtained. 

We  must  come  back  to  basic  rules  in  the 
treatment  of  poliomyelitis.  The  most  import- 
ant of  these  is  absolute  rest  in  bed  for  two 
weeks.  All  activity  must  be  discouraged  even 
restrained  by  splints  and  bandages.  The  child 
should  not  be  handled  more  than  absolutely 
necessary.  I cannot  concur  in  the  dictum 
that  the  child  with  poliomyelitis  should  be 
hospitalized,  when  he  resides  in  a reasonable 
home.  Moving  a young  child  to  a hospital 
always  acts  as  a depressant.  The  longing 
for  home  and  mother,  the  nostalgia,  is  not 
conducive  to  good  resistance.  Lumbar  punc- 
ture should  not  be  performed  as  a routine. 
Any  painful  procedure  should  be  avoided. 
If,  however,  the  symptoms  indicate  an  in- 
creased intracranial  pressure,  this  operation 
usually  gives  relief.  Of  course,  if  meningitis 
is  suspected  a lumbar  puncture  must  be  done 
for  diagnostic  purposes  and  it  can  be  done  in 
the  home.  Only  the  cerebral  and  bulbar 
forms  of  the  disease  should  be  hospitalized. 

I believe  in  the  administration  of  morphine 


or  codein  in  these  cases  in  order  to  keep  the 
patient  more  quiet.  Other  sedatives,  as 
chloral  hydrate,  may  be  prescribed. 

Any  other  medication  is  purely  experi- 
mental. It  is  true  that  a careful  trial  of 
common  drugs,  such  as  quinine  and  sodium 
benzoate,  has  never  been  made.  I have  got- 
ten the  impression  that  one  or  the  other  of 
these  medicines  is  serviceable  if  given  in  full 
doses  during  the  early  stage.  These  drugs 
have  been  prescribed  for  many  years  in  oth- 
er virus  diseases,  as  influenza,  and  practi- 
tioners still  depend  on  them  as  agents  which 
modify  the  severity  of  the  disease.  But 
some  other  drug  may  be  found  on  trial;  we 
must  continue  to  search  and  experiment. 
From  the  study  of  a few  cases  in  St.  Louis 
the  conclusion  has  been  reached  that  sulfan- 
ilamide is  without  effect  in  poliomyelitis  or 
encephalitis. 

Let  the  research  studies  in  the  hospitals  of 
our  large  cities  continue,  but  the  practition- 
er must  also  watch,  study  and  experiment. 
Some  day  some  one  may  accidently  stumble 
on  some  drug  which  inhibits  the  toxic  effect 
of  the  poliomyelitis  virus  on  the  spinal  cord. 

536  N.  Taylor  St. 


Deficiency  and  Nutritional  Disorders  in  the  Etiology, 
and  Treatment  of  Cardiac  Disease* 

FREDERICK  W.  NIEHAUS  and  WILLIS  D.  WRIGHT, 

Omaha 


The  specific  etiological  factors  of  heart 
disease,  viz.,  congenital  defects,  infections  in- 
cluding syphilis,  and  degenerations,  have 
rightly  been  the  object  of  extensive  and  in- 
tensive investigation.  Cardiac  therapy  con- 
sisting of  the  use  of  digitalis,  purins,  diuret- 
ics, etc.,  has  also  received  the  attention  of  the 
best  minds  in  medicine.  This  great  interest 
dates  back  through  the  history  of  medicine 
as  well  as  in  modern  times.  But  with  all 
this  talent  centered  on  this  important  sub- 
ject, we  have  developed  no  methods  to  cure 
a cardiac.  At  best,  our  efforts  consist  of 
patchwork,  to  be  sure  at  times  we  may  be 
proud  of  the  way  “our  patches  stick  and 
last.”  A thyroid  heart  affords  our  only 
chance  of  a cure.  Syphlitic  cardiac  disease 
must  be  cured  long  before  it  becomes  heart 
disease.  When  syphilis  produces  diagnos- 
able  heart  disease  treatment  is  practically  fu- 

♦Read  before  the  Annual  Assembly  of  The  Nebraska  State 
Medical  Association  in  Lincoln,  April  26,  1938. 


tile.  While  the  subject  of  cardiology  is  by 
no  means  a closed  book,  the  etiology,  the  di- 
agnosis and  the  therapy  of  heart  diseases  are 
probably  better  crystallized  than  any  other 
medical  condition.  However,  it  may  be  pos- 
sible by  applying  the  knowledge  gained  in 
nutritional  and  endocrine  fields,  to  improve 
our  efficiency  in  therapy  and  even  occasion- 
ally effect  a cure.  It  is  with  this  in  mind, 
that  we  wish  to  consider  the  influence  of 
various  nutritional  and  deficiency  states  in 
connection  with  heart  disease. 

Diet  for  the  cardiac  patient  is  always  han- 
dled in  a pleasing,  if  short,  discussion  in  all 
treatises  on  heart  disease.  But  practically, 
usually  results  in  giving  the  patient,  what  he 
can  be  induced  to  take.  Needless  to  men- 
tion, the  chief  complaints  of  cardiacs  are  re- 
ferable to  the  gastro-intestinal  tract,  at  least 
sharing  equal  mention  with  the  respiratory 
system.  A reflection  of  the  sequence  of  the 
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fields  of  congestion,  readily  explains  this 
situation.  The  pulmonary  fields  while  us- 
ually first  to  be  congested  are  rapidly  fol- 
lowed, by  the  formation  of  a second  stasis 
lagoon  in  the  portal  field,  and  with  marked 
congestion  in  the  former  its  sluice  (the  tri- 
cuspid valve)  may  give  way  and  drain  its 
contents  into  the  portal  field. 

The  results  of  portal  stasis  are  manifold, 
and  the  attending  symptoms  are  innumer- 
able. While  the  liver  is  a hardy  organ  cap- 
able of  withstanding  great  abuse,  its  func- 
tion must  be  impaired,  depending  on  the  dur- 
ation and  degree  of  its  stasis.  Beyond  the 
liver,  the  portal  field  involving  the  entire 
gastro-intestinal  tract,  becomes  congested. 
Edema  of  varying  degrees  modifies  its  func- 
tion. The  secretory  function  of  the  gastro- 
intestinal tract  in  heart  disease  does  not  lend 
itself  to  critical  study,  but  it  must  be  cur- 
tailed. The  extent  depending  on  the  degree 
of  congestion.  Hydrochloric  acid,  which  is 
the  easiest  secretory  product  to  demonstrate, 
is  known  to  be  very  frequently  absent.  Gut 
walls  which  are  atonic  and  perhaps  stiffened 
are  incapable  of  normal  peristalsis.  Stasis 
of  the  bowel  contents,  result  in  distention 
from  gas  retention  or  fermentation,  leading 
to  irritation,  with  erratic  or  reverse  move- 
ment, manifesting  itself  by  the  symptoms  of 
bloating,  cramps,  nausea  or  vomiting,  or 
even  constipation  and  hemorrhoid  formation. 
With  this  perverted  bowel  function  the  appe- 
tite and  food  intake  becomes  more  trouble- 
some, and  absorption  of  essential  food  ele- 
ments becomes  an  unknown  quantity. 

The  cause  of  degenerative  vascular  disease 
(hypertensive  and  coronary  artery  disease) 
is  still  unknown.  This  group  occurring 
chiefly  after  50  years  of  age,  has  been,  but 
little  clarified  or  has  its  management  been 
much  improved.  This  group  is  also  becom- 
ing increasingly  important,  since  fewer  are 
dying  of  infection  earlier  in  life,  many  more 
individuals  become  candidates  for  these  af- 
flictions. It  is  perhaps  an  optimistic  pro- 
phesy, that  beneficial  progress  may  come 
through  the  field  of  nutrition,  with  vitamins 
being  an  important  factor. 

At  present  vitamin  B,  appears  to  be  the 
only  one  of  the  vitamins  having  important 
cardio-vascular  influence. 

Wenckebach  first  called  attention  to  this 
condition  in  his  investigations  of  beri-beri  in 
Java.  He  described  a hydropic  degeneration 
of  the  myocardial  fibers  and  the  subendo- 


cardial conductive  fibers,  together  with  an 
interstitial  edema.  This  “robs  the  heart  of 
its  means  of  resistance  to  stretching  and 
deadens  its  power  of  contractibility.”  A 
general  widening  of  the  arterioles  was  noted. 
This  permitted  a rapid  return  of  the  blood  to 
the  right  heart,  causing  dilitation  and  right 
heart  failure.  This,  with  the  absence  of  pul- 
monary stasis  was  considered  the  clinical  pic- 
ture of  the  “beri-beri  heart”  and  was  so  des- 
ignated by  him. 

Weiss  has  investigated  the  effect  on  the 
heart  of  deficient  nutritional  states  in 
America,  especially  in  regard  to  vitamin  B. 
He  found  many  features  similar  to  those 
mentioned  by  Wenckebach  in  Java,  but  also 
described  this  condition  as  found  in  the  Unit- 
ed States.  He  calls  attention  to  the  fact  that 
human  vitamin  deficiencies  are  usually  mul- 
tiple, and  are  never  as  typical  as  those  pro- 
duced in  animals.  While  beri-beri  has  al- 
ways been  considered  a disease  of  the  rice- 
eating inhabitants  of  the  orient,  it  does  occur 
in  this  country  in  alcoholics  and  non-alcohol- 
ics. Impoverished  diets  as  the  result  of 
poverty  or  fadisms,  therapeutic  diets  as  used 
in  peptic  ulcer,  diabetes,  etc.,  an  inability  to 
utilize  food  elements  as  in  cardiac  disease, 
diarrhoea,  etc.,  may  result  in  deficiency 
states.  Furthermore  the  need  may  be  great- 
ly increased  by  increased  metabolic  states, 
such  as  fevers,  hyperthyroidism  and  muscu- 
lar exertion.  In  the  presence  of  these  condi- 
tions a normal  intake  may  be  insufficient  to 
meet  the  increased  demand,  and  also,  if  pro- 
longed result  in  a deficiency  state. 

As  a result  of  vitamin  B deficiency  certain 
cardiovascular  symptoms  appear.  Weiss  ob- 
jects to  the  term  “beri-beri  heart,”  because 
the  circulatory  dysfunction  is  as  dependent 
on  peripheral  factors  as  on  the  heart  itself. 
In  fact  in  this  country  it  does  not  form  a 
“rigid  clinical  syndrome.” 

The  cardiovascular  symptoms  are  as  fol- 
lows: Onset  may  be  gradual  or  sudden  with 
dyspnoea  on  exertion,  palpitation,  trachy- 
cardia,  followed  by  gallop  rhythm,  prominent 
cardiac,  epigastric  and  peripheral  pulsations. 
The  heart  may  be  normal  or  enlarged.  There 
may  be  a systolic  murmur.  Dyspnoea  may 
be  severe,  particularly  on  exertion.  Cardiac 
asthma  may  occur.  Arterial  pressure  is  us- 
ually normal.  Veins  especially  over  the  low- 
er extremeties  may  be  enlarged.  The  liver 
may  be  enlarged  and  tender.  Skin  is  warm 
and  of  normal  color,  but  may  be  cyanotic. 
The  edema  in  the  wet  type  may  be  marked. 
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At  times  it  is  the  interstitial  non-pitting 
type.  Patients  are  prone  to  develop  vaso- 
moter  collapse  and  shock.  Other  symp- 
toms which  aid  in  identifying  this  condition 
are,  tightness  or  “lameness”  of  the  muscles 
of  the  lower  extremity,  less  often  the  upper 
extremeties,  “hide  bound,”  parasthesias, 
peripheral  neuritis,  glossitis,  diarrhoea, 
anemia,  hypoproteinemia,  dysphagia,  hoarse- 
ness, dermatitis  and  psychotic  symptoms. 

In  regard  to  deficiency  factors  in  the  pres- 
ence of  organic  heart  disease,  Weiss  states 
that  the  diagnosis  is  difficult,  and  that  its 
role  cannot  be  evaluated. 

With  the  present  state  of  our  knowledge  it 
becomes  apparent  that  hyperenthusiasm  may 
lead  one  far  astray  and  that  very  critical  an- 
alysis is  necessary  to  evaluate  and  recognize 
this  condition.  Nevertheless  if  one  keeps  in 
mind  that  abnormal  usage  may  occur,  and 
that  with  at  least  a part  of  our  population, 
want  or  food  habits,  may  result  in  a deficient 
intake,  or  the  intake  may  be  in  the  borderline 
zone,  which  is  not  sufficient  to  meet  in- 
creased demands,  which  may  arise. 

In  regard  to  the  heart  it  seems  significant 
that  the  myocardium  is  richly  supplied  with 
vitamin  B,  being  only  exceeded  by  the  liver 
and  kidneys  (Cowgill).  This  would  seem  to 
indicate  an  increased  need  rather  than  a stor- 
age place.  Jones  and  Sure  reported  a greater 
improvement  in  a group  of  cardiac  patients 
receiving  1500  to  2200  units  of  vitamin  B, 
daily.  Their  analysis  is  however,  not  entire- 
ly convincing. 

The  following  case  is  reported,  showing  an 
unexpected  favorable  result  with  the  use  of 
vitamin  B.  With  our  present  lack  of  accur- 
ate diagnostic  criteria,  we  make  no  claim  that 
this  outcome  was  due  to  its  use. 

Case  No.  4333.  Male,  age  67.  Farmer,  gradual 
increase  of  breathlessness  for  several  months.  On 
July  19,  1937,  had  to  quit  work,  progressively  be- 
came worse.  Treatment  was  ineffectual.  First  seen 
by  us.  Sept.  23,  1938,  when  he  was  in  marked  con- 
gestive failure  with  ascites,  hydrothorax  and  general 
anasarca.  Heart  greatly  enlarged  and  fibrillating 
with  a rate  of  140.  Weight  162  pounds.  Digitaliza- 
tion, a diuretic  regime  of  acid  salts  and  mercupurin, 
together  with  vitamins  B in  the  form  of  “embo”  by 
mouth  and  5 MgM  crystalized  vitamin  Bq  sub- 
cutaneously resulted  in  an  enormous  loss  of  fluid. 
One  day  he  passed  5,300  cc.  of  urine.  After  giving 
a total  of  19%  gr.  of  digitalis  over  a period  of  seven 
days,  the  pulse  rate  dropped  to  30  per  minute  with 
coupling  of  beats.  He  has  had  no  digitalis  since. 
After  dehydration  he  was  very  listless,  and  could  not 
be  induced  to  eat  for  another  ten  days,  when  his  ap- 
petite improved.  Since  then  his  condition  has  re- 


mained good,  but  with  a markedly  reduced  cardiac 
capacity.  There  has  been  no  congestive  failure  since. 
He  has  taken  900  international  units  of  vitamin  B, 
daily  since  leaving  the  hospital.  He  was  seen 
last  March  15,  1938.  He  was  able  to  do  light  work 
without  symptoms  and  weighed  150  pounds. 

An  inquiry  in  his  dietary  habits  showed 
that  his  appetite  had  been  poor  for  nearly  a 
year  before  the  onset  of  the  cardiac  failure. 
His  usual  menu  consisted  of  bread,  potatoes 
and  meats,  with  a few  vegetables  and  fruits. 
Apparently  his  diet  had  been  borderline  for 
years  and  with  the  onset  of  his  cardiac  dif- 
ficulty, was  further  restricted,  resulting  in 
what  appeared  to  be  a definite  deficiency. 
Obviously  absolute  proof  of  the  latter  cannot 
be  demonstrated,  but  the  prompt  response 
and  favorable  subsequent  course  strongly 
suggested  such  a probability. 

Obesity  has  long  been  recognized  as  a han- 
dicap to  the  cardiovascular  system.  The 
very  common  occurrence  of  breathlessness 
with  overweight  is  evidence  that  this  condi- 
tion imposes  a circulatory  load,  which  is  met 
with  some  difficulty.  The  effect  of  adipos- 
ity is  well  reflected  in  the  mortality  tables  of 
insurance  companies.  This  is  almost  entire- 
ly due  to  the  tendency  to  cardiovascular  fail- 
ure. Blummer  concluded  that  degenerative 
disease  of  the  heart,  the  arteries  and  the  kid- 
neys were  2*4  times  commoner  with  the 
obese  than  with  those  of  normal  weight,  and 
33/4  times  as  frequent  as  in  the  under  weight. 
Dublin  states  that  after  45  years  of  age  the 
normal  death  rate  is  45  per  100,000,  but  with 
an  increase  in  weight  of  15%  to  24%,  this 
rate  is  increased  to  97  per  100,000.  Beall  in 
an  interesting  article  on  obesity,  emphasizes 
certain  facts  which  have  popular  appeal.  He 
refers  to  obesity  as  a parasite,  which  must  be 
carried  and  nourished.  He  corroborates  the 
old  adage  that  “the  life  line  is  the  waist  line” 
by  stating  that  one  inch  increase  in  the 
waist  line  decreases  the  life  expectancy  to 
45%  ; 2 inches  to  40%  ; 3 inches  to  35%,  and 
4 inches  to  25%.  Furthermore,  that  a man 
50  years  of  age,  with  50  pounds  of  excess 
weight,  with  4 inches  increase  of  waistline, 
has  sacrificed  15  years  of  his  expectancy. 
His  statement  in  regard  to  the  increased  vas- 
cular load  focuses  our  attention  on  the  handi- 
cap imposed  by  this  condition.  His  calcula- 
tions that  each  pound  of  fat  requires  5/6  of 
a mile  of  blood  vessels  or  that  30  lbs.  require 
25  miles  of  blood  vessels,  through  which  the 
heart  must  pump  blood  sounds  very  appeal- 
ing, even  though  one  may  be  skeptical  of  its 
scientific  accuracy.  But  be  that  as  it  may, 
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one  can  be  justified  in  making  the  deduction 
that  increased  weight  does  increase  the  vas- 
cular load  and  that  weight  reduction  does 
lighten  this  load.  Beall  states  that  a reduc- 
tion in  weight  of  35  lbs.  reduces  the  vascular 
load  20%. 

Smith  and  Willius  critically  analyzed  the 
effect  of  obesity  on  the  cardiovascular  sys- 
tem, making  important  contributions  and  de- 
ductions. They  found  that  usually  the  heart 
size  increases  with  the  body  weight  main- 
taining a fairly  definite  ratio.  However,  in 
an  appreciable  proportion,  this  was  less  than 
that  demanded  by  the  height  and  weight  of 
the  individual  and  concluded  that  this  fact  in 
itself  may  be  responsible  for  the  fairly  com- 
mon circulatory  inadequacy  in  obese  per- 
sons. In  their  study  of  post-mortem  materi- 
al they  found  that  95%  of  obese  individuals 
showed  increase  of  epicardial  fat.  The  des- 
ignation of  adiposity  of  the  heart  was  de- 
fined as  an  increase  of  fat  in  the  subepicard- 
ial connective  tissue  lying  between  the  mus- 
cle bundles  and  between  the  individual  fib- 
ers. This  was  always  more  marked  on  the 
right  heart.  In  some  instances  the  fat  in- 
volved the  papillary  muscle.  The  effect  of 
this  might  interfere  with  the  nutrition  of  the 
fibers,  and  impair  the  function  of  the  fibers. 

Fatty  infiltration  of  the  cytoplasm  of  the 
muscle  fibers,  resulting  from  a disturbance 
of  nutrition  or  toxemia  was  not  considered  as 
a part  of  the  problem  of  general  obesity  and 
cardiac  adiposity. 

In  addition  to  the  local  deleterious  effect 
of  deposition  of  fat  around  and  within  the 
wall  of  the  heart,  fat  deposits  in  the  rest  of 
the  body  demand  extra  cardiac  effort. 
Christian  long  ago  emphasized  the  marked 
vascularity  of  fat,  and  that  adipose  tissue  is 
not  a passive  storehouse,  but  a diffuse  vas- 
cular organ,  which  is  the  site  of  active  meta- 
bolism. These  extra  cardiac  features  of 
obesity  increase  heart  work  by  demanding 
nourishment  for  excess  tissue,  actual  work 
of  carrying  it,  and  by  its  effect  of  increasing 
the  metabolic  level.  In  this  group  of  136 
obese  patients  being  45%  overweight,  of  an 
average  of  52  years,  the  highest  percent 
(40%)  of  extremely  fatty  hearts  occurred  in 
a group  of  nine  cases  in  which  there  were 
varying  degrees  of  heart  failure.  Sixty 
cases  of  hypertension  showed  extreme  fatty 
deposits  in  27%.  Fifty-two  cases  without 
cardiac  disease  showed  only  17%  of  adipose 
hearts.  Their  studies  indicate  that  cardiac 


adiposity  may,  though  rarely,  in  itself  cause 
cardiac  failure.  But  much  oftener  it  pro- 
duces failure  by  adding  a burden  to  hyper- 
tension and  coronary  sclerosis. 

This  concurs  with  the  general  experience 
that  many  patients  with  an  anginal  syn- 
drome are  obese.  It  may  not  be  amiss  to 
mention  that  painful  fat  deposits  (adiposa 
dolorosa)  may  simulate  stenocardia. 

Kerr  has  recently  described  postural  syn- 
drome related  to  obesity  leading  to  postural 
emphysema  and  cardio-respiratory  failure,  in 
which  the  abdominal  fat  deposit  causes  the 
individual  to  assume  a position  similar  to 
that  of  a pregnant  woman,  resulting  in  a 
lowered  diaphragm,  which  imposes  a cardio- 
respiratory embarrassment.  This  syndrome 
is  more  common  than  is  usually  appreciated. 

However  in  many  cases  the  reverse  is  pres- 
ent with  the  intra-  and  extra-abdominal  fat 
pushing  up  the  diaphragm,  resulting  in  a 
crowding  of  the  thoracic  contents,  and  by 
this  means  producing  a cardiovascular  bur- 
den similar  to  the  effect  of  a distended  gas- 
trointestinal tract,  known  as  the  gastro- 
cardiac  symptom  complex. 

The  evacuation  of  edema  is  also  more  dif- 
ficult in  the  obese.  This  is  due,  to  the  much 
greater  capacity  for  storage  of  edematous 
fluid,  and  to  the  necessity  of  wider  field  of 
cardiac  action.  Even  with  weight  reduction 
the  empty  fat  cells  are  readily  available  for 
fluid  storage,  forming  a tub-like  compart- 
ment in  which  the  patient  lies,  which  effect- 
ively defies  the  usual  methods  of  removal. 

The  desirability  of  preventing  and  remov- 
ing obesity  in  the  prevention,  procrastina- 
tion and  treatment  of  cardiovascular  failure 
seems  very  apparent.  While  many  other 
etiological  factors  causing  heart  disease,  are 
obscure  and  difficult  to  influence,  the  factor 
of  obesity  offers  another  method  by  which 
these  diseases  may  be  prevented,  or  if  pres- 
ent more  favorably  influenced.  The  gratify- 
ing fall  of  blood  pressure  with  weight  reduc- 
tion is  a common  experience.  The  following 
case  is  illustrative  of  a favorable  result  with 
weight  reduction  and  an  exacerbation  with 
the  return  of  the  obese  state. 

Case  No.  3242.  Female,  age  49.  1909  weighed 

130,  following  a pelvic  operation,  1911,  weigher  180 
pounds.  August  13,  1934,  weight  250  pounds.  Has 
known  she  had  high  blood  pressure  for  fifteen  years. 
She  complains  of  breathlessness,  palpitation  and 
epigastric  bloating.  On  several  occasions  during  last 
year  has  noticed  numbness  of  left  arm.  Blood  pres- 
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sure  240/130.  Heart  shows  gallop  rhythm.  A re- 
duction diet  was  instituted.  Weight  and  blood  pres- 
sure gradually  subsided.  On  July  24,  1935,  she 
weighed  167%  pounds  and  her  blood  pressure  was 
160/90.  One  year  later,  August  6,  1936,  she  weighed 
204%  pounds,  her  blood  pressure  was  174/90; 
August  12,  1937,  weight  227  pounds,  blood  pressure 
196/100;  November  4,  1937,  weight  232,  blood  pres- 
sure 210/140.  With  the  increase  of  her  weight  and 
recurrence  of  the  hypertension,  her  symptoms  have 
also  returned. 

Undernutrition  may  be  a factor  in  cardio- 
vascular disease.  This,  unless  very  marked, 
usually  does  not  play  an  important  role  in  the 
cause  of  heart  disease.  Only  with  extreme 
wasting-  of  the  skeletal  muscles,  the  heart 
weight  is  reduced  20%  to  50%.  But  more 
often  it  is  a factor  in  cardiac  disease  due  to 
other  etiological  agents,  such  as  is  manifest- 
ed in  cardiac  cachexia.  The  latter  state  has 
been  considered  a toxemia,  but  is  more  prob- 
ably a deficiency  state.  This  is  frequently 
attended  by  anemia  and  hyproteinenia. 
These  factors  prevent  proper  nourishment  of 
the  myocardium  as  well  as  the  rest  of  the 
body.  In  addition,  the  low  protein  content 
of  the  blood,  is  an  important  factor  in  the 
production  of  edema.  A low  intake  of  pro- 
teins, or  protein  sparing  foods  as  carbohy- 
drates, or  a combination  of  both,  may  be  fac- 
tors in  producing  an  impoverished  blood.  Be- 
sides this,  a deficient  intake  of  vitamins  B 
and  C may  be  further  factors.  The  forma- 
tion of  edema  in  beri-beri  has  already  been 
alluded  to.  Vitamin  C deficiency  may  result 
in  capillary  damage  and  permit  easy  exit  of 
the  blood  from  the  capillaries. 

Anemia  also  prevents  adequate  nutrition 
of  the  myocardium.  In  a severe  type  fre- 
quently results  in  cardiac  dilitation  and  de- 
generation, such  as  is  seen  in  the  “tiger” 
heart  of  pernicious  anemia.  Usually  with 
recovery  from  the  anemia  no  permanent 
cardia  pathology  persists.  Bartels  reported 
a case  of  severe  congestive  failure  caused  by 
anemia  due  to  chronic  bleeding  from  a duo- 
denal ulcer.  With  cessation  of  bleeding,  and 
restoration  of  normal  blood,  the  cardiac  func- 
tion was  completely  re-established.  This 
impoverished  blood  may  not  supply  sufficient 
oxygen  to  the  heart  resulting  in  an  anox- 
emia, manifested  by  a typical  anginal  syn- 
drome. This  may  occur  in  other  types  of 
anemia  particularly  in  the  presence  of  defec- 
tive coronary  vascular  system.  The  follow- 
ing case  present  both  congestive  failure  and 
an  anginal  syndrome  with  severe  anemia. 

Case  3825,  Male,  age  68.  March  15,  1936,  hemor- 
rhage from  peptic  ulcer  manifested  by  gross  tarry 
stools.  In  bed  till  April  3,  1936.  On  his  own  voli- 


tion returned  to  his  office.  Developed  severe  anginal 
pain  and  marked  dependent  edema.  Blood  count  Hb 
54%.  Rbc  3,050,000.  April  28,  1936,  Hb  90,  Rbc 
4,750,000,  free  from  congestive  failure  and  anginal 
pain.  Heart  remained  moderately  enlarged.  E K G 
showed  no  definite  evidence  of  coronary  artery  dis- 
ease. A splintered  of  Q R S complex  and  absent  of 
Q wave  in  lead  IV  indicated  left  ventrivular  strain. 

BIBLIOGRAPHY 

1.  Bartels,  E.  C.:  Anemia  as  the  Cause  of  Severe 
Congestive  Failure,  Ann.  Int.  Med.,  11  400-3  (Au- 
gust) 1937. 

2.  Beall,  K.  H.:  Parasitism  of  Fat,  So.  Med.  J., 
17:319:323  (May)  1924. 

3.  Blumer,  E.:  Menace  of  Obesity,  Brit.  Med.  J., 
June  4,  1932,  1:1024-26. 

4.  Combs,  H.  and  Reoder,  D.:  Practitioner,  823:95, 
(Jan.)  1937. 

5.  Cowgill,  C.  R.:  Physiology  of  Vitamin  B.  J.  A. 
M.  A.,  110:805  (Mar.  12)  1938. 

6.  Daniel,  E.,  and  Munsell,  H.:  Vitamin  Content 
of  Food,  Bull.  U.  S.  Dept.  Agr.  No.  275  (June)  1937. 

7.  Dublin,  L. : Influence  of  Weight  on  Certain 
Causes  of  Death,  Human  Biol.,  2:159,  1930. 

8.  Eddy,  W.  H.,  and  Dalldorf,  G.:  The  Avitamin- 
osis, Williams  & Wilkins  Co.,  Baltimore,  1937. 

9.  Hartman,  H.,  and  Ghrist,  D.  G. : Blood  Pressure 
and  Weight,  Ann.  Int.  Med.  44:877-81  (Dec.)  1929. 

10.  Hyman,  A.  H.,  and  Parsonnet,  A.:  The  Fail- 
ing Heart  of  Middle  Life,  F.  A.  Davis,  1932. 

11.  Jones,  W.  A.,  and  Sure,  B.:  Role  of  Vitamin  B 
in  Cardiovascular  Disease,  J.  Lab.  & Clin.  Med., 
22:991  (July)  1937. 

12.  Kerr,  W.  J.  and  Lagen,  J.  B.:  Posteral  Syn- 
drome, Etc.,  Ann.  Int.  Med.  10:569,  Nov.  1936. 

13.  Niehaus,  F.:  Interchangeable  Signs  Between 
Circulatory  and  Digestive  Systems,  Nebr.  State  Med. 
J.  20:375  (Oct.)  1935. 

14.  Prodger,  S.,  and  Denning,  H.:  Study  of  Circu- 
lation in  Obesity,  J.  Clin.  Invest.  11:789-806  (July) 
1932. 

15.  Smith,  H.,  and  Willius,  F.:  Adiposity  of  the 
Heart,  Arch.  Int.  Med.,  52:911-931  (Dec)  1933. 

16.  Strauss,  M.:  Therapeutic  Use  of  Vitamin  B in 
Polyneuritis,  J.  A.  M.  A.,  110:953  (Mar.  26)  1938. 

17.  Terry,  A.  H.:  Obesity  and  Hypertension,  J.  A. 
M.  A.,  81:1283-84  (Oct.)  1923. 

18.  Todhunter,  E.  N.:  Recent  Studies  in  Nutrition- 
al Requirements  of  Man,  N.  W.  Med.,  35:203  (Jan.) 
1936. 

19.  Vedder,  E.  B.:  Pathology  of  Beriberi,  J.  A.  M. 
A.,  110:893  (Mar.  19)  1938. 

20.  Weber,  S.:  A Review  of  Obesity  and  Its  Treat- 
ment, J.  Mo.  State  Med.  Assn.,  34:158  (May)  1937. 

21.  Weiss,  S.,  and  Wilkins,  R.:  Nature  of  Cardio- 
vascular Disturbance  in  Vitamin  Deficiency,  Trans. 
Amer.  Phys.,  51:34,  1936. 

22.  Weiss,  S.,  and  Wilkins,  R. : Nature  of  Cardio- 
vascular Disturbances  in  Nutritional  States,  Ann. 
Int.  Med.,  11:104  (July)  1937. 

23.  Weiss,  S.,  and  Wilkins,  R.:  Disturbances  of 
Cardiovascular  System  in  Nutritional  Deficiency,  J. 
A.  M.  A.,  109:786-793  (Sept.  4)  1937. 

24.  Weiss,  S.:  Modern  Concepts  of  Cardiovascular 
Disease  7:  (Mar.)  1938. 

25.  Youmans,  J.  B.:  Nutritional  Edema,  Internat. 
Clinics,  120:145  (Dec.)  1936. 

26.  Brochure  on  Vitamin  B,  Merck  & Company, 
1938. 


Automatic  Birth  Control* 

C.  R.  SPICER,  B.  S.,  M.  D., 
Hastings,  Nebr. 


Automatic  birth  control  may  be  defined  as 
a means  which,  when  once  applied,  will  give 
continuous  contraceptive  service  indefinitely 
without  further  attention. 

Besides  meeting  these  requirements  the 
appliance  here  reported  was  found  highly  ef- 
fective, also,  for  the  relief  and  prevention  of 
dysmenorrhea  probably  by  aiding  the  men- 
strual flow  through  drainage.  Hence  it  has 
been  named  the  Uterine  Vent. 


migrate  into  the  fundus  because  of  the  fun- 
nel nor  into  the  vagina  on  account  of  the  loop. 
The  mouth  of  the  funnel  is  covered  by  the 
lower  cervix  preventing  direct  drive  of  semen 
through  the  tube.  It  cannot  be  seen  with  a 
speculum  nor  felt  digitally.  The  Vent  does 
not  contact  the  external  os. 

The  device  is  easily  removed.  A hook, 
furnished,  is  passed  into  the  funnel  and 
through  the  tube  to  engage  above. 


DESCRIPTION 

The  device  consists  of  a glass  tube  funnel- 
shaped  at  its  lower  end  and  with  a perforated 
cup  above  which  holds  the  ends  of  a thin,  res- 
ilient, non-corrosive  alloy  loop.  The  loop  is 
flexible  in  any  direction.  The  edges  are 
round  and  smooth.  The  ends  are  embedded 
in  dental  amalgam. 


INSTALLATION 


Figure  1 shows  the  Vent  mounted  on  the 
applicator.  Installation  is  readily  made  as 
follows.  The  cervix  is  grasped  with  a vul- 
sellum  and  slight  to  moderate  dilation  made 
if,  or  as,  needed.  The  Vent  is  inserted  until 


A 


Fig.  1 


Fig.  2 


the  guard  is  at  the  os.  Traction  is  made  on 
the  lower  knob  of  the  applicator  thus  apply- 
ing the  loop  accurately  to  the  uterine  cavity 
where  it  sits  with  little  positive  pressure; 
but  effort  to  remove  it  is  opposed  with  spring 
resistance.  Fig.  2. 


The  Vent  is  now  definitely  located.  The 
funnel  is  in  the  conical  space  at  the  upper 
end  of  the  cervix,  the  tube  is  in  the  isthmus 
and  the  cup  above  the  internal  os.  It  cannot 

*Read  before  the  Ninth  and  Tenth  Councilor  Districts,  October 
20,  1938. 


RATIONALE 

The  contraceptive  efficiency  and  the  con- 
tinuous carefree  service  of  the  Uterine  Vent 
depend  on  three  obvious  facts. 

1.  Being  made  of  permanent  material  it 
does  not  deteriorate. 

2.  Dwelling  wholly  within  the  uterus 
whose  secretions  are  liquid  and  sterile  it  does 
not  become  occluded  nor  unsanitary.  It  re- 
quires no  cleaning. 

3.  Spermatozoa  progress  only  on  mucous 
membrane.  As  they  are  excluded  from  the 
uterine  canal  wall  by  that  of  the  Vent  they 
cannot  pass  this  barrier. 

EFFICIENCY 

A survey  was  made  of  200  women  of  child- 
bearing age  who  had  worn  Vents  for  periods 
of  from  nine  to  forty-nine  months.  In  sev- 
enty-four the  time  was  over  two  years.  Dur- 
ing the  entire  period  four  (2%)  conceived. 
One  was  a nullipera  in  whom  the  device  had 
remained  in  normal  position  for  five  months. 
In  two  it  had  escaped  from  the  uterus  entire- 
ly and  in  the  other  it  was  presenting  at  the 
os.  This  was  before  the  present  improved 
state  of  the  Vent.  Of  fifty  women  who  have 
received  the  improved  device  in  the  last  six 
months  none  has  lost  it  nor  conceived. 

Vents  were  removed  for  examination  dur- 
ing the  time — some  after  three  years  of  con- 
tinuous service.  They  were  found  sanitary 
and  functioning. 

CASES 

Case  1.  A woman  of  35,  mother  of  thirteen  (3 
pairs  of  twins)  received  a Vent.  After  three  years 
she  has  not  conceived. 

Case  2.  Age  twenty-four,  mother  of  two,  applied 
for  service  admitting  menses  was  past  due.  No  serv- 
ice given.  Within  a month  she  was  dead  from  self- 
induced  abortion. 
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Case  3.  Wife  of  a minister,  mother  of  a child 
four  months  old.  A vent  was  installed  and  in  sev- 
enteen months  it  was  removed  to  invite  conception. 
At  twenty-two  months  conception  occurred. 

Case  4.  A mulatto  of  24  years,  once  married  and 
with  three  children  by  different  fathers.  A vent  was 
installed.  After  three  years  she  has  not  conceived. 

SAFETY 

No  postmortem  nor  post  operative  materi- 
al has  been  available  in  the  case  of  the  Vent. 
However,  no  client  has,  to  her  knowledge, 
been  injured  by  it.  But  safety  may  not  be 
determined  alone  by  pathological  findings. 
Pratt  of  Detroit  estimates  that  the  annual 
number  of  abortions  in  the  United  States  ap- 
proximate 750,000  and  that  8,000  to  10,000 
women  die  annually  from  that  cause.  That 
takes  no  account  of  the  morbidity.  Contra- 
ception definitely  removes  the  occasion  for 
abortion.  Compare  cases  1 and  2 who  were 
neighbors.  Case  2 declined  service  “because 
it  might  not  be  safe — might  cause  cancer.” 
Nels  P.  Larsen,  M.  D.,  Medical  Director 
Queens  Hospital,  Honolulu,  in  discussing  in- 
dwelling contraceptives*1)  said:  “The  buga- 
boo about  cancer,  we  feel,  has  no  foundation 
in  fact.” 


REACTION  TO  THE  VENT 

Most  clients  are  not  seen  nor  heard  from, 
for  cause,  after  receiving  a Vent.  None  is 
conscious  of  its  presence.  With  some  cli- 
ents, however,  there  is  some  disturbance  of 
the  menses  for  the  first  few  times.  A tol- 
erance is  usually  soon  established.  Other- 
wise from  one  to  three  200  RU  doses  of  An- 
tuitrin-S  has  ended  the  trouble.  Too  short 
a time  has  elapsed  to  say  that  the  relief  will 
be  permanent. 

CONCLUSION 

The  Uterine  Vent  affords  a practical 
means  of  birth  control.  It  is  harmless — so 
far  as  known.  It  is  highly  efficient.  It  is 
entirely  care-free,  being  installed  but  once. 
It  is  economic.  There  are  no  accessory  nor 
repeated  costs.  It  permits  normal  sexual  re- 
lations with  no  preparation  nor  unnatural 
conditions  whatever.  It  requires  no  intelli- 
gence or  responsibility  on  the  part  of  the 
client;  hence  it  is  adapted,  also,  to  delin- 
quents and  mental  defectives. 

1.  Journal  of  Contraception,  Vol.  3 : 10,  pg.  176. 

Requirements  are  available  for  critical  study  of 
the  Uterine  Vent. 


A Study  of  Twenty-two  Cases  of  Hemolytic  Jaundice 

and  the  Effect  of  Splenectomy* 

JOHN  C.  SHARPE,  M.  D. 

From  the  Department  of  Medicine,  LIniversity  of  Nebraska, 

College  of  Medicine, 

Omaha,  Nebraska. 


In  the  symptom-complex  of  hemolytic 
jaundice,  there  is  no  question  as  to  the  effi- 
cacy of  the  present  day  treatment  of  splen- 
ectomy. With  the  ever  increasing  number 
of  cases  so  treated  and  their  close  follow  up 
observation  over  a period  of  years,  there  is 
no  doubt  as  to  the  excellent  results  of  the  op- 
eration. The  disease,  though  not  common, 
is  of  sufficient  frequency  as  to  excite  sus- 
picion and  warrant  careful  consideration  in 
any  patient  with  unexplained  anemia  with 
or  without  jaundice.  This  is  evidenced  by 
our  group  of  twenty-two  cases  that  have 
been  studied  in  the  past  two  years,  both  in 
private  practice  and  at  the  University  Hos- 
pital. A review  of  the  literature,  the  clinical 
manifestations,  the  physical  signs,  the  char- 
acteristic blood  changes,  and  the  type  and 
frequency  of  the  various  complications  have 

♦Presented  before  The  Nebraska  State  Medical  Society,  April 
27,  1938,  Lincoln,  Nebraska. 


all  been  given  in  detail  in  our  previous  publi- 
cations*1 2).  This  report  serves  to  sum- 
marize those  different  features  in  our  own 
group  of  twenty-two  cases  and  to  emphasize 
the  immediate  and  late  results  of  splenec- 
tomy. 

SUMMARY  OF  CASES 

In  our  group  of  twenty-two  cases  of  twelve 
families,  there  were  ten  males  and  twelve  fe- 
males. Their  ages  varied  from  4 to  63  years 
(Table  1).  That  a distinct  hereditary  trans- 
mission is  present  in  this  disease,  passed  eq- 
ually by  male  and  female,  is  beyond  question. 
Eighty-six  percent  of  our  group  had  this  def- 
inite familial  evidence  of  the  disease;  in  two 
families  it  could  be  traced  through  three  gen- 
erations. A negative  family  history  was  ob- 
tained in  only  three  cases,  although  it  has 
not  yet  been  possible  to  completely  check 
other  members  of  their  respective  families 
for  so-called  “latent”  cases. 
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Because  of  the  variation  of  the  disease  at 
different  times  in  the  same  individual  it  was 
difficult  to  sharply  classify  the  cases  into 
latent,  acute  or  chronic  types.  With  a few 
exceptions,  the  age  of  onset  of  symptoms  oc- 
curred during  the  first  two  decades  of  life, 
a rather  important  point  when  considering 


characterized  by  a sudden  onset  of  upper  ab- 
dominal pain,  nausea,  vomiting  and  fever,  ac- 
companied by  marked  weakness  with  intensi- 
fication of  jaundice  and  pallor,  and  increas- 
ing enlargement  of  the  spleen  and  a sharp 
drop  in  the  blood  count.  In  one  of  our  fami- 
lies, for  no  apparent  reason,  such  crises  oc- 


Table  1 

family  Call 


Ho. 

Hero 

Age 

Sex 

History 

Icterus 

Spleen 

Bladder 

1. 

a.H. 

33 

1. 

♦ 

12  yrs. 

4 

4 

2. 

B.H. 

4 

F. 

♦ 

1 yr* 

♦ 

- 

3- 

P.C. 

25 

F. 

- 

15  yrs. 

4 

4 

4. 

L.A. 

40 

r. 

♦ 

6 yrs. 

4 

4 

5* 

K.T . 

30 

?. 

♦ 

12  yrs. 

4 

- 

6. 

P.C. 

22 

f. 

♦ 

9 yrs. 

4 

- 

7- 

H.C. 

29 

M. 

- 

19  yrs. 

4 

0 

8. 

E.A. 

26 

M. 

♦ 

1 yr. 

4 

- 

9- 

O.M. 

59 

F. 

♦ 

40  yrs. 

4 

0 

10. 

Q.M. 

29 

M. 

♦ 

20  yrs. 

4 

4 

11. 

T.fl. 

58 

M. 

♦ 

50  yrs. 

4 

4 

12. 

E.O. 

21 

M. 

♦ 

8 yrs. 

4 

4 

13. 

L.B. 

63 

F. 

♦ 

- 

- 

0 

14. 

M.D. 

52 

F. 

♦ 

- 

- 

0 

15. 

M.B. 

21 

F. 

- 

6 yrs. 

4 

4 

16. 

C.8. 

25 

M. 

♦ 

20  yrs. 

4 

4 

17. 

E.U. 

61 

M. 

♦ 

5 yrs. 

4 

4 

18. 

C.P. 

21 

F. 

4 

9 yrs. 

4 

- 

19. 

J.P. 

63 

M. 

♦ 

15  yrs. 

4 

0 

20. 

M.P. 

19 

M. 

♦ 

9 yrs. 

4 

0 

21. 

0.2. 

47 

M. 

4 

£1  yrs. 

4 

4 

22. 

L.E. 

19 

F. 

♦ 

5 yrs. 

4 

- 

(♦)  positive,  (-)  negative,  (•)  no*  reported. 


the  differential  diagnosis  of  anemia.  Fur- 
thermore, the  advent  of  pregnancy  seemed 
to  act  as  an  important,  exciting  factor  in 
“lighting  up”  or  aggravating  the  symptoms 
in  four  cases. 

Most  of  our  patients  described  their  com- 
plexion as  “sallow”  or  “muddy”  in  appear- 
ance. Though  variable  and  for  the  most 
part  of  mild  degree,  clinical  jaundice  was 
present  in  all  but  two  latent  cases  (Cases  13 
and  14).  Even  in  these  two,  however,  the 
icterus  index  of  the  blood  was  above  normal. 
The  persistant  hyper-bilirubinemia  for  the 
whole  group  was  shown  by  the  average  blood 
icterus  index  of  twenty-four  units  (normal 
3-5  units).  Except  for  these  two  latent 
cases,  the  spleen  was  palpable  in  every  in- 
stance, though  it  was  rarely  enlarged  to  any 
great  size.  Radiographic  pneumoperitoneum 
was  an  aid  in  determining  the  true  size  of  the 
spleen  in  two  cases.  There  was  no  apparent 
relation  between  the  severity  of  the  jaundice 
and  the  size  of  the  spleen. 

Severe  acute  hemoclastic  crisis  occurred 
seventeen  times  in  ten  patients.  This  dread- 
ed and,  as  yet,  unexplained  complication,  was 


curred  in  four  members  of  one  family  within 
an  interval  of  one  week  and  resulted  in  one 
death.  In  another  family,  within  two  weeks 
of  one  another,  a mother  and  daughter 
(Cases  1 and  2)  both  had  acute  blood  crises 
with  the  red  blood  cells  rapidly  falling  to  just 
under  one  million.  After  several  weeks, 
spontaneous  improvement  occurred.  Case 
seven  died  during  a crises  in  spite  of  deep 
radiation  therapy. 

The  association  of  primary  hemolytic  jaun- 
dice with  secondary  pigment  cholelithiasis  is 
well  known.  In  this  series  of  patients,  73 
percent  of  those  studied  showed  positive  evi- 
dence of  biliary  complication  either  by  x-ray 
or  at  the  time  of  splenectomy.  It  must  be 
pointed  out  that  the  calculi,  because  of  their 
almost  pure  pigment  content,  may  not  be 
radio  opaque.  There  seemed  to  be  some  re- 
lation between  the  chronicity,  the  degree  of 
jaundice  and  the  frequency  of  biliary  compli- 
cation. 

In  each  and  every  case  of  hemolytic  jaun- 
dice, the  peculiarly  distinctive  and  character- 
istic changes  in  the  blood  confirmed  the  diag- 
nosis (Table  2).  Four  patients  showed  no 
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anemia,  fifteen  a moderate  decrease  of  the 
red  blood  cells  ranging  between  three  and 
four  and  a half  million,  and  three  exhibited 
a severe  grade  of  anemia  with  the  red  cells 
about  or  under  one  million.  In  each  in- 
stance, the  typical  microcytic  globular  or 
sphere-shaped  red  blood  cell  was  found.  The 
presence  of  this  small,  thick  spherocyte  was 
reflected  in  the  hematocrit  determinations  in 
which  there  was  a definite  increase  in  the 
mean  corpuscular  hemoglobin  concentration, 
an  observation  not  as  yet  recorded  in  any 
other  type  of  anemia.  The  reticulocytes 
were  uniformly  increased  from  2.0  percent  to 

37.5  percent  with  the  majority  averaging 

13.5  percent  (normal  0. 1-1.0  percent).  That 
the  increased  reticulocytosis  evidenced  a hy- 


hemolysis  of  the  red  cells.  In  our  experi- 
ence, the  majority  of  cases  showed  a moder- 
ate leucocytosis,  though  there  were  ten  pa- 
tients with  a normal  number  of  white  cells, 
and  two  with  leucopenia.  The  van  den 
Bergh  showed  an  indirect  positive  reaction, 
the  stools  were  highly  colored,  and  the  urine 
negative  for  bile.  There  were  no  abnormali- 
ties in  the  bleeding  and  clotting  time,  or  the 
number  of  platelets.  The  gastric  analyses 
were  normal,  as  well  as  the  basal  metabolic 
rate. 

RESULTS  OF  OPERATION 

Of  the  twenty-two  typical  cases  of  hemo- 
lytic jaundice,  thirteen  have  been  subjected 
to  splenectomy  with  one  death  due  to  post- 


Table  2 


$ Bed  Whits  $ 


No. 

Hemo- 

globin 

Blood 

Corpuscles 

Blood 

Corpuscles 

Beticu- 

locytes 

Fragility 

Icterus 

Index 

Treatment 

Be suit 

1. 

72 

4.15 

8.-3OO 

9.0 

.64-. 40 

20 

Op. 

Well 

2. 

98 

3.20 

14,500 

11.7 

.58-. 40 

27 

Op. 

Well 

3* 

65 

3.80 

16,300 

11.8 

.85-. 34 

25 

Op. 

Well 

4. 

b8 

3-04 

6,400 

6.5 

.44-. 32 

20 

Op. 

Well 

5* 

73 

4,17 

12,200 

7.0 

.50-. 34 

10 

Op. 

Well 

b. 

64 

3.04 

14,600 

14.0 

.50-. 36 

15 

Op. 

Well 

7* 

60 

3.00 

13,000 

26.5 

.62- .44 

28 

X-ray 

Died 

8. 

44 

1.51 

7,100 

34.2 

.50-. 44 

29 

Op. 

Well 

9* 

b6 

3-95 

6.950 

2.0 

.50- .44 

12 

Irou 

No  Imp. 

10. 

33 

4.46 

10,200 

9,600 

4.5 

•56-. 32 

12 

Iron 

No  Imp. 

n. 

70 

3.49 

18.0 

.56- .46 

33 

Op. 

Well 

12. 

78 

4.10 

9,400 

11-7 

.48-. 38 

26 

Op. 

Well 

13. 

8£ 

4.85 

6,000 

3.0 

.56-. 50 

12 

None 

Well 

14. 

94 

4.56 

10,200 

2.5 

.54-. 42 

10 

None 

Well 

15. 

28 

.86 

2.500 

8.5 

.42-. 34 

18 

Op. 

Well 

lb. 

98 

5.40 

7,400 

6.7 

.90-. 38 

50 

Op. 

Well 

17* 

25 

1.00 

3,200 

37-5 

.42-. 32 

35 

Op. 

Died 

18. 

4b 

3.49 

10,600 

33-0 

.80-. 40 

25 

Op. 

Well 

19* 

78 

3-74 

9,800 

8.4 

.80— .28 

24 

Iron 

No  Imp. 

20. 

70 

4.73 

5,000 

6.6 

.80-. 30 

10 

Iron 

No  Imp. 

21. 

80 

3-77 

6.400 

16.5 

.85-. 36 

45 

O.B.  Op. 

No  Imp. 

22. 

84 

4.76 

7.800 

7.8 

.60-. 36 

20 

Iron 

No  Imp. 

(Op)  Splenectomy, (G.B. Op- ) cholecystectomy. 


perplasia  of  the  bone  marrow  was  proved  in 
four  cases  in  which  sternal  biopsies  were  per- 
formed. In  each  case,  irrespective  of  the 
level  of  the  peripheral  blood  counts,  hyper- 
active regeneration  of  the  erythropoietic  tis- 
sue was  found.  With  two  exceptions,  the 
fragility  of  the  red  blood  cells  to  hypotonic 
salt  solution  was  increased,  at  times,  hemo- 
lysis occurring  in  concentrations  as  high  as 
normal  saline.  Both  pre-operative  excep- 
tions of  increased  fragility,  peculiarly 
enough,  showed  phenomean  following  splen- 
ectomy in  spite  of  the  disappearance  of  the 
anemia  and  jaundice.  In  general,  there  was 
no  striking  correlation  between  the  anemia, 
the  number  of  reticulocytes,  or  the  degree  of 


operative  splenic  vein  thrombosis (3).  That 
splenectomy  causes  a marked  and  permanent 
“clinical  cure”  of  the  disease  is,  of  course, 
well  known.  An  amazing  feature,  however, 
is  the  immediacy  of  the  blood  changes  that 
occur  during  operation.  Within  a few  min- 
utes after  the  operation  has  started,  and 
reaching  a striking  height  within  a half 
hour,  there  was  a sharp  increase  in  both  the 
amount  of  hemoglobin  and  the  number  of 
erythrocytes  and  leucocytes.  During  the 
first  twenty-four  hour  post-operative  period 
and  following  the  first  increase  in  the  blood 
counts,  there  was  a sharp  reduction  in  the 
number  of  cells  that  approached  the  pre-op- 
erative levels  (Figure  1).  This  initial  in- 
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crease  in  the  blood  counts  depended  on  the  remaining  within  normal  limits.  This  de- 
pre-operative  levels,  the  types  of  anesthesia,  layed  and  permanent  increase  in  the  blood 
the  time-length  of  operation,  the  amount  of  counts  was  the  result  of  the  outpouring  of 
manipulation  and  the  size  of  the  spleen,  and  red  blood  cells  from  the  hyperplastic  bone 
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Figure  2 


the  amount  of  post-operative  fluids.  During  marrow  which,  since  the  spleen  had  been  re- 
the  first  two  weeks,  there  was  a secondary  moved,  were  not  destroyed  as  rapidly  as  be- 
rise,  more  gradual  and  sustained,  up  to  and  fore  operation.  The  first  few  days  follow- 
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ing  splenectomy,  there  was  a striking  reduc- 
tion in  the  amount  of  jaundice  and  a prompt 
decrease  in  the  number  of  reticulocytes  (Fig- 
gure  2).  Irrespective  of  the  severity  of  the 
disease,  these  changes  were  characteristic  in 
each  of  the  8 patients  with  hemolytic  jaun- 
dice in  which  the  detailed  studies  were  made 
during  and  after  operation.  No  other  anti- 
anemic  therapy  was  given  prior  to  or  follow- 
ing splenectomy  so  that  blood  changes  were 
clearly  the  result  of  operation.  Such  blood 
changes  did  not  occur  during  and  after  vari- 
ous other  control  abdominal  operations,  or 
did  they  occur  after  splenectomy  as  a treat- 
ment in  other  diseases  (Figure  3). 

In  hemolytic  jaundice,  splenectomy  should 
be  performed  in  every  active  case,  whether  it 


be  acute  or  chronic.  The  latent  cases  with- 
out clinical  manifestations  need  no  specific 
therapy.  Our  unoperated,  active  cases  con- 
tinue to  be  subject  to  the  different  symp- 
toms and  signs  of  the  disease  in  spite  of  the 
usual  antianemic  therapy  of  iron  or  liver  ex- 
tract. In  the  group  complicated  by  biliary 
lithiasis,  splenectomy  should  be  performed 
first,  followed  later,  if  necessary,  by  chole- 
cystotomy  at  the  time  of  splenectomy,  and 
thereby  eliminate  the  necessity  of  a later, 
second  operative  procedure.  Because  of  the 
danger  of  severe  reactions,  pre-operative 


blood  tranfusions  are  contraindicated  as  evi- 
denced by  two  of  our  cases (4).  Post-operat- 
ive transfusions  were  not  necessary. 

In  the  splenectomized  group,  each  of  the 
thirteen  patients  are  now  clinically  well. 
Associated  with  improvement  in  the  blood 
and  the  complete  disappearance  of  the  jaun- 
dice, there  is  a remarkable  change  in  the 
patient’s  appearance  and  general  well  being. 
Each  patient  has  been  greatly  enthusiastic 
about  his  improvement  and,  hence  form  a 
group  of  very  grateful  and  satisfied  patients. 

CONCLUSIONS 

1.  Splenectomy  was  performed  in  thir- 
teen of  twenty-two  patients  with  hemolytic 
jaundice. 


2.  A detailed  study  of  the  blood  counts  in 
eight  cases  showed  that  splenectomy  caused 
an  initial  and  temporary  increase  followed  by 
a secondary  and  permanent  rise  to  normal. 

3.  Splenectomy  caused  marked  clinical 
improvement  in  every  case  and  is  recom- 
mended without  question  as  the  treatment 
par  excellence  in  active  cases  of  hemolytic 
jaundice. 
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DISCUSSION 

DR.  E.  B.  REED,  (Lincoln):  Do  you  have  persis- 
tence of  the  fragility  of  the  spherocytes  of  the  blood 
after  splenectomy? 

DR.  ADOLPH  SACHS,  (Omaha):  I believe  that 
this  subject  is  sufficiently  important  to  develop  some 
discussion.  I feel  a great  many  mild  cases  of  hemo- 
lytic jaundice  are  overlooked  and  diagnosed  as  gall- 
stones. The  surgeon  will  operate  and  find  stones 
present  and  the  hemolytic  jaundice  is  overlooked. 
If  the  fragility  test  is  employed  and  your  attention 
is  called  to  these  cases,  a great  many  will  be  cor- 
rectly diagnosed. 


The  spleen  is  an  important  factor  in  copper  and 
iron  metabolism.  We  have  found  that  in  splenecto- 
mized  individuals  the  usual  reciprocal  relationship  of 
iron  and  copper  is  disturbed.  Usually  when  whole 
blood  iron  decreases  whole  blood  copper  rises,  but  in 
splenectomized  individuals  this  relationship  is  dis- 
turbed. We  are  rapidly  learning  about  the  spleen. 
Autotransfusion  mentioned  by  Dr.  Sharpe,  is  import- 
ant following  splenectomy  in  hemolytic  icterus  as 
well  as  in  other  blood  dyscrasias  not  to  be  discussed 
at  this  time.  Milder  cases  of  hemolytic  icterus  occur 
but  rarely  need  a splenectomy.  We  have  had  eight 
cases  that  have  been  splenectomized  and  also  two 
cases  under  observation  at  the  present  time  that  do 
not  need  a splenectomy. 

I enjoyed  Dr.  Sharpe’s  paper  very  much. 

DR.  SHARPE,  (closing):  In  answer  to  Dr.  Reed’s 
question,  the  removal  of  the  spleen  does  not  cure  the 
blood  findings.  The  fragility  of  the  erythrocytes 
tends  to  become  normal,  although  it  is  still  increased 
after  the  splenectomy.  The  spherocytes  are  still 
present  following  splenectomy.  Splenectomy  removed 
the  destructive  factor  of  the  spleen  or  the  erythro- 
cytes and  allows  these  patients  to  carry  a persistent- 
ly normal  blood  count. 


Pulmonary  Emphysema  in  Acute 
Respiratory  Infections* 
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United  States  Veterans  Administration  Facility,** 
Lincoln,  Nebraska 


It  is  well  known  that  pulmonary  emphy- 
sema can  develop  rapidly  in  the  course  of  in- 
fections of  the  lung  and  pleura.  The  older 
pathologists  referred  to  it  as  compensatory 
emphysema  and  considered  it  a physiological 
enlargement  of  the  lung(1).  The  term  vicari- 
ous emphysema,  was  applied  to  this  condi- 
tion by  several  pathologists  who,  upon  histo- 
logical examinations  of  the  lungs,  found  no 
hypertrophy,  but  rather  an  atrophy  of  the 
lung  elements,  with  destruction  of  the  alve- 
olar walls  and  blood  vessels,  changes  differ- 
ing in  no  wise  from  those  seen  in  the  chronic 
forms  of  emphysema (2).  The  physical  signs 
of  emphysema  are  generally  obscured  by  the 
manifestations  of  the  acute  infection,  and 
prior  to  the  roentgen  ray  era,  the  emphy- 
sema was  recognized  only  postmortem.  In 
recent  decades,  some  of  the  more  advanced 
cases  of  this  form  of  emphysema  have  been 
observed  during  life  and  its  progress  has 
been  watched  clinically.  When  checked 
against  postmortem  findings,  it  appeared 

♦Read  before  The  Nebraska  State  Medical  Assftciattcri  on  April 
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that  the  emphysema  changes  need  be  quite 
extensive  before  recognizable  x-ray  signs 
will  appear. 

REVIEW  OF  THE  RECENT  LITERATURE 

Only  a few  writers  have  been  interested  in 
this  form  of  emphysema.  After  an  exten- 
sive review  of  the  literature  of  pulmonary 
emphysema,  we  found  thirteen  papers  on  this 
subject  in  the  past  twenty  years.  Various 
lung  infections  have  been  found  to  cause 
acute  emphysema:  traumatic  pneumonia(3), 
epidemic  influenza(4),  aspiration  and  foreign 
body  pneumonia(5  6),  the  pneumonia  of  mea- 
sles(7),  and  whooping  cough (8),  tuberculosis 
pneumonia(9),  acute  miliary  tuberculosis(10), 
and  various  atypical  pneumonias.  The  lobar 
type  of  pneumococcus  has  not  been  found  in 
connection  with  acute  emphysema. 

The  writers  agree  that  the  condition  is  not 
a physiological  hypertrophy  of  the  lung,  but 
father  an  undesirable  complication  contribut- 
ing to'  the'  nianifestations  of  dyspnea  and  cy- 
anosis. There  is  no  unanimity  as  to  the 
pathologic  phys’ivdogy  producing  the  emphy- 
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sema.  Several  of  the  writers01  12  13),  look 
to  bronchial  stenosis  for  an  explanation  of 
the  emphysema,  as  well  as  of  the  frequently 
coexisting  atelectasis.  The  bronchi  are  oc- 
cluded by  swollen  mucosa  and  secretion.  If 
the  occlusion  is  partial,  the  obstruction  may 
exist  in  expiration  only,  and  thus  obstructive 
emphysema  may  develop.  The  fact  that  in 
some  cases  the  air  in  the  emphysematous 
bullae  was  found  under  pressure  higher  than 
atmospheric,  would  tend  to  support  this 
bronchial  theory.  Snow  and  Cassasa(14),  be- 
lieve so  strongly  in  the  obstructive  nature  of 
this  emphysema  that  they  advise  a return  to 
the  old  fashioned  treatment  of  pneumonia  by 
expectorants  and  emetics. 

However,  in  spite  of  the  numerous  post- 
mortem examinations,  bronchial  obstruction 
was  never  actually  observed, — neither  com- 
plete obstruction  in  cases  with  atelectasis, 
nor  partial  obstruction  in  unmixed  emphy- 
sema. In  the  cases  examined  bronchograph- 
ically,  the  lipiodol  showed  the  bronchi  to  be 
patent  and  the  material  flowed  freely  from 
the  bronchi  into  the  emphysema  cavities  and 
vice  versa.  McGillicuddy’s<6)  case  was  ex- 
amined bronchoscopically  and  expiratory  col- 
lapse of  the  bronchi  was  reported,  but  this 
does  not  seem  to  us  an  unexpected  condition 
in  an  infant  with  severe  dyspnea. 

Torrey  and  Grosh(4)  who  studied  a large 
number  of  cases  of  influenza  explain  the  pro- 
duction of  emphysema  as  follows:  “Epidemic 
influenza  weakens  the  lung  structure.  If 
there  is  much  cough  and  strain,  acute  em- 
physema results.”  The  associated  atelectas- 
is was  attributed  to  pressure  by  overdistend- 
ed lobules.  Torrey  and  Grosh(4)  observed 
destructive  softening  of  the  lung  parenchy- 
ema.  Hemorrhages  were  common  and  there 
were  other  signs  of  interference  with  the 
circulation.  Similar  observations  were  made 
by  Le  Count<17)  and  by  Corten°8).  These 
authors  described  endarteritic  changes  in  the 
pulmonary  vessels  with  thrombosis  and  in- 
farction of  the  lungs;  in  the  more  severe 
cases  there  was  softening  of  the  lung  tissue 
with  suppuration,  necrosis,  and  gangrene. 
An  examination  of  the  histological  illustra- 
tions appearing  in  Corten’s  account  shows 
why  hemoptysis  must  be  frequent  and  why 
we  should  expect  dense  shadows  on  the  roent- 
gen films  that  may  be  interpreted  as‘ atelect- 
asis. These  shadows  are  cast"  bv  airless  lung 
in  the  state  of  necrosis  and  "gangrene. 


PATHOGENESIS  OF  ACUTE  PULMONARY 
EMPHYSEMA 

All  emphysema,  acute  or  chronic,  depends 
for  its  existence  on  inadequate  nutritional 
blood  supply  to  the  lungs.  Any  insult  to  the 
bronchial  or  pulmonary  artery,  such  as  en- 
darteritis or  thrombosis,  causing  localized 
ischemia,  can  lead  to  acute  lung  atrophy  (em- 
physema). The  musculo-elastic  reticulum 
disintegrates  early  and  the  lung  loses  its 
power  of  elastic  recoil.  Following  an  inspir- 
ation, the  affected  lobule  fails  to  retract  and 
remains  distended.  Progressive  distension 
can  bring  about  narrowing  and  kinking  of 
the  supplying  bronchioles091  and  thus  lead 
to  obstructive  emphysema  with  accumulation 
of  air  under  pressure.  Should  adequate  cir- 
culation be  reestablished  through  recanaliza- 


Fig.  1,  Case  1.  April  3,  1935.  Pneumonic  infiltration  in 
parahilar  region.  Below  and  to  the  right  of  this  there  are 
many  annular  shadows  with  transparent  centers.  The  arrows 
point  to  one  of  the  larger  emphysematous  bullae. 

tion  of  the  thrombotic  vessels  or  through  col- 
lateral circulation,  the  lung  may  recover  its 
elasticity  and  the  emphysema  may  disap- 
pear. Without  impairment  of  the  blood  sup- 
ply, bronchostenosis  cannot  produce  acute 
emphysema ;4t  may  cause  an  accumulation  of 
• air  and  overdistention  of  the  lung  (Volumen 
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Pulmonum  Acutum),  but  upon  the  relief  of 
the  stenosis  the  lung  would  soon  regain  its 
normal  volume. 

CASE  I 

World  War  Veteran,  aged  38.  Admitted  to  the 
U.  S.  Veterans  Hospital,  Lincoln,  Nebraska,  on 
March  31,  1935,  with  suppurative  pleurisy  draining 
through  a bronchus.  Some  eight  weeks  previously 
he  had  contracted  pneumonia  and  had  fever  for  seven 
days.  A few  days  after  the  crisis  the  fever  returned 
and  an  x-ray  examination  disclosed  an  encysted 


Fig.  2.  Case  1.  April  30,  1935.  Improvement  in  the  right 
lung  with  disappearance  of  many  of  the  annular  shadows.  There 
persists  a large  circle  opposite  the  angle  of  the  scapula.  Note 
the  dilated  bronchus  ending  in  an  airless  lobule.  A pneumonic 
process  with  several  emphysematous  bullae  have  developed  in 
the  left  base. 

empyema.  Repeated  attempts  at  aspiration  were  un- 
successful. On  March  29th  he  suddenly  expectorated 
several  mouthfuls  of  pus  and  blood.  On  April  1, 
1935,  the  patient  was  described  as  looking  acutely 
ill.  He  lay  flat  in  bed  but  coughed  frequently,  rais- 
ing bloody  purulent  sputum  which  was  odorless.  On 
standing,  the  sputum  separated  into  three  layers. 
There  was  no  clubbing  of  the  fingers.  The  physical 
examination  showed  feeble  breathing,  with  coarse 
moist  rales  at  the  base  of  the  right  lung  below  the 
7th  dorsal  vertebra.  There  was  a continued  type  of 
fever,  100  to  102°  F.,  lasting  two  weeks.  The  blood 
count  showed  4,100,000  red  cells  (75%  hemoglobin), 
with  20,000  leucocytes  per  cubic  millimeter.  There 
were  several  rather  brisk  hemorrhages  from  the 
lung,  while  the  purulent  material  diminished.  On 
April  9th,  the  hemoglobin  was  down  to  65%,  and  the 
red  cell  count  down  to  3,000,000.  The  x-ray  films 
of  April  3,  1935  (Fig.  1),  showed  the  base  of  the 
right  lung  mottled  with  numerous  annular  shadows, 
each  having  a transparent  center.  The  mottling  was 


densest  at  the  level  of  the  7th  rib  posteriorly;  the 
rings  were  large  in  this  region  and  their  walls  thick. 

On  April  4th,  the  man  had  a chill  and  complained 
of  pain  in  his  left  side.  On  April  9th,  feeble  breath- 
ing and  moist  rales  were  found  at  the  base  of  the 
left  lung  posteriorly.  An  x-ray  film  disclosed  areas 
of  infiltration  in  the  left  base,  while  the  right  base 
showed  much  improvement.  The  film  of  April  30, 
1935  (Fig.  2)  shows  several  annular  shadows  with 
thick  borders  at  the  left  base.  On  the  right,  the 
smaller  rings  have  disappeared.  A large  ring  per- 
sists opposite  the  angle  of  the  scapula;  it  seems  open 
medically.  Running  into  the  ring,  there  is  a dilated 
bronchus. 

Beginning  April  17th,  the  temperature  became  nor- 
mal and  the  man  commenced  to  gain  weight  and 
strength.  Recovery  was  uninterrupted.  The  series 
of  x-ray  films  showed  the  annular  shadows  to  dis- 
appear one  by  one.  The  film  of  July  5,  1935  (Fig. 
3)  shows  no  annular  shadows.  There  remains  two 
dense  lines  at  the  site  of  the  large  cavity  on  the 
right  side,  interpreted  as  two  thrombotic  vessels. 
Several  thinner  lines  are  seen  on  the  left  side. 


Fig.  3,  Case  1.  July  5.  1935.  The  emphysema  cavities  have 
disappeared  in  both  lungs.  The  horizontal  lines  at  the  sites  of 
the  large  cavities  are  ascribed  to  thrombotic  vessels. 


SUMMARY  OF  CASE  I 

Following  the  expectoration  of  an  encyst- 
ed empyema,  the  patient  developed  an  aspir- 
ation pneumonia.  This  was  characterized  by 
pulmonary  hemorrhages  and  the  develop- 
ment of  large  emphysematous  bullae,  first  in 
the  right  lung,  then  in  the  left  lung.  There 
was  good  recovery  with  disappearance  of  the 
x-ray  signs  of  emphysema. 
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CASE  II 

This  veteran  was  admitted  to  the  hospital  on  Sep- 
tember 28,  1937,  convalescing  from  an  alcoholic 
spree.  There  was  moderate  fever,  (101°  F.)  and 
signs  of  recent  pneumonia  at  the  base  of  the  left 
lung.  The  history  was  unsatisfactory,  but  it  was 
thought  that  while  in  the  alcoholic  coma  the  man 
had  aspirated  a foreign  body.  Pain  was  denied,  but 


Fig.  4,  Case  2.  November  12,  1937.  Pneumonic  infiltration 
of  the  left  lower  lobe  and  several  emphysema  cavities. 

the  man  expectorated  30  cc.  of  frank  pus  daily.  The 
temperature  rose  to  100  and  101  daily,  until  Novem- 
ber 21st.  The  fever  then  subsided,  the  sputum  dis- 
appeared, and  the  man  gained  over  twenty  pounds 
in  weight. 

The  physical  signs  consisted  of  dullness  below  7th 
dorsal  spine  on  the  left  side,  with  feeble  breathing 
and  sonorous  rales  over  this  area.  The  films  of 
November  12,  1937  (Figs.  4 and  5)  show  a general- 
ized grayness  over  the  base  of  the  left  lung.  Several 
superimposed  annular  shadows  are  seen  outside  and 
back  of  the  heart  shadow.  The  film  of  December 
17,  1937,  (Fig.  6)  shows  complete  disappearance  of 
the  annular  shadows. 

SUMMARY  OF  CASE  II 

In  an  alcoholic  suffering  from  aspiration 
pneumonia,  there  developed  bullous  emphy- 
sema in  the  left  lower  lobe.  The  emphysema 
disappeared  in  about  one  month’s  time. 

SUMMARY  AND  CONCLUSIONS 
1.  Pulmonary  emphysema  can  develop 
rapidly  during  the  course  of  acute  respira- 
tory infections,  and  may  disappear  after  re- 
covery from  the  infection.  The  condition, 
when  well  developed,  gives  characteristic 


Fig.  5,  Case  2.  November  12,  1937.  The  annular  shadows  of 
emphysema  show  well  between  the  heart  and  the  spine. 


roentgenographic  signs,  in  the  form  of  annu- 
lar areas  of  increased  transparency. 

2.  Bronchial  stenosis  is  not  necessary  for 
the  production  of  this  form  of  emphysema. 
A review  of  the  literature  and  a considera- 


Fig.  6,  Case  2.  December  17,  1937.  Both  the  pneumonia  and 
emphysema  have  disappeared. 
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tion  of  the  pathological  physiology  of  emphy- 
sema indicates  that  the  condition  depends  on 
an  endarteritis  or  thrombosis  of  the  bronchi- 
al or  pulmonary  arteries.  After  subsidence 
of  the  infection,  revascularization  may  occur 
and  the  roentgen  appearance  of  the  lungs 
may  return  to  normal. 

3.  Two  cases  are  described  in  which  em- 
physema developed  in  the  course  of  several 
days  and  disappeared  gradually  during  the 
succeeding  weeks. 
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Surgical  Complications  in  Pregnancy 
Six  Case  Reports* 

EARL  C.  SAGE,  M.  D., 

Omaha,  Nebraska 


Pregnant  women  are  subject  to  most  of 
the  surgical  complications  that  may  call  for 
intervention.  This  is  a report  of  six  cases; 
two  instances  of  fibroids  complicating  preg- 
nancy; one  bowel  obstruction;  one  ovarian 
cyst;  one  secondary  abdominal  pregnancy; 
one  dermoid  cyst  of  ovary  complicating  preg- 
nancy. 

Mussey  and  Crane  (1>  reported  2%  of  wo- 
men presenting  themselves  for  surgical  le- 
sions at  the  Mayo  clinic  were  pregnant — 370 
such  cases,  with  a maternal  mortality  of  1.08 
percent;  gross  foetal  mortality  4.5%. 

Baer,  Reis,  and  Arens (2)  stated  that  of 
1,700  appendectomies  on  adult  women,  1.7% 
were  pregnant. 

Priest(3)  reported  on  72  cases  of  surgical 
complications  occurring  in  9,767  consecutive 
patients  with  uterine  pregnancies  admitted 

*These  case  reports  given  at  Sectional  Meeting  of  the  Ameri- 
can College  of  Surgeons  Meeting,  Omaha,  Nebr.,  March  11,  1936. 


to  Presbyterian  Hospital  and  outpatient  de- 
partment of  Rush  Medical  College.  Incidence 
0.6%.  The  maternal  mortality  resulting 
from  surgery  in  pregnacy  for  this  series  was 
1.38%  ; gross  foetal  mortality  5.5%. 

CASE  I 

PREGNANCY— DERMOID  CYST  OF 
LEFT  OVARY 

Mrs.  C.  M.,  colored;  entered  the  Methodist  Hos- 
pital, Sept.  17,  1924.  Diagnosis — Three  months  preg- 
nancy; left  ovarian  cyst;  pathological  diagnosis,  der- 
moid cyst  of  left  ovary  9 cm.  in  diameter,  semisolid 
growth  containing  150  cc.  of  straw  colored  fluid, 
loose  mass  of  sebaceous  material  with  strands  of  hair 
in  it. 

The  patient  was  gr.  iii — two  other  children;  7 and 
5 years  old.  She  had  noticed  this  mass  in  her  left 
side  four  years  previously.  On  account  of  pain,  dis- 
comfort, the  fear  of  rupture  of  this  cyst  she  was  op- 
erated, left  tube  and  ovary  removed.  She  made  an 
uneventful  recovery  and  delivered  a baby  girl  in 
March,  1925,  at  the  University  Hospital. 

This  patient  was  reoperated  eleven  years  later, 
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November,  1935,  at  the  Lutheran  Hospital,  right  sal- 
pingo-oophorectomy  on  account  of  a right  hydrosal- 
pinx and  right  cystic  ovary,  no  appendix  could  be 
found  in  this  patient. 

CASE  II 

FIVE  MONTHS  PREGNANCY  WITH 
LARGE  INTRAMURAL  FIBROMYOMATA 

Mrs.  B.  M.,  University  Hospital,  No.  35847,  white, 
29,  gr.  iii,  entered  the  University  Hospital  August 
5,  1931,  with  her  last  menstrual  period,  March,  1931. 
(Five  months  pregnancy). 

One  year  previously  she  noticed  that  her  abdomen 
was  enlarging  and  she  felt  a mass  the  size  of  an 
orange  in  her  lower  abdomen. 

On  examination  she  had  a rounded  mass  in  the 
center  of  her  abdomen  extending  two  finger  breadths 
above  the  navel,  with  a second  tumor  mass  in  the 
right  flank  higher  than  the  mass  in  the  midline. 
An  x-ray  of  the  abdomen  proved  that  this  tumor 
mass  in  the  right  flank  was  the  pregnant  uterus 
with  the  foetal  head  under  the  liver,  breech  presen- 
tation. The  mass  in  the  middle  of  her  abdomen  was 
diagnosed  a large  fibromyomata  attached  to  the 
pregnant  uterus.  On  account  of  this  obstructing 
tumor  filling  the  birth  canal,  the  patient  was  oper- 
ated by  Dr.  C.  O.  Rich,  August  10,  1931. 

The  tumor  was  a large  interligamentous  myoma 
measuring  8-9-3%  inches.  The  broad  pedicle  base 
where  the  tumor  was  dissected  off  the  uterine  wall 
measured  3x3%  inches.  The  tumor  weighed  6.8 
pounds,  or  3120  grams. 

From  the  sixth  P.  O.  day  to  the  tenth  P.  O.  day 
she  had  a temperature  from  104°  to  106°,  with  chills. 
She  was  transfused  on  the  seventeenth  P.  O.  day  and 
discharged  on  the  twentieth  P.  O.  day. 

She  delivered  a 7 pound  baby  girl  spontaneously 
December  25,  1931,  at  Murdock,  Nebr.,  Dr.  H.  D. 
Lee,  attending.  This  patient  was  advised  to  return 
to  the  University  Hospital  for  a caesarian  section 
on  account  of  this  potentially  weak  spot  in  her  uter- 
ine wall,  but  had  such  a rapid  labor,  4 hours  and  20 
minutes,  that  she  could  not  get  to  Omaha. 

This  case  rather  upsets  the  statistics  concerning 
fibromyomata  complicating  pregnancy  where  the 
maternal  mortality  is  said  to  be  3.2%  and  the  foetal 
mortality  35.6%;  with  spontaneous  abortion  and  pre- 
mature labor  in  24.1%. 

CASE  III 

LARGE  OVARIAN  CYST  COMPLICATING 
PREGNANCY 

Mrs.  E.  L.  L.,  aged  23,  gr.  iii,  consulted  me  in 
her  sixth  month  of  gestation,  weighing  213%  pounds 
on  Jan.  15,  1924.  Five  years  previously  she  weighed 
135. 

Her  last  menstrual  period  was  July  5,  1923,  mak- 
ing her  due,  April  12,  1924.  Her  abdomen  on  this 
first  examination  measured  125  cm.  around  the  um- 
bilicus. On  March  4th,  this  same  measurement  was 
139%  cm.  A normal  full  term  pregnant  woman 
should  measure  88  cm.  about  the  umbilicus,  and  a 
woman  with  twins  usually  measures  110  cm. 

By  March  4,  1924,  her  abdomen  was  so  distended 
that  there  were  ecchymotic  spots  over  the  upper  part, 


she  was  a little  short  of  breath,  had  some  swelling 
of  her  feet  and  the  urine  showed  a trace  of  albumin. 

As  the  patient  lay  on  the  table  it  was  discernible 
that  there  was  a little  more  fullness  in  the  R.  L.  Q. 
of  the  abdomen  extending  from  the  right  ant.  sup. 
iliac  spine  to  one-half  inch  above  the  umbilicus.  Diag- 
nosis: right  ovarian  cyst — nine  month  pregnancy. 

. She  was  very  willing  to  have  labor  induced  on 
March  9,  1925,  Nicholas  Senn  Hospital.  At  3 a.  m. 
March  10th,  she  delivered  a 5 pound  baby  girl.  The 
circumference  of  the  abdomen  decreased  only  19% 
cm.  after  delivery.  The  outline  of  this  right  sided 
ovarian  cyst  could  be  made  out  as  the  abdominal 
walls  were  quite  relaxed. 

On  the  tenth  P.  P.  day  under  local  anesthesia  this 
cyst  was  easily  removed.  It  weighed  24  pounds, 
measured  37  inches  in  circumference,  the  three  di- 
mensions being  10x12x14%  inches  and  the  cyst  con- 
tained three  gallons  of  fluid,  slowly  evacuated  over 
a period  of  forty  minutes.  The  patient  was  asked 
if  she  would  prefer  having  her  appendix  removed, 
she  acquiesed,  so  an  appendectomy  was  also  per- 
formed. She  made  an  uneventful  recovery  and  was 
dismissed  on  the  tenth  P.  O.  day.  I later  delivered 
her  of  another  baby. 

CASE  IV 

Mrs.  L.  S.,  32  years  old,  gr.  iii,  sixteen  weeks  preg- 
nant, multiple  fibromyomata  of  uterus.  Entered 
Methodist  Hospital  May  5,  1930;  operated  May  8, 
1930,  dismissed  May  22,  1930;  baby  boy  9 lbs.  8 oz. 
born  Oct.  11,  1930. 

Last  period  Jan.  10-16,  1930,  due  date  Oct.  17, 
1930.  When  the  patient  was  in  her  fourth  month  of 
pregnancy  she  had  so  much  pain  in  her  uterus  that 
she  was  given  codein,  gr.  % q.  3 hours.  On  one  aft- 
ernoon she  was  given  3 gr.  sodium  amytal,  followed 
by  % gr.  codein  “H,”  and  two  hours  later  required 
15  gr.  of  sodium  amytal,  given  intravenously,  to  re- 
lieve her  pain. 

As  irregular  nodules  could  be  felt  on  this  uterus 
she  was  operated  and  two  nodules  an  inch  in  dia- 
meter were  removed  from  the  left  side  of  her  uterus. 

She  made  an  uneventful  recovery,  her  temperature 
was  99.2°  on  the  first  post  operative  day  and  was 
normal  during  the  remainder  of  her  stay  in  the  hos- 
pital. She  was  dismissed  on  the  fourteenth  P.  O. 
day. 

This  myomectomy  was  done  primarily  on  account 
of  the  intense  pain  the  small  fibroids  caused  and 
also  because  it  is  known  that  fibroid  nodules  are 
very  likely  to  hypertrophy  during  pregnancy,  in- 
crease in  vascularity,  become  cystic  and  even  sup- 
purate. Peritoneal  irritation  or  even  adhesions  some- 
times form.  Infection  of  the  tumor  masses  may  oc- 
cur. Excessive  pain  during  pregnancy  is  almost  the 
universal  symptom. 

On  Oct.  11,  1930,  she  had  a normal  delivery,  L.  O. 
A.  position,  morphine,  scopolamine  analgesia,  2° 
laceration,  immediate  repair;  9 lb.  8 oz.  baby  boy, 
dismissed  from  hospital  on  tenth  P.  P.  day. 

CASE  V 

SECONDARY  ABDOMINAL  PREGNANCY, 
BOWEL  OBSTRUCTION,  FECAL  FISTULA, 
BOWEL  CLOSURE 

Mrs.  W.  H.  E.,  primipara,  35,  first  consulted  me 
Jan.  30,  1933.  Last  menstrual  period  Oct.  26,  1932. 
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She  complained  of  soreness  across  the  lower  abdo- 
men, pain  while  defecating,  occasional  cramps. 

Vaginal  examination  not  satisfactory  on  account  of 
tense  abdominal  muscles.  It  was  my  impression  that 
she  had  a retrodisplaced  pregnant  uterus.  Knee  chest 
exercises  advised. 

Feb.  3,  1933,  she  complained  of  pain  in  the  epigas- 
trium, her  abdomen  was  distended,  she  attributed 
her  discomfort  to  the  fact  that  her  intoxicated  hus- 
band playfully  dropped  a 16  pound  bull  dog  on  her 
abdomen  while  she  was  lying  on  the  davenport.  She 
looked  ill,  appeared  anemic,  and  was  urged  to  enter  a 
hospital.  The  patient  refused  to  leave  her  intoxicated 
husband  and  his  fondness  for  alcohol  must  be  in- 
cluded in  the  history  because  of  subsequent  events. 
At  this  time  repeated  enemas  relieved  the  wife’s  ab- 
dominal distention  and  she  felt  much  better  the  fol- 
lowing day. 

Feb.  13,  1933,  office  examination  showed  the  uter- 
us retrodisplaced  and  seemingly  a part  of  a mass 
which  could  be  felt  above  the  symphysis;  examina- 
tion unsatisfactory  because  of  tenderness  and  rigid- 
ity of  the  abdominal  muscles. 

Feb.  17,  1933,  patient  entered  the  Methodist  Hos- 
pital because  of  crampy  pains  in  the  lower  abdomen. 
R.  B.  C.  3,570,000;  W.  B.  C.  17,500;  HB.  65%;  temp- 
erature 99.2°.  For  the  next  three  days  her  husband 
was  so  drunk  that  he  was  brought  to  the  hospital, 
but  the  seriousness  of  his  wife’s  condition  could  not 
be  impressed  upon  him  and  it  was  not  until  Feb.  21, 
four  days  later,  that  we  could  get  permission  to  oper- 
ate. Dr.  C.  R.  Kennedy  was  asked  in  consultation 
and  insisted  on  an  immediate  exploratory  laporotomy 
as  a life  saving  measure. 

That  morning  the  patient  had  a little  bloody  vag- 
inal discharge,  the  cervix  was  one  finger  dilated,  and 
she  passed  a decidual  cast,  microscopic  confirmation. 

On  opening  the  peritoneal  cavity  an  -immensely 
distended  large  loop  of  small  bowel,  four  inches  in 
diameter,  presented.  Below  this  toward  the  pelvic 
cavity,  was  a walled  off  sac  which  had  ruptured  al- 
lowing the  escape  of  a 16.5  cm.  fetus.  The  organ- 
ized blood  clots  were  evacuated  together  with  the 
placental  tissue  without  any  attendant  hemorrhage. 
This  material  weighed  332  grams,  the  fetus  weighed 
140  grams  in  its  fourth  month  of  development. 

The  uterus  was  retrodisplaced  being  pushed  back 
into  the  hollow  of  the  sacrum. 

An  enterostomy  was  performed  to  relieve  the  bow- 
el obstruction,  by  sewing  in  a large  rubber  tube.  Pen- 
rose drains  were  put  down  to  the  bottom  of  the  sac 
formed  by  the  right  broad  ligament.  Routine  closure 
of  the  abdomen. 

The  patient  had  a very  stormy  postoperative 
course.  Her  temperature  rose  to  104.2°  F.;  she  re- 
ceived a blood  transfusion  on  the  fourth  postopera- 
tive day;  her  temperature  ranged  from  99°  to  102.6° 
F.  for  the  next  two  weeks. 

A fecal  fistula  was  evident  on  the  eighth  day  and 
on  the  tenth  day  the  colostomy  tube  was  removed; 
a large  amount  of  fecal  matter  was  evacuated 
through  both  these  openings. 

On  the  thirty-ninth  day  (April)  she  was  sent  home 
to  see  if  this  fistula  would  close.  The  opening  into 
the  bowel  became  appreciably  smaller,  and  she  had 
a good  many  normal  stools  through  the  rectum,  but 
the  fistula  persisted;  on  August  4th,  she  entered  the 
University  of  Nebraska  Hospital.  On  Aug.  7,  1933, 


Dr.  C.  R.  Kennedy  repaired  the  bowel  wall.  This 
fistula  was  in  the  sigmoid  flexure  of  the  colon  where 
probably  part  of  the  placental  growth  had  attached 
itself.  She  made  an  uneventful  recovery,  being  dis- 
charged on  her  twelfth  postoperative  day.  Her 
wound  healed  perfectly,  and  there  were  no  complica- 
tions. She  had  a slight  elevation  of  temperature, 
101.4°  F.  for  the  first  three  days. 

CASE  VI 

SIX  MONTHS  PREGNANCY  AND  BOWEL 
OBSTRUCTION 

Mrs.  I.  L.,  aged  24,  gr.  i,  last  period  June  30- July 
3,  1935,  due  date  April  7,  1936,  complained  of  gase- 
ous distention.  She  was  a patient  of  Dr.  Moser’s 
and  on  Nov.  19,  1935,  he  entered  her  in  the  Immanuel 
Hospital  because  of  abdominal  distention  and  obsti- 
pation, nausea  and  vomiting.  She  was  given  relief 
after  receiving  colonic  flushes,  turpentine  stupes,  and 
mild  cathartics.  She  was  then  four  months  preg- 
nant. 

The  only  thing  of  note  in  her  previous  history  was 
an  appendectomy  in  1931. 

She  was  an  asthenic  type  of  person,  seemed  to 
have  no  pep,  her  bowels  had  always  been  constipated 
so  we  at  first  placed  her  in  that  group  showing  poor 
muscle  tone.  It  is  of  interest  to  note  that  in  preg- 
nancy there  are  striking  examples  of  smooth  muscle 
atony;  for  example — ureteral  atony  commencing  in 
the  third  month  and  reaching  its  peak  in  the  seventh 
and  ninth  month.  There  is  marked  diminution  in  the 
muscular  irritability  of  the  gallbladder;  the  large 
bowel  is  another  structure  which  undergoes  marked 
regression  of  muscular  response  during  pregnancy. 
The  outstanding  example  of  smooth  muscle  atony  is 
of  course  the  uterus  itself,  the  internal  secretion  of 
the  ovary  called  progestin,  probably  being  responsi- 
ble in  an  effort  to  safeguard  the  pregnancy. 

From  Nov.  19th  to  Jan.  16th,  1936,  this  patient 
dragged  around  and  even  came  to  the  office  on  two 
occasions  for  prenatal  checkup.  But  on  Jan.  16th  she 
was  so  uncomfortable  and  had  such  abdominal  pain 
that  she  was  advised  to  go  into  the  hospital  again. 
She  was  given  the  Wangensteen  suction  treatment 
for  twelve  hours,  with  but  little  relief.  We,  there- 
fore, ordered  a barium  enema,  the  x-ray  department 
said  none  of  the  opaque  media  would  enter  the  bowel 
even  with  the  patient  in  the  knee  check  position,  only 
the  recto-sigmoid  portions  would  fill. 

A flat  plate  of  the  abdomen  and  a lateral  view 
showed  greatly  distended  loops  of  bowel,  the  termin- 
al ileum,  caecum,  ascending  and  transverse  colon  be- 
ing greatly  distended.  The  lateral  view  showed  and 
six  month  foetus. 

A diagnosis  of  bowel  obstruction  was  made — the 
patient  operated  Jan.  18,  1936,  under  spinal  anesthe- 
sia, Dr.  Herbert  Davis  assisting.  The  loops  of  small 
bowel  were  fully  five  to  six  inches  in  diameter  and 
Dr.  Davis  found  a thick  band  six  inches  from  the 
ileocecal  valve  obstructing  the  gut.  This  band  had 
produced  enough  inflammatory  reaction  and  scar  tis- 
sue to  greatly  narrow  the  bowel.  This  band  was  freed 
and  a plastic  operation  done  on  the  affected  loop  of 
bowel  to  enlarge  its  diameter,  by  making  a longi- 
tudinal incision  in  the  narrowed  portion  of  the  bowel 
and  sewing  up  the  incision  transversely. 

The  Wangensteen  suction  apparatus  was  never  re- 
moved even  during  the  operation  and  it  was  left  in 
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the  stomach  five  days  postoperatively.  She  was 
given  2000  to  3000  cc.  of  fluid  intravenously  q.  24 
hours  and  made  a good  recovery,  one  day  the  disten- 
tion became  quite  severe  so  1000  cc.  of  2%  saline  was 
given  intravenously  and  this  proved  effective  in  re- 
lieving the  gas. 

The  wound  healed  per  primam  and  she  was  dis- 
missed from  the  hospital  on  her  twelfth  P.  O.  day. 
Jan.  23rd,  fifth  P.  O.  day,  patient’s  urine  showed  3 
plus  albumin  and  3 plus  pus.  Patient  complained 
of  pain  in  bladder;  acriflavine  and  soda  given.  The 
highest  P.  O.  temperature  was  101°  on  the  second 
P.  O.  day;  the  temperature  was  99.2°  on  the  fourth 
P.  0.  day;  100.2°  on  the  eighth  P.  O.  day  and  normal 
for  the  last  three  days. 


On  April  6,  1936,  this  patient  delivered  a 6 pound 
12%  ounce  baby  girl  at  the  Methodist  Hospital, 
episiotomy,  low  forceps,  cervical  repair.  Seven  days 
later  she  came  down  with  scarlet  fever,  under  the 
able  management  of  Dr.  Moser  she  made  an  unevent- 
ful recovery.  Mother  and  child  made  satisfactory 
progress. 
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An  Analysis  of  150  Cases  of  Carcinoma  of 
the  Rectum,  Anus,  and  Recto-Sigmoid" 

LOUIS  E.  MOON,  M.  D., 

Omaha. 


The  frequency  with  which  cancer  occurs 
in  the  ano-rectal  region  places  a great  re- 
sponsibility upon  the  physician,  when  a pa- 
tient presents  himself  with  symptoms  refer- 
able to  the  large  intestine  and  rectum.  Ap- 
proximately twelve  percent  of  all  cancers  in 
the  human  body  are  in  the  anal,  rectal,  and 
recto-sigmoid  region. 

Cancer  of  the  rectum  is  curable,  but  its 
curability  is  predicated  upon  several  variable 
factors.  The  patient  must  present  himself 
when  the  lesion  is  yet  early.  We,  as  phy- 
sicians, must  recognize  the  early  symptoms, 
which  are  suggestive  of  cancer,  when  the  pa- 
tient does  present  himself.  Knowing  that 
the  earliest  possible  removal  of  the  widest 
possible  field  gives  the  largest  percentage  of 
cures  in  cancer  in  any  location,  we  must  not 
only  advise  our  patients  properly  as  to  the 
type  of  treatment  to  adopt,  but  we,  personal- 
ly, must  exhibit  some  confidence  concerning 
the  cure  of  cancer  of  the  rectum,  in  order  to 
dispel  their  feeling  of  hopelessness  and  to  get 
them  to  accept  treatment.  The  physical 
condition  of  the  patients,  must  be  such  that 
they  will  be  able  to  withstand  operative  pro- 
cedure if  a cure  is  to  be  expected.  If  we  con- 
tinue to  present  the  chances  of  cure  to  the 
patients  with  an  element  of  doubt  in  our  own 
minds,  we  cannot  expect  them  to  accept  our 
recommendations. 

Great  strides  are  being  made  by  the 
American  Society  for  the  Control  of  Cancer, 
in  educating  the  public.  The  medical  profes- 

*Read  before  The  Annual  Assembly  of  The  Nebraska  State 
Medical  Association,  April  27,  1938. 


sion  must  assist  in  every  possible  way.  We 
cannot  convince  the  laity  that  cancer  is  cur- 
able and  controllable  when  some  of  our  pro- 
fession are  advising  their  patients  against 
any  form  of  treatment.  These  physicians 
are  honest  in  their  recommendations,  because 
their  experience  in  the  past  has  led  them  to 
feel  that  most  people  with  cancer  must  die  a 
cancer  death.  Every  individual  in  a com- 
munity knows  about  the  patients  who  die 
from  capcer,  while  few  know  about  those 
who  are  cured.  It  behooves  the  medical  pro- 
fession to  publicize  the  fact  that  cures  are 
being  effected,  when  suitable  treatment  is  in- 
stituted early.  More  optimism  in  the  profes- 
sion will  radiate  the  same  to  the  laity,  and 
earlier  co-operation  will  be  obtained. 

This  report  is  an  analysis  of  150  cases  of 
cancer  of  the  anus,  rectum,  recto-sigmoid, 
and  lower  sigmoid.  An  analysis  of  the  past 
cases  will  assist  us  in  handling  those  cases  to 
be  seen  in  the  future  more  intelligently,  with 
the  hope  that  we  may  lessen  the  morbidity 
as  well  as  the  mortality  from  cancer.  There 
is  hardly  a more  miserable  person  living  than 
the  one  who  has  an  advanced  cancer  of  the 
rectum ; so  any  progress  that  can  be  made  in 
the  care  of  these  individuals  should  be  wel- 
comed by  the  medical  profession.  The  com- 
fort of  the  patient,  as  well  as  that  of  his 
family,  is  to  be  considered  when  you  advise 
a patient  for  or  against  remedial  procedure. 
The  treatment  advised  should  be  that  which 
will  produce  the  minimum  of  discomfort, 
rather  than  that  which  will  increase  the 
length  of  life  without  relieving  symptoms. 
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The  more  rectal  cancers  we  see,  the  more  we 
realize  that  we  must  frequently  operate  on 
advanced  cases  in  order  to  prevent  suffering 
and  to  give  the  patient  a possible  chance  for 
a cure. 

(Dan  Jones  felt  that  the  surgeon  was 
justified  in  doing  a radical  operation  on  a pa- 
tient with  cancer  of  the  rectum  far  advanced 
and  with  metastasis  of  the  liver,  if  he  thought 
he  could  do  it  successfully  because  he  felt 
that  a colostomy  with  removal  of  the  growth 
is  entirely  different  from  a colostomy  with- 
out its  removal  and  that  the  patient  would  be 


Colostomies  should  certainly  not  be  done  in 
inoperable  cases  where  the  patient,  due  to 
the  lack  of  mentality  or  old  age  or  physical 
disability,  is  unable  to  care  for  himself.  One 
ill  advised  colostomy  in  a community  may 
outweigh  many  cancer  cures.  An  ill  man- 
aged colostomy  is  literally  a public  stench 
and  speaks  for  itself,  while  a well  managed 
colostomy  is  never  heard  from  or  about.  If 
a patient  has  a cure  and  a well  behaved  colos- 
tomy, he  is  especially  sensitive  about  people 
knowing  that  he  has  an  artificial  anus  and  is 
not  one  to  advertise  his  cure.  He  develops 


more  comfortable  physically  by  the  removal 
of  a discharging  mass  and  mentally  by  the 
thought  that  his  tumor  had  been  eradicated. 
Where  there  is  an  element  of  doubt  as  to  op- 
erability, abdominal  exploration  may  be  help- 
ful, in  that  masses  that  appear  to  be  fixed 
from  examination  per  rectum  may  be  found 
from  within  the  abdomen  to  be  inflammatory 
and  not  an  upward  extension  of  the  cancer. 
A colostomy  will  frequently  allow  inflamma- 
tion to  subside  and  what  appeared  to  be  an 
inoperable  growth  may  become  removable. 
If  we  do  not  institute  some  form  of  treat- 
ment and  take  some  chances,  we  know  what 
the  end  result  will  be  in  every  case) . A col- 
ostomy usually  should  not  be  done  in  defi- 
nitely inoperable  cases  until  symptoms  arise 
which  will  be  relieved  by  it. 


that  same  false  modesty  which  prevents  peo- 
ple from  having  rectal  examinations. 

Personal  antipathy  toward  colostomies 
should  not  enter  in  our  advice  to  these  pa- 
tients. The  final  decision  should  be  left  to 
the  one  who  has  the  disability.  The  possi- 
bility of  a cure  as  the  result  of  a thorough  ex- 
tirpation should  be  stressed  rather  than  the 
much  maligned  disability  due  to  a colostomy. 
It  is  not  infrequent  to  see  men  and  women 
with  colostomies  who  are  carrying  on  their 
usual  duties  and  living  happy  and  useful 
lives.  We  should  talk  more  about  the  cures 
and  less  about  disabilities  and  fatalities. 

The  ratio  of  males  to  females: 

Men,  86 — 57.3  per  cent. 

Women,  64 — 42.7  per  cent. 

Ratio — 4 to  3. 
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The  usual  ratio  in  larger  series  is  three  to 
two  or  sometimes  as  high  as  two  to  one. 

The  age  incidence  of  this  group  is  shown 
by  table. 

Most  of  age  incidence  figures  are  deceptive 
to  the  extent  of  one  or  two  years,  and  the  age 
of  incidence  might  be  set  forward  one  or  two 
years.  Statistics  are  usually  computed  from 
time  of  recognition  of  cancer  rather  than 
from  the  onset. 

Collectively  the  age  incidence  is  that  of 
larger  groups.  When  you  separate  the 
males  and  females  and  make  individual 
curves  at  five-year  intervals,  rather  than  at 
the  usual  ten-year  interval,  there  is  an  inter- 
esting difference  between  the  two  groups.  It 
will  be  seen  that  cancer  occurs  ten  years  ear- 
lier in  women.  Oehler,  reporting  the  cases  in 
Kraske’s  Clinic,  found  the  average  age  to  be 
fifty-six  years,  and  he  observed  it  occurred 
a few  years  earlier  in  women.  The  table  for 
men  and  women  combined  showed  the  great- 
est incidence  to  be  between  fifty-five  and 
sixty.  When  a table  for  women  alone  was 
made  there  were  two  periods  of  frequency, 
one  between  forty  and  forty-five  and  the 
other  between  fifty-five  and  sixty.  In  the 
males  there  was  a similar  finding.  How- 
ever, the  first  increase  in  men  was  from  fif- 
ty-five to  sixty  and  the  second  between  six- 
ty-five and  seventy.  In  women  the  first  in- 
crease occurred  about  the  time  the  meno- 
pause began  or  even  a few  years  preceding 
it.  The  second  increase  began  with  the  on- 
set of  senescence.  In  men  the  first  increase 
was  when  retrograde  changes  began.  The 
second  period  was  the  beginning  of  senes- 
cence. 

Biopsies  were  not  taken  on  all  patients. 
There  were  sixty-one  biopsies. 

47  Adenocarcinoma. 

9 Papillary  adenocarcinoma. 

2  Colloid  carcinoma. 

2 Squamous  cell  carcinoma  or  epithelioma. 

1 Schirrous  carcinoma. 

Grading  of  the  tumors  was  done  when  pos- 
sible, but  no  tabulated  report  can  be  given, 
since  the  reports  were  from  different  path- 
ologists. 

A biopsy  should  be  done  if  possible.  Its 
purpose  is  to  increase  the  accuracy  of  diag- 
nosis. In  combining  numerous  reports  on  the 
accuracy  of  biopsy  as  contrasted  with  clinical 
diagnosis,  it  was  found  that  the  clinical  diag- 
nosis in  over  a thousand  cases  was  correct  in 


sixty-five  per  cent.  The  biopsy  diagnosis  was 
correct  in  ninety  per  cent.  Often  the  speci- 
men for  examination  is  poorly  chosen  or  im- 
properly preserved  which  prevents  the  path- 
ologist from  arriving  at  a correct  diagnosis. 
It  should  be  remembered  that  the  patholo- 
gist, too,  is  a physician,  and  a history  is  ap- 
preciated by  him.  Pathologists  have  difficul- 
ty, at  times,  in  determining  whether  tissues 
are  malignant  by  microscopic  examination; 
so  the  surgeons  surely  should  hesitate  to  pass 
judgment  on  gross  lesions  unless  they  have 
had  a very  extensive  experience.  Only  occa- 
sionally are  the  clinical  symptoms  of  more 
value  than  the  pathologist’s  report,  but  oper- 
ation should  not  be  denied  to  a patient  wrho 
is  operable  because  the  pathologist  reports  a 
high  grade  malignancy.  The  grade  of  malig- 
nancy was  higher  in  the  younger  individuals 
in  both  males  and  females,  which  is  the  usual 
finding.  It  appears  that  the  older  the  body 
tissues  the  greater  the  resistance  to  cancer. 

(Tuttle  in  1906,  observed  that,  “In  cases  of 
cancer  observed  in  children,  it  has  appeared 
to  be  not  so  much  a question  of  age  in  years 
as  age  in  tissue.  Where  there  is  a tendency 
to  early  retrograde  processes  in  the  animal 
economy,  where  the  patient  matures  pre- 
maturely, cancer  is  likely  to  develop  early  in 
life.  In  all  cases,  in  which  the  disease  has 
been  observed  by  the  author,  belowr  thirty 
years  of  age  there  have  been  evidences  of 
premature  decay  in  the  patient,  such  as: 
gray  hair,  parched  and  wrinkled  skin,  and  ob- 
stinate constipation  with  dry  hard  stools.”) 

We  frequently  hear  the  term  “cancer  age,” 
and  we  should  urge  the  abandonment  of  its 
use.  Because  of  this  expression  many  young 
patients  are  penalized.  They  are  not  properly 
examined  because  of  their  not  being  in  the 
so-called  “cancer  age”  group. 

The  duration  of  symptoms  is  shown  as  fol- 
lows: 


Recent  16 

3-6  Months 28 

6-9  Months 21 

9-12  Months  24 

12-15  Months 23 

15-18  Months  10 

18-24  Months  13 

2 to  3 years 9 

3 to  4 years 4 

4 years  or  more 2 


In  this  group  40.6%  had  symptoms  for  one 
year  or  more,  and  it  is  not  unusual  to  find 
that  those  who  say  they  have  had  symptoms 
only  a short  time,  in  truth,  have  had  trouble 
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much  longer  than  they  have  realized.  Unrec- 
ognized symptoms  for  four  years  seems  a 
long  time,  but  Rankin  reports  thirty-eight 
cases  in  which  the  disease  had  existed  three 
to  four  years  and  seven  cases  from  four  to 
five  years. 

The  location  of  the  lesions  on  the  bowel 
wall : 

20  Mid  line  anterior,  slightly  to  the  right  or  left. 

6 Mid  line  posterior. 

11  Right  anterior  quadrant. 

2 Left  anterior  quadrant. 

8 Left  posterior  quadrant. 

Extent  of  involvement. 

2 Perirectal  tissues  only. 

2 Anal  ulcers  only. 

24  Nodule. 

13  Encircled  the  rectum  % or  more. 

41  Encircled  the  rectum  completely. 

Location  in  the  bowel. 

4 External. 

2 Anus  or  slightly  above. 

15  Above  anal  margin. 

39  Mid  ampulla. 

28  Upper  ampulla. 

45  Recto-sigmoid. 

17  Sigmoid. 

Seventy-three  cases  or  48.6%  were  in  the 
upper  portion  of  the  rectum  or  at  the  recto- 
sigmoid junction.  Only  seventeen  were  above 
this  so  that  88.6%  could  have  been  palpated 
with  the  finger.  Visualization  of  a tumor 
above  the  recto-sigmoid  is  not  always  pos- 
sible. Tumors  just  above  the  recto-sigmoid 
or  in  the  lower  segment  of  the  sigmoid  are 
the  most  difficult  to  demonstrate.  The  proc- 
toscope is  passed  above  the  recto-sigmoid 
with  difficulty  when  there  is  any  fixation  of 
the  bowel,  and  with  cancer  this  is  frequently 
present.  The  lesion  is  also  hard  to  demon- 
strate by  x-ray  in  this  area ; so  too  much  de- 
pendence must  not  be  placed  on  negative  ra- 
dioscopic  findings.  Many  palpable  lesions  are 
not  at  all  demonstrable  by  x-ray  unless  the 
roentgenologist  knows  of  their  presence  and 
unless  he  uses  some  special  technique  for 
their  demonstration.  A lateral  film  is  of  value 
in  showing  lesions  in  this  area,  as  well  as 
films  taken  after  inflation  of  the  colon  with 
air  following  expulsion  of  the  barium  enema. 
The  index  finger  is  of  more  value  in  finding 
tumors  below  the  recto-sigmoid  than  either 
the  x-ray  or  the  proctoscope.  Nodules  will  be 
felt  by  the  occasional  observer  which  they 
would  be  unable  to  see. 

Symptoms  are  given  below: 

95  Bleeding. 

62  Constipation  or  diarrhea  or  alternation  of  these. 
34  Pain  of  some  type. 

20  Unnatural  discharge. 

11  Presence  of  a mass. 


8 Low  abdominal  cramps. 

7 Feeling  of  pressure  or  fullness. 

7 Gas  and  excessive  rumbling  and  borborygmus. 

6 Unfinished  treatment. 

5 Weakness,  weight  loss,  and  anemia. 

5 Incidental. 

4 Bladder  symptoms. 

4 Acute  thromboses. 

4 Loss  of  control. 

4 Fistula. 

2 Mucus  colitis. 

2 Influenza. 

2 External  ulceration. 

1 Alteration  in  shape  of  stool. 

In  this  group  bleeding,  irregularity  of 
stool,  and  pain,  in  the  order  named,  were  the 
most  frequent  findings.  Bleeding  occurred 
in  95,  alteration  of  the  bowel  habit  in  62,  and 
pain  in  34.  This  corresponds  to  Rankin’s  as 
well  as  to  Dixon’s  observation.  (Pain  is  vari- 
ously described  as  aching,  smarting,  throb- 
bing and  burning.  By  unfinished  treatment 
I referred  to  patients  under  observation  or 
treatment  who  complained  that  their  symp- 
toms persisted  in  spite  of  treatment).  The 
five  incidental  cases  were  found  in  the  year- 
ly physical  examination.  A physical  check 
up  without  a digital  examination  of  the  rec- 
tum is  incomplete.  Three  of  these  five  were 
found  by  proctoscopic  examinations  by  the 
internist,  and  the  lesions  were  not  bleeding. 
Four  patients  came  in  because  of  extensive 
external  thromboses.  When  I see  a patient  in 
the  fifties  with  an  external  thrombosis  sur- 
rounding the  entire  anus  and  who  has  never 
had  rectal  trouble  before,  I feel  that  cancer 
of  the  rectum  must  be  ruled  out  before  any 
form  of  treatment  is  instituted.  Alteration  in 
the  size  or  shape  of  the  stool  was  not  often 
referred  to. 

Operability : 

73  or  48.6%  operable. 

56  or  37.3%  inoperable. 

21  or  14%  not  determined. 

This  48.6%  is  a low  operability  rate.  This 
operability  rate  in  the  last  few  years  has  in- 
creased to  65  and  75  per  cent  in  clinics  where 
rectal  cancer  is  seen  in  large  number.  This  is 
so  for  two  main  reasons — patients  present 
themselves  earlier  and  surgeons  are  operat- 
ing upon  borderline  cases  or  those  who  were 
formerly  considered  inoperable.  The  opera- 
bility rate  was  higher  in  women  than  in  men. 
Any  extension  of  the  operability  rate  in- 
creases the  mortality  rate  and  decreases  the 
percentage  of  cures. 

Results  in  a group  of  eighteen,  all  of  whom 
had  colostomies: 

Pre-operative  x-ray  treatment  with  colostomy,  2; 
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improved,  0;  one  lived  7 mos.,  and  one  was  un- 
traced; living,  0. 

Post-operative  x-ray  treatment  with  colostomy,  1; 

improved,  0;  one  lived  1 year;  living,  0. 
Electro-coagulation  with  colostomy,  3;  improved,  1; 
one  lived  3 mos.,  one  lived  2 yrs.  6 mos.,  and 
one  untraced. 

Radium  treatment  followed  by  a colostomy,  1;  was 
improved  and  lived  2 yrs.  6 mos. 

Radium  treatment  after  colostomy,  2;  improved,  0; 

one  lived  6 mos.,  and  one  lived  7 mos. 
Colostomy  only,  5;  improved,  1;  one  lived  1 mo., 
three  lived  6 mos.,  and  one  lived  4 yrs.  6 mos. 
Operative  deaths  for  colostomy,  3. 

Good  operative  risk,  1 with  colostomy  was  improved 
and  lived  2 yrs.  6 mos.,  and  refused  any  other 
treatment. 

In  this  group  there  were  eighteen  all  in- 
operable but  one  who  refused  any  further 
treatment.  There  was  a 16.6  per  cent  opera- 
tive mortality.  Four  were  materially  im- 
proved, none  were  cured,  only  one  is  living  at 
four  years,  six  months.  All  procedures  in  this 
group  were  for  palliation  only.  Colostomy 
without  further  treatment  usually  does  not 
prolong  life  more  than  a month  or  so,  but  it 
may  add  a great  deal  to  the  patient’s  com- 
fort. 

Below  is  a group  of  twelve  treated  with 
the  application  of  radium  only. 

No.  Age 

3 40 — Made  worse. 

59 — Made  worse. 

73 — Made  worse. 

1 62 — Not  improved;  Lived,  9 mos. 

3 68 — Not  improved. 

71 — Not  improved;  Lived,  1 year. 

78 —  Not  improved. 

1 78 — Improved;  Lived,  1 yr.  6 mos. 

2 71 — Improved. 

79 —  Improved;  Lived,  2 years. 

1 77 — Improved;  Lived,  5 years. 

1 74 — Improved;  Lived,  6 years. 

The  dosages  were  estimated  to  be  adequate 
for  the  size  of  the  lesion.  Most  of  this  treat- 
ment was  recommended  and  used  several 
years  ago.  My  enthusiasm  for  the  use  of  ra- 
dium has  waned  chiefly  because  I have  never 
seen  a complete  cure  of  rectal  cancer  with  the 
use  of  radium  only.  Except  at  the  anus,  can- 
cer of  the  rectum  is  markedly  radio  resistant, 
and  my  experience  has  led  me  to  believe  that 
its  use  as  a general  rule  does  more  harm 
than  good.  (I  have  not  used  radium  in  an 
anal  epithelioma,  but  I do  feel  that  its  use  is 
to  be  recommended  if  the  lesion  is  early,  as 
cures  are  being  reported).  In  the  above  group 
those  who  did  show  improvement  were  inop- 
erable because  of  their  age  and  five  of  them 
lived  their  normal  expectancy  after  the  rec- 
ognition of  the  lesion.  Patients  will  frequent- 
ly accept  radium  treatment  as  the  easy  way 
when  a radical  operation  should  be  done. 


There  are  nine  in  the  next  group  who  were 
treated  by  excision,  electro-coagulation  and 
the  insertion  of  radon  seed  either  alone  or  in 
combination. 

1 had  local  excision  alone. 

3 had  excision  with  electro-coagulation. 

4 had  electro-coagulation  alone. 

1 had  excision,  electro-coagulation,  and  radon  seed 
implantation. 

Age  28 — Excision — Lived,  1 year. 

Age  67 — Electro-coagulation — Lived,  Recent. 

Age  76 — Electro-coagulation — Lived,  1 year  4 
months. 

Age  50 — Electro-coagulation — Lived,  6 months. 

Age  41 — Electro-coagulation — Living  12  years. 

Age  42 — Excision,  Electro-coagulation  — Living  9 
years. 

Age  85 — Excision,  Electro-coagulation — L i ved  2 
years  at  85. 

Age  55 — Excision,  Electra-coagulation,  Radon — Liv- 
ing and  well  at  1 year,  6 months. 

Of  this  group  five  are  living,  two  of  which 
were  recent,  one  is  living  and  well  at  one 
year  and  six  months  with  no  evidence  of  re- 
currence, one  is  living  at  nine  years,  one  is 
living  at  twelve  years,  and  one  at  eighty-five 
lived  two  years  and  died  of  other  causes. 
Only  two  were  not  benefited,  and  one  of 
those  was  an  attempt  at  local  excision  in  a 
young  individual.  The  other  one  was  a col- 
loid carcinoma  which  was  definitely  inoper- 
able and  should  not  have  been  treated. 

Group  No.  13.  In  this  group  are  five  in 
which  the  growth  was  in  the  sigmoid. 

Age  69 — Operation,  Obstructive  resection;  Colosto- 
my, Temporary;  Living,  Recent. 

Age  38 — Operation,  Obstructive  resection;  Colosto- 
my, Temporary;  Operative  death. 

Age  62 — Operation,  Anterior  resection;  Colostomy, 
Permanent;  Living  6 years. 

Age  41 — Operation,  Anterior  resection;  Colostomy, 
Permanent;  Living  12  years. 

Age  59 — Operation,  Anterior  resection;  End  to  end 
anastemosis;  Living  12  years,  6 months. 

There  was  one  operative  death,  one  was 
done  recently,  and  three  are  living  at  six, 
twelve,  and  twelve  and  a half  years  respec- 
tively. 

The  next  group  consists  of  eight  of  which 
one  was  a two  stage  abdomino-perineal  resec- 
tion and  seven  were  two  stage  perineo-ab- 
dominal  resections.  (The  latter  operation  as 
well  as  the  single  stage  are  advocated  by  Ga- 
briel who  has  reported  exceptional  results). 

Age  56 — Operation,  Abdomino-perineal;  Living  1 
year;  No  recurrence. 

Age  63 — Operation,  Perineo-abdominal;  Living  4 
years;  No  recurrence. 

Age  50 — Operation,  Perineo-abdominal;  Extensive 
metastasis  recurrence;  Dead  6 months. 

Age  63 — Operation,  Perineo-abdominal;  Living  1 
year,  7 months;  No  recurrence. 
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Age  57 — Operation,  Perineo-abdominal;  Operative 
death. 

Age  56 — Operation,  Perineo-abdominal;  Living  15 
months;  No  recurrence. 

Age  60 — Operation,  Perineo-abdominal;  Living,  Re- 
cent; No  recurrence. 

Age  65 — Operation;  Perineo-abdominal;  Living,  Re- 
cent; No  recurrence. 

Of  this  group  of  combined  operations  there 
was  one  operative  death,  there  is  one  four- 
year  cure,  one  died  of  metastasis  at  six- 
months,  six  are  living  and  well  without  re- 
currence but  five  are  too  recent  for  consider- 
ation. 

The  following  group  consists  of  twenty- 
eight  posterior  resections.  Of  this  group 
thirteen  were  borderline  cases,  as  to  opera- 
bility, and  fifteen  were  considered  good  risks. 
There  were  two  operative  deaths,  two  died 
from  other  causes,  ten  died  from  recurrence, 
two  have  recurrences  one  at  three  years, 
six  months,  and  one  at  one  year,  six  months, 
and  fourteen  are  living  and  well.  Of  the 
fourteen  living  there  is  one  at  six  years  and 
nine  months,  one  at  five  years  and  nine 
months,  one  at  four  years,  one  at  three 
years  and  six  months,  one  at  three  years, 
three  are  living  and  well  over  two  years, 
making  five  who  have  gone  three  years  or 
more  and  three  from  two  to  three  years. 
Eight  living  two  years  or  more  out  of  the 
twenty-eight  does  not  seem  to  be  a large 
number,  but  thirteen  of  the  twenty-eight 
were  borderline  cases  to  begin  with;  so  we 
really  have  eight  who  have  lived  two  years 
or  more  out  of  fifteen  favorable  cases. 

Age  45 — Cancer  death  4 years. 

Age  70 — Operative  death,  Peritonitis. 

Age  74 — Living  3 years,  6 months;  Recurrence  pres- 
ent. 

Age  63 — Living  6 years,  9 months. 

Age  62 — Cancer  death  1 year. 

Age  57 — Living  5 years,  9 months. 

Age  42 — Cances  death  1 year. 

Age  61 — Cancer  death  1 year,  6 months. 

Age  42 — Cancer  death  6 months. 

Age  45 — Cancer  death  3 years,  6 months;  Lung 
metastasis. 

Age  72 — Operative  death,  Peritonitis. 

Age  42 — Living  4 years. 

Age  67 — Cancer  death  3 months. 

Age  60 — Living  3 years,  6 months;  Epithelioma  no 
recurrence. 

Age  53 — Cancer  death  2 years,  9 months. 

Age  61 — Living  3 years. 

Age  68 — Living  2 years,  10  months. 

Age  66 — Died  from  strangulated  hernia. 

Age  48 — Living  2 years,  6 months. 

Age  74 — Cancer  death  1 year. 

Age  68 — Died  from  Sepsis  from  abscess,  1 year. 
Age  43 — Living  2 years. 

Age  42 — Cancer  death  1 year. 

Age  45 — Living  1 year,  6 months;  Recurrence  pres- 
ent. 


Age  58 — Recent. 

Age  65 — Recent;  Epithelioma. 

Age  58 — Recent. 

Age  66 — Recent. 

28 — 14  living;  2 recurrences;  2 died  other 
causes;  10  cancer  deaths;  2 operative 
deaths. 


The  table  below  is  a summary  of  eighty 


cases  treated. 

Oper- 

Re- 

ative 

Liv. 

Re- 

cur- 

Cases  Treatment 

deaths 

ing 

Cure 

cent 

rence 

18 

Palliative 

3 

1 

0 

12 

Radium 

0 

0 

0 

9 

Excision  and 

electro-coagulation  0 

5 

3 

2 

0 

5 

Anterior  resection  _1 

4 

3 

1 

0 

8 

Combined  resection  _1 

6 

1 

5 

1* 

28 

Posterior  resection  _2 

14 

5 

7 

2** 

12* 

*Dead. 

— 

— 

— 

— 

— 

**  Living. 

7 

30 

12 

15 

15 

In  one  hundred  and  fifty  cases  eighty  were 
treated;  seventeen  were  definitely  inoper- 
able ; one  of  this  group  who  had  a colostomy 
and  no  treatment  is  living  at  four  years,  six 
months ; twelve  treated  with  radium  only  are 
all  dead;  of  nine  who  had  a combination  of 
excision  and  electro-coagulation  and  radon 
seed,  five  are  living,  three  for  a period  of 
years  sufficient  to  be  considered  as  cures ; of 
five  anterior  resections,  four  are  living  and 
three  are  cures;  of  eight  combined  resec- 
tions six  are  living  with  one  cure  and  five 
are  recent ; of  the  twenty-eight  posterior  re- 
sections fourteen  are  living  with  five  cures 
and  seven  too  recent  to  consider  and  two  re- 
currences. Deep  x-ray  therapy  is  often  rec- 
ommended either  pre-operatively  or  post- 
operatively.  In  the  electro-coagulation  group 
one  who  had  post-operative  x-ray  is  living  at 
nine  years. 

In  the  combined  operative  group  the  one 
which  had  metastases  and  died  in  seven 
months  had  radiation  and  the  one  who  is  liv- 
ing four  years  had  radiation.  In  the  posterior 
resection  group  six  were  treated,  four  post- 
operatively  and  two  in  the  interval  between 
the  colostomy  and  the  posterior  resection. 
Of  the  four  treated  post-operatively  three 
are  living,  five  years  nine  months,  three 
years  six  months,  and  two  years  six  months. 
The  one,  who  died,  lived  two  years  ten 
months  but  was  not  benefited.  One  treated 
during  the  interval  died  in  six  months,  and 
the  second  is  living  at  one  year  and  has  no 
recurrence. 

CONCLUSIONS 

The  number  of  cases  treated  in  this  group 
is  not  large  enough  to  arrive  at  a definite 
conclusion,  but  of  the  eighty  cases  treated, 
thirty-nine  or  48.7%  were  inoperable  or  bor- 
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derline  cases,  and  forty-one  or  51.3%  were 
operable  and  of  these  thirty  are  living,  twelve 
are  cured,  fifteen  are  too  recent  to  be  called 
cures,  two  have  recurrences,  and  one  pallia- 
tive case  is  living  at  four  years  and  is  com- 
fortable. 

Requisites  for  the  cure  of  cancer  of  the 
lower  bowel: 

First:  The  patient  must  be  seen  while  the 
disease  is  yet  early. 

Second : We  must  recognize  that  the  pa- 
tient has  a cancer  when  we  do  see  him. 

Third:  We  must  persuade  the  patient  to 
permit  early  and  complete  extirpation  of  the 
growth. 

Failure  in  any  one  of  these  lessens  the 
probability  of  cure  and  frequently  precludes 
any  possibility. 
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DISCUSSION 

DR.  C.  C.  HICKMAN,  (Lincoln):  Dr.  Moon  is  to 
be  complimented  upon  his  careful  study  of  carcino- 
ma of  the  rectum  and  rectosigmoid,  the  results  of 
which  he  has  presented  in  this  very  excellent  paper. 

I should  like  to  stress  one  thought  Dr.  Moon  men- 
tioned, and  that  is  in  these  acute  rectal  conditions 
no  operative  procedure  or  treatment  should  be  done 
upon  them  without  a careful  examination.  As  Dr. 
Moon  has  said,  there  should  be  examination  of  the 
bowel  above  the  anal  region.  These  temporary  oper- 
ations of  acute  conditions  of  the  anal  canal  to  re- 
lieve thrombosis  or  slight  prolapsus,  and  telling  the 
patients  they  are  all  right,  is  certainly  a terrible 
mistake  for  any  physician  to  make. 

Dr.  Moon  has  talked  also  about  the  electro-coagu- 
lation of  these  cases,  and  I should  like  to  emphasize 
the  fact  these  people  beyond  the  age  where  they 
can  stand  radical  procedure  can  be  relieved  from  the 
terrible  final  death  they  suffer  if  we  do  a decom- 
pression— a colostomy.  I mean  when  you  see  peo- 
ple beyond  the  age  of  50  or  60  or  70  years  who  de- 
velop an  obstruction,  a decompression  and  colostomy 
and  electro-coagulation  will  permit  them  to  live  out 
their  expectancy. 

I might  also  say  these  people  who  have  these 
colostomies  and  electro-coagulation,  if  properly  done 
and  they  are  taught  how  to  take  care  of  them,  will 
enjoy  life  and  live  out  their  expectancy. 

We  certainly  need  to  examine  these  patients  very 
carefully. 


Nodular  Cirrhosis  of  Liver — A Case  Report" 

JOHN  C.  EAGAN,  M.  D., 

Madison. 


I wish  to  report  the  following  case  because 
of  its  many  unusual  and  interesting  features : 

A white,  married  woman,  age  62  years,  Bohemian, 
was  first  seen  in  my  office  September  5,  1935. 

Chief  complaint  was  general  body  itching  of  four 
weeks  duration. 

Present  illness.  For  the  past  four  weeks  she  had 
been  troubled  with  a general  body  itching.  The  parts 
affected  were  the  skin  of  the  upper  and  lower 
eyelids,  forehead,  elbows,  forearms,  shoulders, 
and  chest.  Earlier  in  the  summer  she  believed  she 
suffered  an  attack  of  summer  “flu”  and  since  that 
time  had  felt  poorly. 

Past  history:  Thirty  years  ago  she  had  an  attack 
of  gallbladder  trouble,  at  which  time  she  was  ill 
about  four  weeks,  the  pain  at  that  time  requiring 
hypodermics. 

Gastrointestinal  system:  Appetite  good.  No  nau- 
sea or  vomiting,  no  abdominal  pain.  Elimination  nor- 
mal. 

Cardio-respiratory  system:  Shortness  of  breath 

and  pounding  of  the  heart  noted  at  times.  No  pre- 
cordial pain.  No  edema. 

♦Presented  before  the  Elkhorn  Valley  Medical  Society  at  Nor- 
folk, Nebr.,  August  25,  1038. 


Genito-urinary  system:  Nocturia  twice.  Frequen- 
cy 7-8  times.  No  pain  or  burning  on  urination. 

Menstrual  history:  Periods  began  at  13  years.  In- 
terim 28  days,  duration  of  each  period  4 days.  Meno- 
pause at  49  years.  Has  twelve  children.  No  miscar- 
riages. 

Physical  examination:  Short,  well  nourished  fe- 
male. Weight  138. 

Eye:  Pupils  large,  equal  and  regular.  React  to 
light  and  accommodation.  Sclera  clear. 

Teeth:  False.  Throat  negative. 

Skin:  Generalized  small  papular  eruption,  some  of 
the  papules  had  been  broken  by  scratching. 

Lungs:  Clear,  no  adventitious  sounds. 

Heart:  Rate  76,  rhythm  regular,  no  murmurs. 
B.  P.  120/90. 

Abdomen:  No  tenderness,  rigidity,  palpable 

masses  or  distention. 

Pelvis:  Cervix  lacerated  first  degree,  uterus  atro- 
phic. 

Extremities:  Negative  except  for  the  skin  erup- 
tion. 

She  was  given  mild  Whitfield’s  ointment, 
to  be  applied  twice  daily  for  seven  days. 

Her  next  visit  was  September  18,  1935.  She  stated 
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at  this  time  that  she  had  felt  quite  good  until  one 
week  ago  when  she  noted  a severe  pain  in  her  up- 
per abdomen.  This  pain  radiated  to  her  back  and 
to  the  right  shoulder.  She  was  nauseated  and  vom- 
ited several  times.  The  pain  was  very  severe.  Since 
that  time  her  skin  has  been  yellow  and  the  itching 
more  marked. 

Physical  examination  revealed:  The  skin  jaun- 
diced (three  plus),  with  many  scratch  marks.  The 
sclerae  were  also  jaundiced.  Weight  130  pounds. 
Heart  rate  80,  B.  P.  156/90. 

Abdomen:  Marked  tenderness  over  gallbladder 

area  and  a palpable  mass  was  located  in  the  gall- 
bladder region. 

Urinanalysis:  Dark,  alkaline,  Sp.  Gr.  1.026,  albu- 
men 2 plus,  sugar  negative,  bile  3 plus.  Microscopic 
occ.  pus  cell. 

Blood:  Hbg.  85%,  R.  B.  C.  4,350,000,  W.  B.  C. 
9,400. 

TREATMENT 

1.  Calomel  grA/o  every  half  hour  for  6 
doses,  followed  in  an  hour  with  an  ounce  of 
magnesium  sulfate. 

2.  Fat  free  diet. 

3.  Calomoin  ointment  four  times  daily. 

4.  Advised  x-ray  of  gallbladder. 

She  was  next  seen  in  my  office  December  7,  1935. 
Jaundice  about  the  same.  Some  pain  in  the  gallblad- 
der area.  Had  a general  abdominal  distress  that  was 
constant.  On  December  9,  1935,  a medical  gallblad- 
der drainage  was  performed  using  magnesium  sul- 
fate 33%  solution.  Considerable  mucus  and  thick 
bile  obtained.  This  procedure  was  repeated  Decem- 
ber 18,  1935,  and  December  28,  1935.  Some  relief 
of  pain  and  some  clearance  of  jaundice  was  noted. 
After  some  persuasion  a gallbladder  series  was  tak- 
en. 

Dr.  James  F.  Kelly’s  x-ray  report:  Gallbladder 
failed  to  fill  with  opaque  dye.  Pathological  gall- 
bladder. 

Gastro-intestinal : Diaphragm  smooth  on  each  side. 
Excursion  fair  and  equal.  Esophagus  negative. 
Stomach  fills  well,  action  fair,  negative.  Pylorus 
negative.  Duodenum  deformed  looks  like  pressure 
from  without,  otherwise  negative. 

After  this  she  began  to  make  the  rounds 
of  doctors  first  trying  regular  physicians  and 
then  early  in  the  spring  of  1936  she  fell  into 
the  hands  of  charlatans.  She  remained  in  a 
pseudo-medical  institution  eight  weeks  and 
was  sent  home  as  “cured.”  Soon  after  her 
return  she  noted  pain  in  her  upper  abdomen, 
she  again  went  to  the  quacks.  By  this  time 
she  was  beginning  to  have  some  fluid  in  her 
abdominal  cavity  and  the  “specialists”  sent 
her  home  with  the  assurance  that  she  would 
get  along  as  well  at  home  as  in  the  hospital. 
No  doubt  the  first  true  statement  told  the 
good  people. 

I saw  the  patient  again  October  17,  1936  at  home. 
This  time  she  complained  of  severe  general  abdom- 
inal pain,  a marked  fullness  of  her  abdomen,  and  a 
shortness  of  breath.  Physical  examination  showed 
the  abdomen  full  of  fluid,  and  an  abdominal  para- 
centesis was  performed.  From  that  time  until  De- 


cember 27,  1937,  I performed  forty-five  abdominal 
paracenteses  and  withdrew  about  four  thousand 
liters  of  ascitic  fluid.  Sixteen  liters  were  obtained 
on  two  occasions.  The  color  and  gravity  of  this 
fluid  varied  from  time  to  time.  Due  to  this  increased 
intra-abdominal  pressure  the  patient  developed  an 
umbilical  hernia,  which  gave  her  considerable  trou- 
ble. This  hernia  became  strangulated  November  15, 
1937  and  an  emergency  operation  under  local  anes- 
thetic freed  the  hernia.  She  made  an  uneventful 
recovery  and  returned  home.  At  several  different 
times  painful  ulcers  developed  all  over  her  body. 
The  pain  the  last  two  months  became  more  marked 
and  required  the  use  of  large  doses  of  morphine  be- 
fore relief  was  obtained.  The  patient  died  January 
6,  1938. 

Dr.  B.  Carl  Russum’s  pathological  report  of  sec- 
tion of  liver:  The  lobules  of  liver  are  separated  by 
markedly  broadened  portal  tissue  with  definite  fi- 
brous bands  connecting  the  portal  spaces.  There  is 
considerable  fibroblastic  activity  present  and  nu- 
merous bile  ducts  are  seen.  There  are  many  focal 
collections  of  lymphocytes  and  polymorphonuclears 
throughout  the  section.  There  is  some  cloudy  swell- 
ing of  the  liver  cells  with  occasionally  fatty  meta- 
morphosis. The  hyperplastic  liver  lobules  are  com- 
posed of  poorly  arranged  parenchymal  cells. 

Diagnosis:  Diffuse  nodular  cirrhosis  of  liver. 

DISCUSSION 

Cirrhosis  of  the  liver  is  a term  usually  ap- 
plied to  the  forms  of  chronic  diseases  of  liver 
accompanied  by  an  increased  fibrous  tissue 
formation.  It  is  thus  synonymous  with  fib- 
rosis, sclerosis  or  fibrous  induration  and  is 
not  limited  to  the  particular  disease  original- 
ly described  by  Laenec,  which,  on  account  of 
the  tawny  color  of  the  organ  was  termed 
Cirrhosis. 

An  arbitrary  classification  includes:  1. 

Portal  or  perilobular — the  connective  tissue 
formation  is  mainly  in  relation  with  the 
terminals  of  the  portal  vein  and  therefore 
surrounds  the  lobules  singly,  unilobular,  or  in 
large  groups,  multilobular.  2.  Biliary  or  in- 
tralobular— the  connective  tissue  is  largely 
within  the  lobules  and  in  more  immediate  re- 
lation with  the  biliary  vessels. 

In  this  case,  the  patient  in  all  probability 
had  an  acute  hepatitis  when  she  first  took 
sick  and  this  process  healed  with  the  produc- 
tion of  fibrous  tissue,  the  beginning  of  the 
cirrhosis.  The  cirrhosis  that  this  case  pre- 
sented is  progressive  and  thus  far  little  help 
other  than  paliative  measures  can  be  of- 
fered. The  only  other  measures  that  can  be 
employed  are  those  of  prevention  of  irrita- 
tion of  the  liver  and  gallbladder.  Many  au- 
thorities feel  that  the  factor  of  irritation 
plays  an  important  role  in  the  cause  of  cir- 
rhosis. The  unusual  ability  of  the  patient  to 
form  asitic  fluid  in  such  large  quantities  was 
most  interesting  and  at  times  puzzling. 
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EDITORIAL 


A NEW  DRESS 

Beginning  with  this  issue  the  Journal  ap- 
pears in  new  type.  The  present  make-up,  it 
is  hoped,  will  give  our  Journal  a clearer  view. 
The  type  now  being  used  is  somewhat  heavier 
and  to  the  Editorial  Board,  at  least,  more 
distinct.  The  Editorial  Board,  the  Editor, 
and  the  Business  Manager  always  aim  to  im- 
prove the  Journal,  in  appearance  and  contents 
and  organization  of  material. 

Our  advertising  is  on  the  up-grade  and  it 
is  sincerely  hoped  that  the  members  of  the 
Association  will  do  their  best  in  an  effort  to 
make  it  worth  while  for  our  friends  who  buy 
space  in  our  publication. 


THERE  IS  YET  A CHANCE 

Governmental  interference  in  the  practice 
of  medicine  is  coming  closer  every  day.  It  is 
no  longer  a specter  in  the  distance,  but  rath- 
er has  it  become  an  every  day  nightmare  of 
the  physician  in  active  practice.  That  the 
medical  profession  has  been  slow  in  its  inter- 


pretation of  the  handwriting  on  the  wall,  is 
becoming  more  apparent  as  developments 
progress.  However,  to  say  that  it  is  already 
too  late  to  forestall  imminent  danger  is  not 
altogether  true.  The  fact  is  that  many  coun- 
ty and  state  societies  today  are  actively  en- 
gaged in  speeding  up  of  plans  that  will  make 
possible  better  distribution  of  good  medical 
care  without  bureaucratic  hindrance. 

The  Business  Committee  of  the  Nebraska 
State  Medical  Association,  following  careful 
deliberation,  recently  proposed  a plan  for 
group  hospital  insurance,  to  be  submitted  to 
the  Council  at  its  annual  meeting  in  Lincoln 
this  month.  That  this  plan  has  possibilities 
cannot  be  doubted.  What  the  Council  will 
do  with  it  remains  to  be  seen. 

However,  regardless  of  the  actual  outcome 
of  this  plan,  it  is  highly  important  that  the 
members  of  this  Association  consider  the 
problem  seriously,  especially  with  reference 
to  the  medical  economic  situation.  It  is  im- 
perative that  physicians  today  inform  them- 
selves on  the  constant  activity  going  on  in 
various  sociopolitical  circles,  and  to  be  con- 
versant with  the  changes,  so  they  may  be 
able  to  impart  accurate  knowledge  to  their 
patients  individually  and  to  the  community 
in  general  on  the  true  significance  of  state 
medicine.  Obviously  every  physician  in  this 
state  must  become  thoroughly  familiar  with 
the  plans  of  the  various  committees  of  this 
Association,  and  regardless  of  individual  dis- 
position cooperate  to  the  fullest  extent  for 
the  good  of  the  Association.  For  be  it  re- 
membered, that  the  good  of  the  Association 
spells  the  good  of  both  physician  and  patient. 
The  medical  profession  and  the  public  have 
much  at  stake  these  days,  and  need  we  refer 
to  the  axiom  that  what  is  good  for  the  pro- 
fession is  equally  good  for  the  public. 


SERUM  THERAPY  IN  PNEUMONIA 

Until  recently  the  treatment  of  pneumonia 
was  supportive  and  expectant,  treating 
symptoms  as  they  arose  and  using  nursing 
and  medical  measures  to  conserve  the  pa- 
tient’s resistance  and  to  keep  up  his  morale. 
Now  we  have  measures  for  overcoming  the 
infectious  agent.  Obviously,  the  earlier  this 
treatment  is  applied  the  better  is  the  prog- 
nosis. 

Early  diagnosis  therefore  is  as  important 
as  is  the  early  diagnosis  of  acute  appendi- 
citis, because  in  each  case  we  have  a specific 
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therapy,  one  surgical  and  the  other  medical. 
The  proper  interpretation  of  symptoms  and 
physical  signs,  plus  accepted  modern  labora- 
tory procedures,  should  render  a diagnosis 
probable  a few  hours  after  the  onset.  The 
next  step  should  be  the  examination  of  the 
sputum  and  the  typing  of  the  pneumococci 
found.  Where  sputum  is  not  available,  as  is 
often  the  case  in  children,  the  throat-swab 
method  may  be  resorted  to.  The  lung  punc- 
ture is  at  times  necessary.  One  must  deter- 
mine the  type  of  pneumococcus,  as  polyvalent 
serum  has  not  stood  the  test.  The  Neufeld 
method  of  typing  is  now  established  and  any 
physician  with  a good  bacteriological  training 
and  a good  microscope  should  be  able  to  do 
the  work ; and  good  laboratories  are  not  far 
distant.  Any  modern  text  book  like  Cecil, 
Osler-Christian  or  Meakins  gives  the  tech- 
nique. With  the  type  determined  we  are 
ready  for  the  serum  treatment. 

In  using  serums  one  must  not  forget  the 
importance  of  allergic  reactions.  A history 
suggesting  allergy,  the  conjunctival  test,  the 
skin  test  and  then  the  slow  injection  of  one 
cubic  centimeter  of  horse  serum  (or  rabbit 
serum)  intravenously,  and  careful  watching 
for  reactions  including  the  lowering  of  blood 
pressure,  must  be  followed  in  every  case. 

When  the  danger  of  sensitization  has  past 
20,000  units  should  be  injected  slowly.  One 
hour  later  the  rest  of  the  dosage,  from  60,000 
to  80,000  units,  should  be  given.  No  more 
serum  may  be  needed  but  the  amount  may  be 
repeated  the  second  day  if  clinical  improve- 
ment does  not  follow  the  first  injection. 
Cases  with  positive  blood  cultures  require 
twice  the  dosage,  and  Type  II  requires 
larger  doses  than  Type  I.  With  the  horse 
serum  Types  I,  II,  V,  VII  and  VIII  are  amen- 
able to  treatment ; and  with  the  use  of  rabbit 
serum  most  of  the  32  types  will  be  available 
in  the  near  future.  The  mortality  of  pneu- 
mococcus pneumonia,  it  is  hoped,  will  be 
greatly  reduced,  thus  saving  thousands  of 
lives  annually. 

Rodney  W.  Bliss, 

For  the  Pneumonia  Control  Committee 

of  the  Nebraska  State  Medical  Journal. 


ANNOUNCEMENTS 


Dues  Are  Now  Due 

The  Annual  Dues  of  The  Nebraska  Medical 
Association,  for  1939,  are  now  due.  Send 
$10.00  plus  your  regular  County  Society 
Dues,  to  your  County  Secretary. 


The  Annual  Assembly  of  the  Nebraska 
State  Medical  Association  will  be  held  in 
Grand  Island  on  May  2,  3 and  4.  If  you 
wish  to  read  a paper  before  this  Assembly, 
please  send  your  name  and  title  to  the  office 
of  the  Secretary,  Dr.  R.  B.  Adams,  416  Feder- 
al Securities  Bldg.,  Lincoln. 


The  Annual  Convention  of  the  American 
Medical  Association  will  be  held  in  St.  Louis 
on  May  15  to  19,  1939. 


Dr.  Elliot  P.  Joslin  of  Boston,  will  address 
the  Omaha-Douglas  County  Medical  Society 
January  10  on  the  “Treatment  of  the  Diabetic 
Today.”  All  members  of  the  Nebraska  State 
Medical  Association  are  invited  to  attend. 
The  meeting  will  be  held  in  the  Medical  Arts 
Auditorium  at  8:00  P.  M. 


AMERICAN  BOARD  OF  OBSTETRICS 
AND  GYNECOLOGY 

The  general  oral,  clinical  and  pathological 
examinations  for  all  candidates,  Part  II  Ex- 
aminations (Groups  A and  B),  will  be  con- 
ducted by  the  entire  Board,  meeting  in  St. 
Louis,  Missouri,  on  May  15  and  16,  1939,  im- 
mediately prior  to  the  annual  meeting  of  the 
American  Medical  Association.  Notice  of 
time  and  place  of  these  examinations  will  be 
forwarded  to  all  candidates  well  in  advance 
of  the  examination  dates. 

Candidates  for  reexamination  must  request 
such  reexamination  by  writing  the  Secre- 
tary’s Office  before  the  following  dates : Part 
I — January  1,  1939;  Part  II — April  1,  1939. 
Candidates  who  are  required  to  take  reexam- 
inations must  do  so  before  the  expiration  of 
three  years  from  the  date  of  their  first  ex- 
amination. 

Application  for  admission  to  Group  A, 
May,  1939,  examinations  must  be  on  file  in 
the  Secretary’s  Office  by  March  15,  1939. 

Application  blanks  and  booklets  of  inform- 
ation may  be  obtained  from  Dr.  Paul  Titus, 
Secretary,  1015  Highland  Building,  Pittsburg 
(6),  Pennsylvania. 


The  American  Board  of  Opthalmology  an- 
nounces an  important  change  in  its  method 
of  examination  of  candidates  for  the  Board’s 
certificate. 

Examinations  will  be  divided  into  two 
parts.  Candidates  whose  applications  are 
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accepted  will  be  required  to  pass  a WRITTEN 
examination  which  will  be  held  simultaneous- 
ly in  various  cities  throughout  the  country 
approximately  60  days  prior  to  the  date  of 
the  oral  examination. 

The  WRITTEN  examination  will  include  all 
of  the  subjects  previously  covered  by  the 
practical  and  oral  examinations. 

ORAL  examinations  will  be  held  at  the 
the  time  and  place  of  the  meeting  of  the 
American  Medical  Association  and  of  the 
American  Academy  of  Opthalmology  and 
Oto-Laryngology,  and  occasionally  in  connec- 
tion with  other  important  medical  meetings. 
The  ORAL  examination  will  be  on  the  follow- 
ing subjects:  External  Diseases,  Ophthal- 
moscopy, Pathology,  Refraction,  Ocular  Mo- 
tility, Practical  Surgery. 

Only  those  candidates  who  pass  the  writ- 
ten examination  and  who  have  presented  sat- 
isfactory case  reports  will  be  permitted  to 
appear  for  the  oral  examination. 

Applications  for  permission  to  take  the 
written  examination  March  15th  must  be 
filed  with  the  Secretary  not  later  than  Febru- 
ary 15th. 

Application  forms  and  detailed  information 
should  be  secured  at  once  from  Dr.  John 
Green,  Secretary,  6830  Waterman  Ave.,  St. 
Louis,  Mo. 


The  Philadelphia  County  Medical  Society 
desires  to  announce  formally,  the  completion 
of  its  scientific  program  for  the  Fourth  An- 
nual Postgraduate  Institute  to  be  held  in  the 
Bellevue-Stratford  Hotel,  Philadelphia,  dur- 
ing the  week  beginning  March  13th,  1939. 
The  subjects  to  be  considered  are  those  em- 
braced by  the  terms  BLOOD  DYSCRASIAS 
and  METABOLIC  DISORDERS.  These  will 
be  further  subdivided  for  convenience  in  in- 
struction into  eighty-six  clinical  lectures, 
with  open  forum  discussion  for  each  topic, 
delivered  by  as  many  individual  specialists  of 
national  distinction. 

Address  all  inquiries  to  The  Philadelphia 
County  Medical  Society,  Twenty-first  and 
Spruce  Streets,  Philadelphia. 


The  officers  of  the  International  College 
of  Surgeons  are  pleased  to  announce  that  the 
International  College,  in  connection  with  the 
United  States  Chapter  of  that  body,  will  hold 
its  Assembly  in  New  York  City  at  the  Hotel 
Roosevelt  on  May  22,  23  and  24,  1939. 


Dr.  Edward  Frankel,  Jr.,  of  217  East  17th 
St.,  New  York  City  has  been  appointed  by 
the  International  officers  as  General  Chair- 
man of  this  Assembly.  Any  one  interested 
in  space  for  scientific  exhibits  will  please 
communicate  with  him. 


MISSISSIPPI  VALLEY  MEDICAL 
SOCIETY  1939  ESSAY  AWARD 

The  Mississippi  Valley  Medical  Society  of- 
fers a cash  prize  of  $100.00,  a gold  medal  and 
a certificate  of  award  for  the  best  unpub- 
lished essay  on  a subject  of  interest  and  prac- 
tical value  to  the  general  practitioner  of 
medicine.  Entrants  must  be  members  of  the 
American  Medical  Association.  The  winner 
will  be  invited  to  present  his  contribution  be- 
fore the  next  annual  meeting  of  the  Missis- 
sippi Valley  Medical  Society  at  Burlington, 
Iowa,  September  27,  28,  29,  1939,  the  Society 
reserving  the  exclusive  right  to  first  publish 
the  essay  in  its  official  publication — the  Mis- 
sissippi Valley  Medical  Journal  (Incorporat- 
ing the  Radiologic  Review) . All  contributions 
must  not  exceed  5,000  words,  be  typewritten 
in  English  manuscript  form,  submitted  in 
five  copies,  and  must  be  received  not  later 
than  May  1,  1939.  Further  details  may  be 
secured  from  Harold  Swanberg,  M.  D.,  Secre- 
tary, Mississippi  Valley  Medical  Society,  209- 
224  W.  C.  U.  Building,  Quincy,  111. 


THE  PLANNING  COMMITTEE 

Naturally  at  the  close  of  another  year,  just 
before  the  mid-season  council  meeting  and  on 
the  eve  of  another  session  of  the  legislature, 
the  members  of  the  Nebraska  State  Medical 
Association  may  well  be  asking  the  ques- 
tions: “What  is  being  done  for  the  advance- 
ment of  medical  service  in  Nebraska  ? What 
is  being  done  to  protect  and  maintain  the 
standards  of  practice  which  affect  every 
physician  within  the  state?” 

The  Nebraska  State  Medical  Association 
has  an  elaborate  list  of  offices  and  standing 
committees,  together  with  a new  constitution 
and  by-laws  created  for  the  purpose  of  carry- 
ing into  effect  the  will  of  its  membership. 
With  the  passage  of  time  and  with  the  rapid 
trends  that  have  taken  place  in  the  business, 
the  professional  and  the  economic  life  of  our 
State,  these  instruments  of  power  have  been 
created  to  provide  new  methods  of  practice 
and  to  enable  the  physician  to  take  his  place 
in  a new  program  for  social  betterment.  The 


Volume  24 
Number  1 


THE  PLANNING  COMMITTEE 


33 


executive  officers  and  standing  committees 
have  been  working  together  and  studying  the 
various  problems  and  projects  that  have  been 
presented  to  their  attention  during  the  year. 
Much  grist  has  been  brought  to  the  mill. 

It  is  of  first  importance  that  our  Public 
Health  Department  be  strengthened.  Ne- 
braska has  the  unenviable  reputation  of  be- 
ing publicly  reminded  that  it  has  the  small- 
est per  capita  appropriation  of  all  the  States 
in  the  Union,  for  the  purpose  of  public  health. 
This  means  a limitation  in  its  activities.  Our 
State  Director  of  Health  has  been  fortunate 
during  the  past  year  to  have  received  assist- 
ance from  the  United  States  Public  Health 
Service  and  from  federal  appropriations.  But 
these  sources  are  only  temporary  and  are  for 
the  purpose  of  enabling  Nebraska  to  build  up 
her  public  health  resources  and  to  proceed  on 
a progressive  course  without  indirection  or 
waiting. 

Not  all  new  activities  require  a change  in 
statute.  Much  can  be  done  within  our  own 
ranks.  But  legislative  action  is  needed  to 
expand  the  State  Health  Department.  After 
much  study,  your  committees  have  decided  to 
present  to  the  new  legislature  a bill  which 
proposes  to  create  a new  Health  Council,  or 
Board  of  Health,  and  to  provide  another 
trained  public  health  worker  to  assist  the  di- 
rector of  health.  The  bill  aims  to  relieve  the 
administrative  officer  of  much  detail,  which 
has  prevented  him  from  giving  his  full  time 
to  the  real  public  health  problems.  It  will 
remove  from  the  management  of  the  depart- 
ment, political  influence  and  make  it  possible, 
in  case  of  death  or  change,  or  when  the  di- 
rector is  necessarily  absent,  to  have  a con- 
tinuation of  the  office  under  a trained  head. 

All  members  are  now  familiar  with  the 
fact  that  Dr.  Faris,  of  the  United  States  Pub- 
lic Health  Service,  completed  his  part  of  the 
survey  of  the  Public  Health  Resources  in  Ne- 
braska, late  in  the  summer.  He  has  gath- 
ered together  in  an  authentic  report,  much 
valuable  information  concerning  our  State. 
The  report  is  accompanied  by  a few  but  im- 
portant recommendations  which,  coming 
from  a high  authority,  may  well  be  used  as  a 
guide  for  future  progress.  We  are  now  in 
the  midst  of  the  county  survey  requested  and 
directed  by  the  American  Medical  Associa- 
tion. Early  in  this  month  the  Journal  of 
the  American  Medical  Association  devoted 
nearly  three  pages  to  a discussion  of  the  re- 


ports of  the  first  seven  counties.  About  thir- 
ty have  reported  and  we  are  hoping  that  the 
final  report  will  be  in  in  the  next  thirty  or 
sixty  days.  It  is  easier  now  to  appreciate 
how  our  effort  to  assist  the  American  Medi- 
cal Association  fits  into  the  general  plan  as  a 
square  fits  into  a great  patch  quilt.  This  in- 
dividual work  is  necessary  in  any  important 
economic  survey  covering  an  entire  nation. 

We  are  reminded  from  many  sources,  of 
the  problems  now  confronting  the  medical 
profession.  Always  we  have  the  irregulars 
lobbying  for  their  selfish  interests  to  break 
down  the  Medical  Practice  Act.  Changes  in 
the  statutes  must  be  attempted  cautiously 
and  only  when  the  necessity  of  change  is  very 
definitely  indicated.  Some  are  asking  that 
fee  schedules  be  set  up,  approved  by  the 
State  Medical  Association,  to  help  control  the 
prices  received  for  the  care  of  the  indigent. 
The  Crippled  Children’s  Bureau,  under  the 
Board  of  Control,  should,  in  the  opinion  of 
the  United  States  Public  Health  Service  and 
other  authorities,  be  transferred  to  the  De- 
partment of  Health.  As  now  administered, 
it  has  the  first  and  only  complete  set-up  in 
the  State,  which  may  be  an  entering  wedge 
under  medical  supervision  and  in  a commend- 
able manner  fitting  into  the  pattern  of  social- 
ized medicine.  We  are  told  the  Board  of  Ex- 
aminers, for  instance,  no  longer  represents 
the  true  picture  of  the  members  or  the  re- 
sponsibilities of  the  regular  medical  profes- 
sion. Approval  of  plans  for  group  hospital- 
ization has  been  made  after  careful  study.  It 
has  been  recommended  that  your  association 
take  up  in  a serious,  well-planned  manner,  a 
system  of  hospitalization  of  its  own.  This 
will  take  the  profit,  and  also  the  graft,  out  of 
commercial  schemes  which  are  already 
sprouting  like  weeds  over  the  country,  to  cov- 
er what  appears  to  be  a lucrative  field  in 
keeping  with  the  trend  of  the  times. 

Upon  these  questions  and  many  others, 
your  committees,  especially  the  Planning 
Committee  and  the  Committee  on  Public  Poli- 
cy and  Legislation  have  been  pondering 
throughout  the  summer  and  fall;  and  while 
all  of  these  various  projects  may  not  be  car- 
ried out  to  complete  fulfillment  during  the 
year,  yet  it  is  certain  that  progress  will  be 
made.  At  least  there  should  be  some  consol- 
ation in  knowing  that  a considerable  sized 
body  of  the  membership  is  giving  close  and 
coordinated  study  to  all  these  problems. 
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WOMAN’S  AUXILIARY 

President — Mrs.  C.  W.  Pollard,  301  So.  Happy  Hollow  Blvd., 
Omaha. 

Secretary — Mrs.  Herman  Johnson,  6211  Chicago  St.,  Omaha 
Treasurer — Mrs.  Elmer  Hansen,  2425  South  St.,  Lincoln 
Press  and  Publicity — Mrs.  C.  Fred  Ferciot,  2738  Sewell  St., 
Lincoln. 


Dear  County  Presidents : 

I have  recently  returned  from  the  Board 
meeting-  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association,  held  in  Chi- 
cago Nov.  11,  1938  at  the  Palmer  House.  It 
was  a pleasant  experience  and  a profitable 
one  for  a president  of  a state  auxiliary.  It 
should  be  a necessary  part  of  a state  presi- 
dent’s duties.  Local  auxiliaries  function  only 
if  the  state  has  definite  expectations.  A 
great  deal  can  be  learned  regarding  plans  by 
watching  the  wheels  go  round  at  a national 
convention  and  particularly  a national  board 
meeting.  It  was  with  much  satisfaction  and 
pride  that  I watched  and  heard  our  National 
President,  Mrs.  C.  C.  Tomlinson,  Nebraska, 
conduct  a very  complicated  discussion  on  the 
award  for  an  increase  in  memberships  in  the 
states.  Some  states  admit  widows,  wives, 
sisters  and  mothers  to  membership  while 
others  admit  only  wives  of  living  doctors.  It 
was  decided  to  award  the  cup  on  the  percent- 
age basis  this  year,  and  ask  for  action  from 
the  convention  as  to  continuing  the  award. 
The  question  involves  state  rights  and  re- 
quired expert  handling. 

I hope  you  will  start  early  to  keep  records 
of  things  your  auxiliary  does  so  we  will  make 
a progressive  showing  in  all  fields  of  work, 
and  let  other  states  know  that  our  National 
President  comes  from  a state  which  is  going- 
forward. 

Among  the  interesting  plans  discussed 
were  Organization  and  Public  Relations.  We, 
in  Nebraska,  are  on  the  way  to  progress  in 
both  fields,  due  to  our  very  capable  chairman. 
She  is  compiling  a history  beginning  after 
the  “First  Twelve  Years”  and  continuing  to 
date.  Histories  are  very  important  in  help- 
ing us  build  our  future.  The  state  reports 
were  interesting  and  in  some  cases  very  long. 
Whether  long  or  short  these  reports  are  im- 
portant because  a president  escapes  the  feel- 
ing of  futility  if  her  work  is  heard  and  com- 
mented upon  by  other  states  or  counties. 
That  is  one  reason  why  I wish  time  to  be  giv- 
en to  reports  at  our  May  meeting.  The  state 
reports  showed  what  enormous  possibilities 
there  are  for  friendly  relations  within  the 
medical  profession  and  their  contacts  with 


outside  groups.  An  individual’s  time  and 
money  are  apparently  used  freely  for  a great 
fusing  of  interests  in  all  of  the  states.  Not 
a word  of  discontent  as  to  lack  of  interest  or 
lack  of  funds.  Money  is  just  as  hard  to  get 
in  one  state  as  another.  But  the  point 
stressed  was  that  they  did  what  they  could. 
Mrs.  Kirby  of  Texas,  reported  a 6,000  mile 
trip  to  her  auxiliaries  already  this  year.  It 
was  rather  breath  taking  to  know  that  there 
are  800  miles  between  her  home  in  Waco  and 
El  Paso.  She  has  a R.  R.  pass  and  drives  her 
own  car.  Probably  the  report  of  interest  to 
us  could  be  Utah’s.  They  do  much  excellent 
work  even  though  scattered  over  a wide  area. 
We  can’t  hope  to  do  the  work  they  do  in  Mis- 
souri and  Pennsylvania,  but  we  can  get  more 
doctor’s  wives  as  members  and  we  can  get 
more  auxiliaries.  The  interests  of  doctors 
are  the  same  everywhere.  We  need  only  to 
stimulate  the  wives  to  act  together  in  pro- 
moting social  life  and  information  regarding 
the  problems  which  are  with  all  of  us.  At 
noon,  Doctor  Bauer  talked  for  a short  time 
telling  us  we  must  know  the  social  medical 
problems.  PLEASE  get  the  information  on 
the  enclosed  paper  to  your  membership  in  the 
best  way  you  can.  The  President  should  not 
be  the  only  one  who  knows  what  all  of  the 
pamphlets  contain.  The  arguments  presented 
leave  no  doubt  of  their  fairness.  Read  the 
news  letter  carefully,  also  the  minutes  of  the 
San  Francisco  meeting.  You  can  do  auxil- 
iary work  only  if  you  know  what  is  expected. 

Doctor  Wright,  of  Mrs.  Tomlinson’s  Advi- 
sory Committee,  spoke  of  the  value  the  Medi- 
cal Profession  give  to  the  Auxiliary.  Our  use 
as  a body  to  conduct  other  groups  toward  the 
correct  information  has  long  been  a theme 
with  us.  Now  we  must  be  sure  we  know  the 
laws  which  we  may  get  curtailing  medical 
work,  and  be  ready  to  fight,  if  need  be,  to 
maintain  a free  path  for  research  and  medi- 
cal practice.  Watch  our  bills  in  our  Legisla- 
ture this  year.  All  bills  have  some  bearing 
upon  some  other  law  already  in  existence. 
See  if  you  can  interpret  any  of  the  bills  and 
talk  intelligently  of  them.  We  must  be  aware 
of  all  things  which  tend  to  make  the  art  of 
medicine  less  useful.  TRY  to  get  our  RADIO 
stations  to  carry  the  A.  M.  A.  HEALTH  pro- 
grams at  one  o’clock  Wednesdays. 

I am  sending  this  letter  now  because  you 
may  wish  to  use  some  of  the  information.  I 
would  naturally  give  my  report  of  Chicago  at 
the  January  meeting.  PLEASE  KEEP  REC- 
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ORDS  for  a satisfactory  report  to  NATION- 
AL. IF  I HAVE  NOT  the  NAMES  of  ALL 
of  your  CHAIRMEN  PLEASE  send  them  to 
me.  READ  OUR  STATE  MEDICAL  JOUR- 
NAL each  month! 

Mrs.  C.  W.  Pollard,  President. 


Every  doctor’s  wife  either  is  or  is  not  a 
member  of  the  Woman’s  Auxiliary  to  the 
State  Medical  Association.  Every  member 
either  is  or  is  not  filling  a worthy  place  in  the 
Auxiliary. 

The  1938  revised  constitution  and  by-laws 
of  the  Nebraska  State  Medical  Association 
provides  among  its  Non-Scientific  commit- 
tees for  one  on  the  Auxiliary.  This  shall  con- 
sist of  three  members  appointed  by  the  pres- 
ident whose  duties  shall  be  to  cooperate  with 
and  to  foster  the  relationship  between  the 
Auxiliary  and  its  own  body.  Obviously  then, 
the  doctors  are  desirous  of  the  work  which 
our  organized  groups  MIGHT  accomplish. 
You  are  eligible  to  membership  in  an  Auxili- 
ary or  as  a member-at-large  through  your 
husband’s  affiliation  with  his  local  medical 
society.  Thus  it  is  your  privilege  to  extend 
the  aim  of  the  medical  profession  in  health 
to  other  organizations  of  which  you  may  also 
be  a member. 

The  principal  functions  of  an  Auxiliary 
are:  Health  education,  public  relations,  legis- 
lation, philanthropy,  social.  This  is  a very 
elastic  program  and  cannot  fail  to  be  adapta- 
ble to  any  locality  or  personality.  In  her  in- 
augural address  at  the  San  Francisco  conven- 
tion, June,  1938,  Mrs.  C.  C.  Tomlinson,  Oma- 
ha, our  national  president,  said : “Our  organi- 
zation is  without  parallel  as  an  auxiliary  body 
in  its  opportunity  to  serve  not  only  the  medi- 
cal profession  but  mankind  in  bringing  about 
the  greatest  of  all  human  assets  — Good 
Health.”  The  laity  requires  education  and 
through  your  Auxiliary  it  is  possible  to  direct 
public  thinking  and  actions  in  the  channels 
the  medical  profession  desires. 

It  is  the  wish  of  our  Executive  Board  to 
double  our  membership  this  year.  If  you 
know  of  a doctors’  group  where  an  organiza- 
tion of  the  wives  is  possible,  please  write  for 
preliminary  information. 

Elizabeth  Brenizer  Abbott  (Mrs.  Chas.  E.) 
Organization  Chairman,  Membership-at- 
Large  Chairman. 
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Among  Nebraskans  attending  the  South- 
ern Medical  Association  meeting  in  Oklaho- 
ma City  last  November  are:  Drs.  Hull  Cook 
and  Douglas  Boyd  of  Sidney,  H.  R.  Brown, 
Buckley,  W.  W.  Waddell,  Taylor  of  Beatrice; 
I.  L.  Thompson  of  West  Point;  G.  E.  Lewis 
of  Lincoln;  C.  C.  Tomlinson,  Floyd  Murray, 
Palmer  Findley,  and  Robert  Schrock,  of  Oma- 
ha. Dr.  Findley  and  Dr.  Schrock  were  speak- 
ers on  the  program. 


Dr.  R.  R.  Best  of  Omaha  was  on  the  pro- 
gram of  the  Midwinter  Postgraduate  Clinics 
in  Denver,  Colorado,  on  November  15. 


About  two  hundred  surgeons  from  all  parts 
of  the  country  attended  the  sessions  of  West- 
ern Surgical  Association  in  Omaha  the  first 
week  in  December.  Dr.  Vernone  C.  Davis  of 
Chicago  was  elected  president  and  Dr.  Alfred 
J.  Brown  of  Omaha  was  reelected  treasurer. 


At  the  annual  meeting  of  the  Omaha  Mid- 
west Clinical  Society  held  in  November,  the 
following  officers  were  elected:  President, 
Dr.  Rodney  W.  Bliss;  president-elect,  Dr. 
Charles  McMartin ; secretary-director  of  clin- 
ics, Dr.  J.  D.  McCarthy ; treasurer,  Dr.  W.  P. 
Wherry;  board  members,  Drs.  Roy  Fouts,  R. 
D.  Schrock,  and  Claude  Uren. 


Dr.  A.  E.  Rogers  formerly  of  Central  City 
has  joined  the  staff  of  the  State  Health  De- 
partment. 


A number  of  cities  in  Nebraska  are  con- 
templating a change  in  their  existing  milk 
ordinances.  That  a change  would  be  wel- 
comed by  the  medical  profession  in  the  inter- 
est of  public  health  is  quite  natural. 


Dr.  J.  E.  M.  Thompson  of  Lincoln  was 
honor  guest  speaker  at  the  Mid-Winter  Clinic 
in  Denver,  Colorado,  December  14th.  The 
title  of  his  paper  was,  “What  Do  You  Mean 
by  Low  Back  Pains?”  and  Dr.  Thompson  il- 
lustrated his  talk  with  slides.  During  the 
morning  of  the  same  day,  Dr.  Thompson  was 
in  charge  of  the  Children’s  Orthopedic  Clinic, 
in  connection  with  this  three-day  meeting  in 
Denver. 
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Dr.  H.  A.  Fechner,  formerly  of  Ingleside, 
has  become  superintendent  of  the  Lincoln 
State  Hospital,  succeeding-  Dr.  David  G.  Grif- 
fith, resigned. 


Dr.  Clyde  W.  Wilcox  of  Ansley,  Nebr.,  was 
elected  president  of  the  Custer  County  Medi- 
cal Society  for  a third  consecutive  year,  De- 


cember 15,  1938,  at  the  regular  meeting  of 
the  Society  held  in  Broken  Bow. 


The  Refresher  Course  held  at  Broken  Bow 
December  15,  1988,  was  well  attended,  twen- 
ty-five doctors  being  present.  Drs.  H.  B. 
Hamilton  and  M.  E.  Grier  of  Omaha  were  the 
speakers. 


(STATE)  DEPARTMENT  OF  HEALTH 

Lincoln,  Nebraska 

MORBIDITY  SUMMARY— PRINCIPAL  DISEASES 


1938 

Total 

1937 

Total 

1938 

Total 

1937 

Total 

Nov. 

Oct. 

to  Date 

Nov. 

Oct. 

to  Date 

Nov. 

Oct. 

to  Date 

Nov. 

Oct. 

to  Date 

Chicken-pox 

76 

26 

1324 

in 

17 

977 

Smallpox 

2 

1 

181 

l 

0 

164 

Diphtheria 

14 

17 

149 

22 

12 

88 

Tuberculosis 

9 

17 

182 

18 

18 

187 

Influenza 

2 

2 

138 

17 

0 

468 

Typhoid  Fever 

1 

5 

20 

5 

2 

23 

Measles 

10 

9 

2551 

g 

9 

460 

24 

486 

66 

27 

542 

Meningitis,  C.  S. 

__  0 

0 

37 

3 

3 

36 

Whooping  Cough 

__  27 

Poliomyelitis 

0 

1 

7 

13 

49 

216 

Gonorrhea 

59 

72 

818 

144 

121 

1020 

Scarlet  Fever 

74 

49 

1162 

117 
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2018 

Syphilis 

49 

47 

673 

104 

63 

868 

SPEAKERS’  BUREAU  NOTES 

The  following  addresses  have  been  arranged  through  the  Speakers’  Bureau  of  the  Educational  Commit- 
tee of  the  Nebraska  State  Medical  Association,  November  15th  to  December  15th,  1938. 

SCIENTIFIC  PROGRAMS 


Date  Place  Organization  Addressed  Speaker  Title  of  Address 

Nov.  21  Nebr.  City Otoe  County  Dr.  John  C.  Sharpe  Blood  Dyscrasias  and  Their  Treatment. 

Medical  Society  Omaha 

Dec.  14  Columbus Platte  Loup  Valley  Dr.  H.  E.  Harvey  Recognition  and  Treatment  of  Potential 

Medical  Society  Lincoln  and  Acute  Obstetrical  Emergencies. 

LAY  PROGRAMS 

Nov.  27  Omaha Church  Group  Dr.  Herman  M.  Jahr  Emotional  Development. 

Omaha 

Dec.  14  Lincoln *Public  Health  Dr.  John  Allen  It  Can’t  Happen  Here — Or  Can  It? 

Lecture  Course  Omaha  (Tuberculosis). 


Nov.  23 


Nov.  30 


Dec. 


Nov.  17 


Nov.  22 


MCH  REFRESHER  COURSES 


McCook 

. 10th  Councilor 
District 

Dr.  E.  W.  Hancock 
Lincoln 

Professional  Title: 

“Childhood  Tuberculosis.” 
Lay  Title: 

“Childhood  Tuberculosis.” 

McCook 

. 10th  Councilor 
District 

Dr.  L.  O.  Hoffman 
Omaha 

Professional  Title: 

“Syphilis  in  Pregnancy.” 
Lay  Title: 

“Syphilis  in  Pregnancy.” 

McCook 

10th  Councilor 
District 

Dr.  E.  R.  Hays 
Omaha 

Professional  Title: 

“Health  Problems  in  the  School  Child.” 
Lay  Title: 

“Health  Problems  in  the  School  Child.” 

Ord 

9th  Councilor 
District 

Dr.  Frank  P.  Murphy 
Omaha 

Professional  Title: 

“Normal  Labor  in  the  Home.” 
Lay  Title: 

“The  Need  for  Prenatal  Care.” 

Lexington.. 

— 9th  Councilor 
District 

Dr.  Charles  F.  Moon 
Omaha 

Professional  Title: 

“Forceps — Indications,  Contra-indica- 
tions and  Technique.” 

Lay  Title: 

“Obstetrical  Forceps.” 
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Dec.  1 Lexington 9th  Councilor 

District 


Dec.  8 Kearney 9th  Councilor 

District 


Dec.  15  Broken  Bow. 9th  Councilor 
District 


Dec.  15  Broken  Bow_9th  Councilor 
District 


Dr.  Earl  C.  Sage 
Omaha 


Dr.  Herman  M.  Jahr 
Omaha 


Dr.  H.  B.  Hamilton 
Omaha 


Dr.  M.  E.  Grier 
Omaha 


Professional  Title: 

“Treatment  of  Occiput  Posterior.” 

Lay  Title: 

“Public  Health  Aspects  of  Obstetrics.” 
Professional  Title: 

“Training  of  Child  Habits.” 

Lay  Title: 

“Child  Behavior.” 

Professional  Title: 

“The  Child’s  Nutrition  With  Relation 
to  Health.” 

Lay  Title: 

“The  Overweight  and  Underweight 
Child.” 

Professional  Title: 

“Uterine  Hemorrhage.” 

Lay  Title: 

“The  Need  of  Convalescent  Care  for 
Healthy  Motherhood.” 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor,  220 
Medical  Arts  Bldg.,  Omaha. 


The  Four  County  Medical  Society  met  Tuesday, 
December  6,  at  Thorn’s  Cafe  in  Ord,  Nebraska.  The 
program  consisted  of  a paper  by  Dr.  A.  E.  Bennett 
of  Omaha  on  the  “Modern  Care  of  the  Patient  with 
Mental  Disease.” 

The  Tri-County  Medical  Society  held  its  meeting 
Thursday,  November  17th  at  St.  Francis  Hosptial  in 
Grand  Island.  The  speaker  of  the  evening  was  Dr. 
Fred  Gaarde  of  Rochester,  Minn.,  and  the  title  “Al- 
lergy as  seen  from  the  Standpoint  of  the  General 
Practitioner.” 

The  Tri-County  Medical  Society  held  a meeting 
Monday,  November  28,  at  the  Hotel  Pathfinder,  Fre- 
mont. Dr.  W.  H.  Heine  talked  on  “Constitutional 
Diseases  that  Affect  the  Eye,”  and  Dr.  Harry  Ben- 
son’s subject  was  “On  Medical  Economics.” 

The  Five  County  Medical  Society  comprising  Ced- 
ar, Wayne,  Dixon,  Dakota  and  Thurston  Counties 
met  Tuesday,  December  13  at  Laurel,  Nebr.  The 
scientific  program  consisted  of  a symposium  on 
pneumonia  with  the  following  physicians  partici- 
pating: Drs.  W.  R.  Blume  and  A.  C.  Starry  of  South 
Sioux  City,  Dr.  Fred  Dewey,  Coleridge,  Dr.  J.  C. 
Kildebeck,  Emerson,  Dr.  Walter  Benthanck  of  Wayne, 
and  Dr.  L.  L.  Wilson  of  Sioux  City. 

Dr.  Robert  C.  Kirchman  was  host  to  the  members 
of  the  Fillmore-Saline  County  Medical  Society  in 
Wilber,  November  17.  After  the  dinner  at  Hotel 
Wilber,  the  scientific  program  was  conducted  by  Dr. 
K.  S.  J.  Hohlen  and  Dr.  Clarence  G.  Elliott,  both  of 
Lincoln. 

The  Sixth  Councilor  District  of  the  Nebraska 
State  Medical  Association  met  at  Staplehurst  Mon- 
day, December  5,  1938.  Dinner  was  at  6:30  p.  m. 
and  the  program  was  as  follows:  Pulmonary  Infarc- 
tion, H.  E.  Flansburg,  M.  D.,  Lincoln,  Nebraska;  The 
Mechanism  of  Anemia,  E.  B.  Reed,  M.  D.,  Lincoln, 
Nebraska;  Diagnosis  and  Treatment  of  Certain  Ano- 
Rectal  Condition,  C.  C.  Hickman,  M.  D.,  Lincoln, 
Nebraska. 


The  Five  County  (Cedar,  Dakota,  Dixon,  Thurston 
and  Wayne  Counties)  Medical  Society  met  at  Wayne 
Nov.  15th  and  following  a seven  o’clock  dinner  served 
to  48  doctors,  wives  and  invited  guests  the  following 
Scientific  Program,  sponsored  by  the  Emerson  doc- 
tors, was  presented:  Dr.  Frank  Conlin,  Omaha,  In- 
trathoracic  Lesions:  Differential  Diagnosis  and 

Treatment;  Dr.  Howard  Hunt,  Omaha,  Radiotherapy 
in  Diseases  of  the  Ovary,  Uterus  and  Cervix;  Dr. 
Charles  P.  Baker,  Omaha,  Surgical  Pathology  of  the 
Uterus  and  Cervix.  While  the  doctors  were  enjoying 
the  Scientific  Program  the  ladies  were  entertained 
by  the  Emerson  ladies. 

The  Madison  Six  County  Medical  Society  held  its 
December  meeting  Tuesday,  the  6th,  1938  in  Hotel 
Norfolk.  Dinner  at  seven.  The  program  follows: 
Some  Psychological  Aspects  in  the  Treatment  of 
Venereal  Diseases,  Dr.  E.  E.  Pate;  Metrazole  in  the 
Treatment  of  Some  Psychoses,  Dr.  A.  E.  Coletti; 
Factors  Governing  the  Use  of  Insulin  in  the  Treat- 
ment of  Psychoses,  Dr.  C.  G.  Ingham;  What  Can  We 
Do  About  Mental  Illness  in  the  Future,  Dr.  G.  L. 
Sandritter.  Committee  in  Charge:  Dr.  Charlton  and 
Staff  of  the  Norfolk  State  Hospital. 

The  regular  meeting  of  the  Omaha-Douglas  Coun- 
ty Medical  Society  was  held  on  Tuesday,  November 
22,  1938,  in  the  Medical  Arts  Auditorium.  President 
Uren  called  the  meeting  to  order  at  8:05  p.  m.  The 
secretary  read  the  minutes  of  the  regular  meeting 
Novmber  8;  there  being  no  corrections  or  additions 
the  minutes  stand  approved  as  read. 

An  announcement  was  read  by  the  secretary  that 
on  Tuesday,  December  6th,  7:15  p.  m.  at  the  Meth- 
odist Hospital,  Dr.  A.  C.  Broders,  chief  of  Surgical 
Pathology  at  the  Mayo  Clinic,  will  give  a talk  on 
cancer.  All  members  of  the  Society  are  invited. 

The  scientific  program  was  opened  with  a case  re- 
port: Dysentery  Bacillus  Pyelitis  by  Dr.  A.  D.  Cloyd. 

Dr.  N.  F.  Hicken  spoke  on  “Diagnosis  of  Breast 
Tumors,”  discussion  by  Dr.  Charles  P.  Baker,  Dr. 
Howard  B.  Hunt  and  Dr.  James  F.  Kelly. 

Dr.  J.  W.  Martin’s  subject,  “Fractures,”  was  dis- 
cussed by  Dr.  Robert  D.  Schrock  and  Dr.  Dewey  Bis- 
gard. 

Meeting  adjourned  at  10:05  p.  m. 
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TYPHOID  MARY 

From  Omaha  World-Herald,  Nov.  25,  1938 

It  would  be  difficult  to  invent  a stranger  or  more 
pitiable  circumstance  than  that  in  which  the  life  of 
Mary  Mallon  was  involved. 

Robert  Louis  Stevenson,  who  lived  before  Mary’s 
case  was  discovered  by  the  doctors,  had  a try  at 
something  like  it  in  his  analysis  of  the  dual  psyche 
of  the  character  who  was  alternately  the  genial  Dr. 
Jekyll  and  the  malevolent  Mr.  Hyde. 

Mary’s  misfortune  wasn’t  precisely  that  of  Dr. 
Jekyll  and  Mr.  Hyde.  Hers  wasn’t  a dual  personal- 
ity. But  the  consequence  of  having  her  around  was 
quite  as  fatal  as  being  in  the  way  when  Mr.  Hyde 
was  on  the  loose. 

Mary  was  an  amiable  soul  who  earned  her  living 
as  a cook.  She  was  a good  cook,  too,  and  quite 
proud  of  her  skill.  But  wherever  she  cooked  there 
would  be  an  outbreak  of  typhoid  fever.  Mary  never 
had  it,  but  the  family  for  whom  she  worked  invari 
ably  came  down  with  it.  The  doctors  and  health 
authorities  finally  noticed  the  coincidence.  They 
found  on  examination  that,  although  she  was  per- 
fectly healthy  herself,  her  body  was  swarming  with 
typhoid  bacteria.  They  didn’t  hurt  her,  but  they 
meant  epidemic  wherever  she  might  be.  She  was 
what  the  medical  profession  now  knows  as  a typhoid 
carrier. 

Mary,  to  whom  scientific  medicine  was  a good 
deal  of  a mystery,  didn’t  believe  what  seemed  to  her 
like  nonsense,  and  there  was  considerable  trouble 
about  keeping  her  from  spreading  the  disease.  In 
time,  however,  she  came  to  accept  isolation  as  her 
fate.  The  other  day  she  died  at  a ripe  old  age.  Be- 
fore she  was  finally  successfully  quarantined  three 
deaths  and  51  cases  of  typhoid  had  been  traced  to 
her.  It  might  have  comforted  her  to  know  that  even 
if  she  was  walking  pestilence  and  death  she  did  her 
bit  for  science  by  showing  the  doctors  something 
they  hadn’t  known  before  about  typhoid  carrying. 


“CAR  WINDOW  ELBOWS” 

From  The  “Star,”  Lincoln,  Nov.  19,  1938 

A remarkable  story  of  miracles  being  performed 
by  surgeons  in  working  with  tendons  was  carried  by 
The  Star  Thursday  evening  in  reporting  on  the 
Southern  Medical  association  convention  at  Okla- 
homa City. 

Another  speaker  later  discussed  skillful  surgical 
accomplishments  in  repairing  what  he  chose  to  call 
“car  window  elbows.”  A badly  shattered  elbow  is 
one  of  the  most  common  injuries  in  motor  car  acci- 
dents for  many  drivers  invariably  have  their  arm 
resting  on  the  car’s  window  ledge  when  an  accident 
occurs. 

In  this  regard  our  collective  hats  must  go  off  to 
the  speaker.  For  he  said  that  while  a skillful  sur- 
geon can  cure  “car  window  elbows,”  the  smart  thing 
for  any  driver  to  do  is  to  keep  his  arm  inside  the  car 
where  it  belongs.  That  is  good  advice  to  remember. 


LONGER  LIFE— NEW  PROBLEMS 
From  The  “Hub,”  Kearney,  Dec.  9,  1938 

Business  depression  in  some  ways  can’t  be  so  bad 
as  we  have  thought.  Through  these  bad  years  mor- 
tality rates  have  been  falling.  Life  has  not  merely 
seemed  longer,  but  has  actually  grown  longer. 

Dr.  Harold  M.  Frost,  medical  director  of  a big  life 
insurance  company,  reports  that  85,000  lives  are  be- 
ing saved  this  year  in  the  United  States.  That 
many  people  who  were  expected  to  die,  on  the  basis 
of  last  year’s  mortality  record,  are  not  dying. 
Present  deaths  among  policy-holders  have  been  di- 
minishing for  a long  time  and  the  downward  trend 
is  stronger  in  recent  years. 

“In  specific  figures,”  reports  Dr.  Frost,  “747.9  of 
each  100,000  policy-holders  will  have  died  this  year, 
as  compared  with  794.3  in  1937.  This  represents  an 
improvement  in  the  death  rate  of  5.8  per  cent,  a 
saving  of  46.4  lives  for  each  100,000  policy-holders.” 

It  means  not  only  fewer  deaths  per  thousand  or 
million  in  this  country,  but  fewer  deaths  for  a larg- 
er population. 

Now  if  we  could  only  improve  our  economic  sys- 
tem as  we  improve  our  health!  Longer  average  life 
means  a longer  period  of  old  age,  at  a time  when 
the  usual  productive  period  is  lessening.  So  the  liv- 
ing of  the  extra  years  makes  a new  problem. 


From  The  “Tribune,”  Fremont,  December  3,  1938 

A recent  bulletin  from  the  Maternity  Center  As- 
sociation of  New  York  points  out  that  our  American 
democracy  has  been  quietly  but  steadily  solving  one 
of  its  most  difficult  and  pressing  problems — the 
needless  waste  of  life  of  mothers  and  children  in 
childbirth. 

For  two  decades  or  more  the  maternity  death  rate 
in  America  remained  at  a shockingly  high  level. 
The  science  of  obstetrics  was  making  rapid  strides, 
but  America’s  maternal  death  rate  was  the  highest 
in  the  civilized  world.  For  one  reason  or  another, 
mothers  simply  weren’t  getting  the  care  they  needed. 

People  began  calling  attention  to  this.  News- 
papers and  magazine  articles  were  written,  public 
health  authorities  made  speeches — the  democracy,  in 
other  words,  began  to  talk.  But  there  is  one  thing 
the  critics  of  democracy  forget  to  mention  when 
they  denounce  this  habit  of  talking:  sooner  or  later, 
the  talk  has  an  effect.  People  listen  to  it  and  are 
stirred  to  action.  And  so  it  was  in  this  case. 

The  medical  profession  studied  the  problem.  It 
found  that  a part  of  the  blame  was  its  own.  Poor 
medical  training  was  responsible  for  some  of  these 
deaths;  poorly  managed  and  poorly  equipped  hospi- 
tals were  responsible  for  others;  shortcomings  on  the 
part  of  individual  doctors  and  nurses  were  respons- 
ible for  still  others. 

So  the  profession  went  to  work  to  remedy  matters. 
County  medical  societies  offered  special  training  for 
doctors  doing  obstetrics.  Steps  to  improve  the  teach- 
ing of  this  science  in  the  medical  schools  were  taken. 
New  maternity  clinics  were  opened.  The  care  given 
mothers  in  hospitals  was  improved. 

What  has  been  the  result?  The  bulletin  from  the 
Maternity  Center  Association  gives  the  answer: 

“The  maternity  death  rate  is  no  longer  stagnant. 
It  is  falling  steadily,  and  in  many  states  is  falling 
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rapidly.  In  New  Jersey  and  Rhode  Island,  where 
this  cooperation  and  self-criticism  has  reached  its 
peak,  the  maternal  death  rate  is  far  below  the  na- 
tional rate.” 


MATERIA  MEDICA 
By  Guy  S.  Williams 

From  Omaha  World-Herald,  Nov.  25,  1938 

Nebraska  State  Medical  Association: 

Gentlemen:  I’ve  taken  bitter  medicine,  sugar-coat- 
ed medicine,  patent,  purgative  and  proprietary  medi- 
cine, and  even  an  occasional  dose  of  my  own  medi- 
cine, but  this  state  medicine  you  are  talking  about  is 
a new  one  on  me. 

At  first  I thought  it  might  be  the  kind  of  medicine 
where  a few  hours  after  you  have  taken  it  you  find 
yourself  lying  in  state,  but  upon  reading  the  details 
of  the  plan  I quickly  concluded  that  I had  been  as 
far  off  in  my  diagnosis  as  the  physician  who  once 
diagnosed  my  ailments  as  a figment  of  the  imagina- 
tion when,  as  I tried  to  tell  him,  my  imagination  was 
in  the  best  shape  it  had  been  in  for  years,  the  pain 
being  confined  exclusively  to  the  inside  of  my  stom- 
ach. 

People  who  can’t  afford  more  than  three  cents  a 
day  for  anatomical  upkeep  seldom  enjoy  the  pos- 
thumous pleasure  of  lying  in  state. 

Not  that  I think  three  cents  a day  is  to  be  sneezed 
at.  On  the  contrary,  if  my  experience  is  at  all  typi- 
cal a single  sneeze  will  set  a man  back  considerably 
more  than  three  cents  if  he  takes  it  seriously 
enough  to  ask  a doctor  what’s  causing  it. 

The  only  flaw  I can  find  in  the  plan  is  that  it 
seems  to  be  on  a cash  basis,  whereas  I maintain  that 
if  there  is  anybody  in  our  entire  economic  structure 
who  deserves  a lot  of  credit  it  is  a person  with  guts 
enough  to  climb  up  on  an  operating  table  and  let 
a comparative  stranger  take  them  out  in  job  lots. 

I believe  I am  in  a better  position  than  most  lay- 
men to  view  this  doctor-patient  problem  from  both 
sides.  As  the  son  of  a physician  I know  what  it 
means  to  have  a patient  string  along  until  he  is  in  so 
deep  the  doctor  simply  has  to  cut  him  off  his  call- 
ing list  and  then  see  the  son-of-a-gun  go  across  the 
hall  to  another  doctor  with  the  squawk  that  the  first 
doctor  doesn’t  know  a floating  kidney  from  gas  on 
the  stomach. 

As  a patient  I know  what  it  means  to  have  a doc- 
tor tell  you  there’s  nothing  wrong  with  you  and  then 
on  the  first  of  the  month  send  you  a bill  big  enough 
to  have  covered  the  situation  if  you  had  had  every 
disease  in  the  book. 

My  own  doctor  has  never  found  anything  wrong 
with  me  but  once  in  15  years  but  if  you  think  he 
hasn’t  been  charging  me  all  those  years  you’d  better 
get  wise  to  what’s  going  on  in  your  own  field  before 
you  find  yourselves  too  old  to  practice  and  nothing 
put  by  to  retire  on. 

The  one  time  he  did  find  something  wrong  he  gave 
me  three  months  to  live,  but  when  I told  him  with  a 
sardonic  smile  that  that  was  the  only  time  he  had 
ever  given  me  anything  it  made  him  so  sore  he  not 
only  charged  me  for  those  three  months  but  deliber- 
ately made  a monkey  out  of  his  own  diagnosis  by 
curing  me  so  he  could  go  on  charging  me  indefi- 
nitely. 

I would  have  quit  him  cold  if  he  hadn’t  saved  my 
life. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  Clyde  Roeder  is  visiting  friends  in  Omaha. 

Dr.  George  Pugsley  formerly  of  Bayard  has  locat- 
ed in  Lyman. 

Dr.  J.  W.  Baird  of  Arcadia  has  been  ill  for  the 
past  three  weeks. 

Dr.  H.  F.  Green  of  Scribner  has  gone  to  Chicago 
for  post-graduate  work. 

Drs.  C.  L.  and  J.  E.  Bowman  formerly  of  Loup 
City  have  located  in  Broken  Bow. 

Dr.  and  Mrs.  Richard  Young  of  Omaha  have  gone 
to  Europe  where  Dr.  Young  will  visit  the  various 
clinics. 

Dr.  J.  T.  Maxwell  of  Omaha  and  Dr.  D.  D.  Stone- 
cypher  of  Nebraska  City  visited  in  Rochester,  Minn., 
in  November. 

Dr.  W.  H.  Hamsa  of  Omaha  and  Dr.  Fritz  Teal  of 
Lincoln  coducted  a Crippled  Children’s  Clinic  at  Al- 
liance on  Nov.  19. 

Dr.  R.  S.  Wycoff  addressed  the  City  recreation 
staff  of  Lexington  on  “Hobbies  in  Nature”  the  early 
part  of  December. 

Dr.  G.  L.  Sandritter  addressed  the  Norfolk  Wo- 
man’s club  on  “Discovering  Ourselves,”  the  latter 
part  of  November. 

Drs.  John  R.  Nillson  and  C.  C.  Tomlinson  of  Oma- 
ha, with  their  families  visited  Sun  Valley,  Idaho  the 
latter  part  of  December. 

Dr.  and  Mrs.  H.  H.  Hawley  of  Blue  Hill  spent 
three  weeks  on  a tour  to  Mexico  the  latter  part  of 
November  and  early  in  December. 

Our  sympathy  goes  to  Dr.  and  Mrs.  B.  M.  Fletch- 
er of  Wahoo,  on  the  death  of  the  Doctor’s  brother, 
John  H.,  following  an  automobile  accident. 

Dr.  Claude  Selby  conducted  a round  table  discus- 
sion on  Obstetrical  Nursing  Care  at  the  recent  meet- 
ing of  The  Nebraska  Nurses’  Association,  District 
No.  4 in  North  Platte. 

After  spending  14  years  in  medical  missionary 
work  in  China,  Dr.  Max  Gentry  has  returned  to  his 
home  in  Gering  “for  good,”  according  to  the  Scotts- 
bluff  “Star  and  Herald.” 

Dr.  Hicken  gave  an  illustrated  lecture  on  “The 
Diagnosis  and  Management  of  Breast  Lesions,”  be- 
fore the  Greene  County  Medical  Society  at  Jeffer- 
son, Iowa  on  December  7. 

Dr.  J.  Warren  Bell,  formerly  the  director  of  ma- 
ternal and  Child  Health  Division  of  the  State  Health 
Department  is  now  director  of  the  National  Society 
for  the  Prevention  of  Blindness. 

Dr.  J.  G.  Woodin  of  Grand  Island  addressed  the 
Hastings  College  student  body  November  16  on  “A 
Medical  Man’s  Experience  on  a New  Frontier.”  Dr. 
Woodin  was  a Baptist  medical  missionary  in  Burma 
for  five  years. 

Dr.  Walter  Judd,  for  some  time  in  the  Mission- 
ary field  in  China,  is  touring  Nebraska,  speaking  on 
the  conflict  between  that  country  and  Japan.  He  is 
receiving  laudable  comment  from  the  press  for  his 
lucid  presentation  of  a most  difficult  problem. 

DEATHS 

Dr.  C.  C.  Impey,  Omaha,  graduated  from  Creigh- 
ton Medical  College  in  1904.  He  interned  in  Chicago 
and  returned  to  share  the  practice  with  his  father 
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in  Omaha,  with  whom  he  was  associated  until  1916, 
when  the  senior  Impey  died. 

Dr.  Impey  remained  in  Omaha  until  several 
months  ago,  when  through  ill  health  he  retired  and 
went  to  California.  Death  occurred  in  Oakland, 
Calif.,  on  December  12,  at  the  age  of  59  years.  Dr. 
Impey  is  survived  by  his  widow,  his  mother,  Mrs. 
Jennie  Impey  and  a son  now  interning  in  California. 

Dr.  Chas.  H.  Hoot,  Bassett,  graduated  from  the 
University  of  Nebraska  College  of  Medicine  in  1893, 
practicing  in  Bassett  since  graduation.  The  doctor 
had  been  ill  for  many  months,  death  occurred  at  the 
age  of  62,  on  December  14,  1938,  in  the  Methodist 
Hospital,  Omaha.  He  is  survived  by  a brother,  a 
daughter  and  a son,  Charles  M.  Root,  now  a student 
at  the  University  of  Nebraska. 

Dr.  David  J.  Wilson,  Omaha,  graduated  from  the 
Metropolitan  Medical  College  in  Chicago  in  1900.  He 
came  to  Omaha  in  1903.  Died  November  15,  1938  at 
the  age  of  74. 


BIRTHS 

To  Dr.  and  Mrs.  Chester  Q.  Thompson,  Omaha,  a 
son  on  November  23,  at  the  Clarkson  Hospital. 


COUNSELING  THE  TUBERCULOSIS 
PATIENT 

Not  only  medical  skill  is  necessary  to  restore  the 
tuberculosis  patient  to  a useful  life,  but  also  the  aid 
of  mental  hygiene,  social  welfare,  education,  train- 
ing and  placement  services.  Each  patient  must  be 
treated  as  an  individual,  yet  one  must  remember 
that  the  individual  is  not  an  assembly  of  parts  and 
functions  and  that,  therefore,  he  must  be  treated  as 
a whole.  Consequently  all  workers  in  the  tubercu- 
losis field  must  coordinate  their  services.  Vocation- 
al rehabilitation  is  closely  linked  with  medical  and 
social  services. 

Under  the  Federal  Rehabilitation  Act  of  1920  and 
the  subsequent  state  rehabilitation  acts,  tens  of 
thousands  of  men  and  women  with  physical  disabili- 
ties of  various  types  have  achieved  satisfactory  vo- 
cational adjustment.  It  has  been  amply  demon- 
strated that  the  rehabilitation  program  of  vocation- 
al counseling,  training  and  other  related  services 
can  and  does  make  physically  impaired  persons  em- 
ployable. Yet  comparatively  few  tuberculosis  pa- 
tients have  received  the  benefits  of  the  Rehabilita- 
tion Service.  Among  the  reasons  given  for  this  lack 
are  that  the  Rehabilitation  Service  has  shared  the 
widespread  fear  of  this  disease  and  the  belief  that 
very  few  cases  recover  sufficiently  to  become  employ- 
able. Another  reason  is  that  tuberculosis  patients 
represent  only  a small  fraction  of  the  large  number 
of  handicapped  persons  and  that  resources  are  limit- 
ed. The  remedy  for  this  lies  in  broadening  the 
scope  of  rehabilitation  service  through  legislation. 

Results  of  Counseling 

The  California  Board  of  Vocational  Rehabilitation 
has  at  this  time  a live  roll  of  659  tuberculosis  pa- 
tients and  ex-patients.  Each  year  since  1933  has 
seen  an  increase  in  the  number  enrolled.  During 
this  time  758  persons  (31%)  out  of  a total  of  2,418 
in  training  have  been  rehabilitated,  which  means, 
placed  in  a suitable  job  with  a fair  salary,  and  each 


year  the  proportion  of  those  rehabilitated  has  in- 
creased. 

How  permanent  is  the  rehabilitation  of  ex-pa- 
tients?  Of  209  individuals  rehabilitated  in  Los  An- 
geles County  during  the  period  of  1928  to  1936,  155 
(74%)  are  still  employed;  whereas  in  a control 
group  of  98  individuals  discharged  from  sanatoria 
who  had  not  received  training,  the  number  still  em- 
ployed is  34  (34%).  Not  so  favorable  was  the  dis- 
covery that  about  20%  of  the  rehabilitated  indivi- 
duals have  had  relapses  of  their  disease  and  eight 
(4%)  died,  though  the  work  was  not  the  cause  of 
death. 

Experienced  counselors  of  the  Vocational  Rehabili- 
tation Service  make  periodical  visits  to  sanatoria 
throughout  the  state.  They  counsel  patients  who 
have  been  selected  by  the  medical  director  and  who 
are  deemed  eligible  and  feasible  with  regard  to  fu- 
ture occupation.  Occasionally,  preliminary  guidance 
interviews  are  given  to  patients  not  yet  ready  for 
decision  but  who  need  reassurance. 

Vocational  training  is  seldom  a part  of  the  sana- 
torium program.  We  believe  that  selected  reading 
activities,  adult  education,  and  occupational  therapy 
fit  better  into  the  sanatorium  situation,  with  as 
much  prevocational  emphasis  as  may  be  desirable 
in  individual  cases.  Nevertheless,  training  is  occa- 
sionally provided  for  selected  patients  whose  condi- 
tion is  at  least  quiescent  and  improving  to  indicate 
discharge  within  a reasonable  time,  and  assuming 
that  training  facilities  are  or  can  be  made  available. 
Approvimately  8%  of  our  tuberculosis  cases  start 
their  training  before  discharge,  either  in  one  of  the 
five  sanatorium  commercial  classes  conducted  by 
the  Bureau,  or  by  means  of  correspondence  courses, 
or  through  employment  training  in  sanatorium  jobs. 
The  advantages  of  this  early  start  are  improved 
morale,  service  as  a hardening  process,  shortening 
of  period  of  continued  training  after  discharge  and 
often  either  immediate  or  at  least  quicker  place- 
ment. Training  is  always  in  accordance  with  medi- 
cal advice  starting  with  a few  minutes  daily  and  in- 
creasing as  the  patient’s  condition  permits. 

Training  is  usually  provided  after  discharge  and 
after  a period  of  adjustment  to  home  conditions. 
The  start  is  on  a part-time  basis,  increasing  to  full 
time  as  condition  warrants,  and  provision  is  always 
made  for  medical  follow-up.  Each  training  pro- 
gram is  made  to  fit  the  particular  needs,  interests, 
and  convenience  of  the  individual  trainee  to  the 
greatest  extent  possible;  never  do  we  try  to  fit  the 
trainee  into  a cut-and-dried  uniform  program.  Un- 
der these  conditions  we  find  that  training  may  be 
successfully  followed  which  results  in  successful  re- 
habilitations. 

Counseling  and  Training  Tuberculosis  Patients  for 
Suitable  Employment,  H.  D.  Hicker,  Transactions  of 
the  National  Tuberculosis  Assn.,  1938. 

For  advice  concerning  the  vocational  rehabilita- 
tion of  recovered  tuberculosis  patients,  consult  your 
tuberculosis  association  or  the  state  vocational  re- 
habilitation service  of  the  state  department  of  edu- 
cation. 


Far  from  being  a curse,  eyeglasses  are  in- 
deed a blessing,  without  which  the  majority 
of  people  would  be  unable  to  cope  with  the  de- 
mands of  civilization. — Hygeia. 
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Distortions  Accompanying  Congenital 
Single  Lip  Cleft" 

VILRAY  P.  BLAIR,  M.  D., 

St.  Louis 


I am  very  much  flattered  by  being  asked 
to  come  before  you.  What  I bring  is  rather 
an  anticlimax  after  the  presentation  just 
made.  Mine  is  purely  mechanical,  and  it  is 
justified  only  because  of  the  good  that  may 
be  accomplished  by  proper  performance  of 
the  work. 

To  obtain  satisfactory  restoration  of  a 
harelip,  one  must,  before  closing  the  cleft, 
recognize  and  plan  for  the  correction  of  in- 
cidental displacements  in  each  particular 
case.  These  are  mostly  of  degree  rather 
than  of  kind,  but  if  not  properly  accounted 
for  the  happiness  of  a lifetime  may  be  un- 
necessarily compromised. 

In  the  time  at  my  disposal,  I will  be  able 
to  advantageously  present  but  one  element  in 
these  variations,  that  is  the  relative  positions 
of  the  divided  alveolar  process,  the  lip,  alae 
and  columella  to  each  other  and  to  the  other 
features. 

In  a complete  through  and  through  single 
cleft,  the  maxillae  are  each  pushed  laterally, 
and  the  septum,  which  tends  to  retain  its 
central  position,  turns  laterally  at  or  near  its 
lower  border  to  meet  the  palate  process  of 
the  uncleft  side  and  the  premaxilla  rotates 
so  that  the  border  that  edges  the  cleft  is  car- 
ried forward  of  its  fellow.  In  this  way  the 
alveolar  cleft  may  be  as  wide  as  the  palate 
cleft. 

In  a complete  double  cleft,  the  lower  bor- 
der of  the  septum  remains  free  in  the  mid- 
line, but  the  premaxilla  and  prolabium  have 

♦Presented  at  the  annual  meeting  of  The  Nebraska  State  Med- 
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been  carried  forward  to  its  extreme  tip  and 
may  be  twisted  laterally  in  either  direction. 
If  the  cleft  is  interrupted  by  a transverse 
bar  of  soft  tissue  across  the  floor  of  the  nos- 
tril, no  matter  how  slight,  this  will  prevent 
wide  spreading  of  the  bone,  but  regardless  of 
width,  the  lip  repair  must  bridge  the  gap. 

THE  ALVEOLAR  CLEFT 

In  spite  of  much  that  has  been  written  to 
the  contrary,  we  still  follow  the  dictates  of 
the  early  operators  of  the  past  century,  who, 
beyond  sufficient  undermining  of  the  lip  and 
cheek  to  permit  bridging  the  gap,  disregard- 
ed the  width  and  position  of  the  bony  cleft 
in  closing  a single  harelip.  (Fig  1.)  We  have 
gone  further  by  making  this  the  routine  also 
for  double  clefts  because  we  have  had  ample 
personal  observation  demonstrating  that  pre- 
liminary forceful  approximation  of  the  di- 
vided fragments  of  the  alveolar  arch  by 
either  bone  cutting,  crushing  or  wiring  is 
not  only  unnecessary  but  will  on  the  average 
give  much  poorer  results  than  can  be  gradu- 
ally obtained  by  simple  pressure  of  the  re- 
paired lip.  The  former  procedure  which  was 
condemned  in  surgical  writings  before  1825, 
was  later  revived  and  is  now  rather  generally 
discredited. 

POSITION  OF  THE  LIP 

The  normal  position  of  a young  baby’s  up- 
per lip  is  symmetrically  placed  well  in  front 
of  the  retreating  chin  and  lower  lip  (Fig. 
2 — C).  Any  operation  which  too  early  brings 
a baby’s  upper  lip  into  a position  in  relation 
to  its  fellow  that  might  be  normal  for  a later 
period  of  its  development  is  apt  to  eventually 
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cause  an  objectionable  retraction.  Regard- 
less of  the  presence  or  absence  of  an  alveolar 
cleft  or  its  width,  in  a complete  cleft  of  the 
lip  extending  through  the  floor  of  the  nostril, 
both  halves  of  the  lip  and  the  base  of  the 


trum  and  the  boundaries  of  its  triangular 
base  being  marked  off  by  the  mouth  corners 
and  the  upper  end  of  the  philtrum,  and  in  an 
early  repair  great  care  should  be  exercised 
to  preserve  its  natural  prominence.  This  is 


Fig.  1 

columella  will  spread  away  from  the  midline. 
(See  Fig.  1 — A,  B,  D and  F).  Simple  closure 
of  the  cleft  lip  will  not  of  itself  correct  these 
displacements.  A baby  commonly  has  a 
short  upper  lip  of  rather  pyramidal  shape 
with  its  apex  at  the  lower  end  of  the  phil- 


facilitated  by  refraining  from  direct  surgical 
attack  on  the  bone,  by  advancing  the  two 
halves  of  the  lip  on  the  maxillae,  and  by 
switching  tissue  from  the  upper  part  of  the 
lip  to  the  lower  border  in  making  the  repair. 
(Fig.  1 — F and  G). 
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THE  NOSTRIL 

These  should  be  symmetrical  both  in  con- 
tour and  position.  In  the  presence  of  a par- 
tial single  lip  cleft,  the  position  and  the  shape 
of  the  two  openings  seldom  coincide,  the  long- 
diameter  of  the  one  above  the  cleft  being- 
more  horizontal  than  its  fellow  with  a cor- 
responding flattening  of  the  ala  on  the  af- 


fected side.  (Fig.  1 — A and  D).  This  occurs 
in  partial  clefts  that  extend  but  part  way 
up  the  lip.  (See  Fig.  2).  In  the  more  pro- 
nounced instances  this  flattening  is  further 
exaggerated  by  some  backward  displacement 
of  the  opening.  (Fig.  3 — A).  In  a complete 
cleft  of  the  lip  extending  into  the  floor,  there 


than  is  the  covering.  In  restoring  the  annular 
form  of  a flattened  nostril  this  must  be  tak- 
en into  consideration  not  by  removing  any 
of  the  apparently  redundant  lining  but  by 
first  separating  the  lining  from  the  covering 
and  bringing  the  excess  of  lining  into  its 
proper  place  as  part  of  the  floor  of  the  nos- 
tril. (Fig.  1— C,  E and  G;  Fig.  2— B).  The 


complete  cleft  is  often  complicated  by  a 
downward  slump  of  the  alar  border  and  alar 
cartilage  and  a sliding  backward  of  that 
half  of  the  columella  upon  its  fellow.  (Fig. 
3— A). 

All  of  the  above  distortions  are  most  easily 
cared  for  as  part  of  the  operation  for  the  lip 


Fig.  2 


Fig.  3 


is  an  actual  widening  of  the  nostril  propor- 
tionate to  the  width  of  the  cleft,  with  a cor- 
responding flattening  of  the  arch  that  forms 
the  roof  and  sides.  Where  the  cleft  is  wide, 
the  ala  and  columella  together  may  become 
stretched  across  like  a bow  string  (Fig.  1 — A, 
D and  F).  The  lining  of  a tube  that  has  any 
thickness  in  its  wall  is  of  less  circumference 


cleft  (Fig.  3— A,  B and  C),  but  if  this  oppor- 
tunity is  disregarded,  these  tend  to  increase 
rather  than  diminish  with  the  passage  of 
time  and  may  eventually  compromise  the 
symmetry  of  the  bony  frame  of  the  nose. 

The  man  who  undertakes  to  close  a harelip 
bears  a responsibility  that  is  too  often  not 
fully  appreciated. 


The  Extension  of  Operability  in  Carcinoma 
of  the  Stomach* 

KARL  MEYER,  M.  D.,  F.  A.  C.  S.,  and  PHILIP  SHAPIRO,  M.  D.,  F.  A.  C.  S. 

From  the  Cook  County  Hospital  and  the  Departments  of  Surgery  and 
Physiology  of  Northwestern  University  Medical  School 
Chicago. 


The  factors  which  increase  operability  in 
carcinoma  of  the  stomach  are  earlier  diag- 
noses, reduction  in  operative  risk  and  im- 
proved palliative  procedures.  The  import- 
ance of  early  diagnosis  cannot  be  over-em- 
phasized(1).  This  responsibility  involves  the 
patient,  physician  and  community. 

The  community  must  spread  knowledge 
concerning  cancer  to  its  constituents  so  that 
recognition  of  its  earliest  symptomatology, 
insistence  on  thorough  and  accurate  diagno- 
sis and  acquaintance  with  the  improving 
therapeutic  possibilities  may  replace  the  ex- 
isting, destructive,  blind  fear(2). 

It  must  also  make  available  to  indigent  pa- 
tients all  the  facilities  of  modern  medicine 
for  diagnosis  and  treatment,  so  that  financial 
considerations  need  not  be  a deterrent  to 
proper  management  of  the  problem. 

The  physician  cannot  make  an  early  diag- 
nosis unless  the  patient  presents  himself 
promptly (3).  There  are  three  chief  periods 
of  procrastination.  The  first,  or  pre-clinical 
period  is  almost  beyond  control,  and  will 
probably  always  throw  a variable  factor  into 
carcinoma  therapy.  It  is  the  time  between 
the  onset  of  the  malignant  lesion,  and  its  de- 
velopment to  the  point  where  it  begins  to 
produce  symptoms.  This  period  will  vary 
with  the  speed  of  growth  and  invasiveness 
of  the  lesion,  with  its  location  in  relation  to 
strategic  physiologic  points,  with  incidental 
or  accidental  complications,  and  with  the 
sensitivity  of  the  patients  to  various  discom- 
forts. This  silent  period  admits  diagnosis 
only  as  an  accident  of  routine  gastric  x-ray 
examination.  To  be  of  value  in  early  diag- 
nosis during  the  symptomless  period,  gastric 
x-rays  would  have  to  be  repeated  so  often, 
probably  every  three  months,  as  to  make  the 
procedure  impractical. 

The  second  or  pre-medical  period  of  delay 
can  be  shortened1 4).  The  average  time 
from  the  onset  of  recognized  symptoms  to 
the  first  medical  consultation  is  six  months, 
because  it  seems  to  be  current  opinion  among 
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the  laity  that  one  should  wait  for  six  months 
before  consulting  a physician  about  such  a 
common  and  trivial  symptom  as  “indiges- 
tion.” This  period  will  vary  with  the  stam- 
ina of  the  patient  and  with  his  intelligence. 
It  is  unfortunate  that  carcinoma  is  milder  in 
its  onset  than  is  any  other  gastric  lesion. 
The  symptoms  may  not  even  be  gastric,  but 
comprise  only  general  asthenia  and  malaise. 
They  may  appear  as  a mild  distress,  anorexia 
or  nausea  in  a patient  who  has  never  before 
had  any  stomach  trouble.  The  worst  clinical 
pitfall  however  is  encountered  when  these 
symptoms  arise  as  a recurrence  of  a some- 
what similar  complaint  which  the  patient  re- 
members he  suffered  years'  ago,  or  as  an 
insidious  exacerbation  of  a continuous,  long 
standing  distress(5).  Familiarity  breeds  neg- 
lect, and  some  patients  will  not  come  in  un- 
til vomiting,  hemorrhage  or  severe  pain  su- 
pervene. 

It  is  a strange  fact  that  when  doctors  them- 
selves develop  gastric  carcinoma,  they  pro- 
crastinate about  as  long  as  do  lay  patients (6). 
They  as  well  as  their  patients  are  “too  tough 
for  their  own  good.”  The  public  should  be 
educated  to  present  itself  for  diagnosis  when- 
ever symptoms  persist  for  more  than  one 
month.  Minor  lesions  subside  in  this  time. 
Lesions  of  longer  duration  even  if  benign  de- 
serve at  least,  diagnosis.  This  applies  espe- 
cially to  patients  over  40  years  of  age,  but 
holds  also  for  younger  patients.  Seven  per 
cent  of  gastric  carcinomas  occur  in  patients 
under  40,  and  it  is  particularly  in  the  young- 
er subjects  that  carcinoma  is  likely  to  be 
even  more  malignant  and  the  necessity  for 
prompt  intervention  be  correspondingly 
more  urgent. 

The  third  or  pre-surgical  period  of 
delay  is  laid  chiefly  at  the  door  of  the 
physician.  The  physician  cannot  be  re- 
sponsible for  the  patient’s  lack  of  coopera- 
tion, but  within  his  province  he  must  be 
keenly  aware  of  the  frequency  of  gastric 
carcinoma  and  of  its  range  of  diagnostic  dif- 
ficulties. The  average  time  between  the  first 
visit  to  a doctor  and  decisive  treatment  by 
operation  varies  in  selected  groups  from  two 
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to  eight  months.  Most  of  this  time  is  occu- 
pied in  establishing  diagnosis.  The  worst  fac- 
tors in  this  delay  are  hesitancy  in  applying 
laboratory  procedures,  the  clinical  resem- 
blance between  benign  and  malignant  lesions, 
and  the  method  in  vogue  of  differentiation 
by  a prolonged  therapeutic  test  period. 

Persistant,  occult  blood  in  the  stools  on  a 
meat-free  diet  must  never  be  disregarded. 
The  demonstration  of  moderate  acidity  under 
an  Ewald  test  meal  by  no  means  excludes 
carcinoma.  Higher  acidities  are  found  in  the 
more  malignant  ulcerating  and  infiltrating 
types  of  carcinoma  than  in  the  less  malig- 
nant polypoid  forms.  Anacidity  is  chiefly  a 
late  sign  of  secondary  gastritis.  The  x-ray, 
supported  in  selected  cases  by  the  gastro- 
scope,  will  establish  the  diagnosis  of  carcin- 
oma in  95  to  98%  of  the  cases.  The  diagnosis 
becomes  more  difficult  however  in  the  differ- 
entiation between  benign  and  malignant  ul- 
cers. While  benign  ulcers  may  be  large  or 
may  be  located  anywhere  in  the  stomach  or 
duodenum,  it  is  safer  to  regard  any  ulcer  on 
the  gastric  side  larger  than  a silver  quarter, 
and  any  of  any  size  which  is  situated  off  the 
“magenstrasse”  as  carcinoma  until  proved 
otherwise (7>.  Even  diminuation  of  such  an 
ulcer  under  medical  management  does  not 
exclude  malignancy  because  this  treatment 
may  only  relieve  the  inflammatory  com- 
ponent of  an  ulcerating  carcinoma.  This  dif- 
ferentiation carries  with  it  a possibility  of 
error  of  20%,  and  in  case  of  doubt  it  is  not 
justifiable  to  subject  the  patient  to  a thera- 
peutic test  period  of  longer  than  three  weeks 
duration.  The  conditions  of  the  test  should 
include  diminution  of  the  ulcer,  amelioration 
of  symptoms  and  the  cessation  of  occult 
blood  in  the  stools.  If  these  conditions  are 
not  met  within  three  weeks,  it  is  safer  to  ex- 
plore than  to  wait  for  a longer  and  disastrous 
delay  to  certify  the  diagnosis. 

It  is  better  to  have  a less  precise  diagnosis 
before  exploration  and  a more  favorable 
prognosis.  Even  at  the  operating  table  it 
may  be  difficult  for  a trained  surgical  path- 
ologist to  distinguish  between  gastric  car- 
cinoma and  ulcer.  With  the  help  of  a frozen 
section,  this  may  now  more  readily  be  ac- 
complished. If  at  this  point  in  occasional 
cases  the  diagnosis  be  still  in  doubt  it  will  be 
safer  to  resect,  because  even  if  the  lesion 
proves  to  be  benign,  resection  is  still  good 
treatment  for  it,  and  the  possibility  of  car- 
cinoma is  eradicated.  Frequent  exploration 
to  accelerate  diagnosis  in  doubtful  cases  will 


pay  for  itself  therapeutically.  It  is  just  in 
these  early  doubtful  lesions  that  adequate  re- 
section is  easier  to  accomplish,  with  the  low- 
est mortality  and  the  highest  percentage  of 
five  year  cures (8). 

That  early  diagnosis  is  itself  important  in 
reducing  operative  risk  has  been  demonstrat- 
ed repeatedly.  The  early  cases  requiring  only 
a moderate  resection  with  the  patient  still 
in  good  condition  and  the  perigastric  tissues 
free,  carry  an  operative  mortality  of  20%. 
Where  adhesions  to  neighboring  organs 
have  developed  requiring  partial  excision  of 
the  latter  in  order  to  remove  completely  the 
grossly  evident  carcinoma,  the  mortality  rises 
over  40%(10).  When  total  gastrectomy  is  re- 
quired, the  mortality  is  57%.  Part  of  the 
reduction  in  operative  mortality  in  gastric 
carcinoma  in  the  last  fifteen  years  has  come 
from  the  inclusion  of  a larger  proportion  of 
early  cases.  The  remainder  of  the  improve- 
ment is  attributable  to  better  preoperative 
preparation,  anesthesias,  standardization  of 
technic  and  post-operative  care(n). 

The  pre-operative  preparation  now  in- 
cludes blood  transfusion  to  combat  anemia, 
and  intravenoclysis  of  adequate  water,  glu- 
cose and  sodium  chloride  to  combat  dehydra- 
tion, starvation  and  chemical  unbalance (12). 
At  the  same  time,  the  stomach  if  distended 
by  an  obstructing  malignancy  is  decom- 
pressed by  a Levine  tube  with  constant  suc- 
tion. The  organ  is  thus  restored  to  its  nor- 
mal resting  size,  so  that  post-operative 
shrinkage  of  the  stoma  after  anastomosis  is 
anticipated.  The  obstructive  edema  of  the 
gastric  wall  disappears  and  mural  circula- 
tion is  so  improved  that  healing  in  the  suture 
line  is  insured (13).  In  the  presence  of  hypo- 
acidity or  anacidity  gastric  operations  lead 
more  frequently  to  infection  and  non-healing 
because  of  lack  of  the  bacteriostatic  proper- 
ties of  gastric  acid.  To  correct  this,  the  suc- 
tion is  shut  off  for  one  hour  four  times  a day 
while  60  drops  of  dilute  hydrochloric  acid, 
U.  S.  P.  in  4 ounces  of  water  or  beef  juice  is 
given  through  the  Levine  tube(14).  Beef 
juice  is  preferable  because  it  adds  a hemato- 
poietic factor.  In  the  absence  of  obstruction, 
where  there  is  no  necessity  for  Levine  tube 
decompression,  anacidity  is  corrected  by  giv- 
ing orally,  1000  c.  c.  of  sweetened  0.25%  hy- 
drochloric acid  daily(15). 

A variety  of  anesthetics  is  available.  Re-, 
section  can  be  accomplished  under  nitrous  ox- 
ide, ethylene,  cyclopropane,  spinal,  splanch- 
nic or  local  anesthesias(16).  Exploration  un- 
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der  local  anesthesia  has  alone  increased  the 
operability  of  gastric  carcinoma  by  12%. 
There  is  no  impressive  reduction  in  pulmon- 
ary complications  under  spinal  or  peridural 
anesthesias,  but  they  do  offer  some  advant- 
age in  the  quiet,  contracted  intestine  which 
makes  exploration  and  closure  easier.  The 
most  important  single  factor  in  reducing 
complications  usually  ascribed  to  anesthesia 
will  probably  be  thorough  medical  study  with 
attention  directed  specifically  to  upper  res- 
piratory, pulmonary,  cardiac,  renal  or  intes- 
tinal disturbances  which  may  be  found. 

Adequate  exposure  and  thorough  explora- 
tion are  stressed  at  the  onset  of  the  opera- 
tion (17>.  Hemorrhages  from  the  gastric  wall 
is  controlled  by  individual  ligation  of  the  sub- 
mucosal vessels  in  the  stoma  line.  Accurate 
approximation  of  tissues  reduces  the  amount 
of  infolding  as  well  as  the  tension  at  the  su- 
ture line.  It  is  not  catgut,  silk  or  linen  which 
make  a gastro-intestinal  anastomosis,  but 
fibroblasts,  and  these  must  not  be  disturbed 
by  tight  tying,  poor  circulation  or  operative 
trauma.  Suture  is  done  only  in  healthy  tis- 
sues. The  angles  of  the  anastomosis,  espe- 
cially the  lower  one,  are  carefully  protected 
to  prevent  leak(18). 

Post-operative  care  includes  transfusion, 
intravenocylsis  and  decompression*19).  Car- 
bon dioxide  hyperventilation  of  the  lungs,  ju- 
dicious administration  of  morphine,  adhesive 
splinting  of  the  wound  but  not  of  the  chest, 
and  early  resumption  of  activity  improve  the 
pulmonary  and  cardiac  situation.  Careful  at- 
tention to  all  these  details  has  reduced  the 
operative  mortality,  on  an  average,  by  about 
20%.  Kocher  reduced  his  gross  mortality 
from  35%  down  to  9%,  and  Newburger  re- 
ports a reduction  from  58%  down  to  15%(20). 

With  the  reduction  in  operative  mortality 
the  dread  of  decisive  action  in  carcinoma 
therapy  has  been  reduced  considerably.  It  is 
conceded  that  radical  surgery  offers  the 
only  hope  in  the  successful  treatment  of  gas- 
tric carcinoma.  Without  it  the  patient  is 
doomed,  with  an  average  duration  of  life  of 
seven  months.  With  radical  surgery  per- 
formed before  the  adjacent  lymph  nodes  are 
involved,  the  mortality  can  be  kept  below 
20%,  and  48%  of  three-year  cures  can  be 
obtained*21).  Yet  the  great  majority  of  pa- 
tients still  run  the  entire  course  of  the  dis- 
ease without  an  attempt  to  save  them.  In  a 
group  of  patients  who  died  of  gastric  car- 
cinoma 23%  had  no  demonstrable  metastases 
even  at  autopsy.  If  these  patients  had  been 


operated,  many  of  them  would  have  been 
cured.  Even  with  the  adjacent  lymph  nodes 
and  viscera  involved,  the  mortality  of  com- 
plete excision  rises,  but  18%  three-year  cures 
can  still  be  obtained*23). 

The  question  of  resectability  cannot  al- 
ways be  answered  by  clinical  examination  or 
by  x-ray (24).  Exploration  is  required  not 
only  to  establish  early  diagnosis  but  to  deter- 
mine resectability.  Every  patient  with  gas- 
tric carcinoma  should  be  given  the  benefit  of 
exploration  unless  he  is  in  too  poor  condition 
or  unless  there  are  skin,  bone  or  pulmonary 
metastases,  extensive  liver  or  pelvic  meta- 
stases, or  ascites(25).  Some  70%  of  the  cases 
in  whom  carcinoma  is  diagnosed  warrant  ex- 
ploration. In  large  series,  simple  celiotomy 
which  can  be  done  even  under  local  anesthe- 
sia has  a mortality  of  only  6%.  The  subse- 
quent duration  of  life  in  cases  found  to  be 
non-resectable  averages  51/2  months*26). 
This  is  only  114  months  less  than  the  aver- 
age duration  of  life  in  unoperated  carcinoma. 
In  return  for  this  minor  loss  and  for  its 
small  immediate  mortality  exploration  will 
disclose  resectability  in  50%  of  the  lesions 
which  appear  to  be  unresectable  by  clinical 
examination  and  in  15%  of  the  lesions  which 
appear  to  be  unresectable  at  x-ray(27). 

A large  palpable  mass  does  not  preclude 
resection.  Twenty-eight  per  cent  of  resect- 
able lesions  present  a large  mass  which  can 
be  palpated  externally*28).  Indeed  the  large 
fungating  polypoid  masses  may  have  a bet- 
ter prognosis  than  the  small  infiltrating  im- 
palpable carcinomas.  The  large  mass  palp- 
able externally  may  not  be  carcinoma  at  all, 
but  only  secondarily  inflamed  lymph  nodes 
or  rolled  omentum.  A long  duration  of 
symptoms  does  not  necessarily  imply  a grave 
prognosis(29).  In  statistical  material  it  often 
is  associated  with  a better  prognosis  (35% 
cures  in  cases  with  symptoms  of  over  12 
months  duration  as  compared  with  12% 
cures  in  those  with  symptoms  under  12 
months  duration.  The  longer  histories  here 
imply  a slower  tempo  of  growth.  Brief  his- 
tories of  rapidly  growing  carcinoma  may  be 
much  more  serious. 

Old  age  does  not  necessarily  contra-indi- 
cate resection.  With  good  preparation,  eld- 
erly patients  tolerate  operation  very  well. 
Furthermore,  carcinoma  in  older  patients 
usually  is  more  scirrhus  in  type,  slower  in 
growth  and  has  a better  prognosis.  There 
are  33%  cures  in  the  age  group  of  45  to  55 
as  compared  with  25%  cures  in  the  group 
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from  35  to  45.  The  linitis  plastica  type  of 
diffuse  but  highly  desmoplastic  carcinoma  in 
old  age  is  an  outstanding  example.  Wide 
gastrectomy  may  be  required,  but  the  prob- 
ability of  cure  is  excellent(30). 

The  grade  of  malignancy  cannot  be  deter- 
mined before  operation.  A small  lesion  of 
Grade  III  or  IV  may  give  widespread  meta- 
stases  long  before  a large  one  of  Grade  I or 
II.  The  percentage  of  curability  is  20  in  the 
former  as  compared  with  55  in  the  latter. 
About  15%  of  gastric  carcinomas  are  situ- 
ated so  high  on  the  lesser  curvature  that  re- 
section is  almost  impossible(31).  Yet  at  times 
lesions  which  appear  to  be  very  high  by 
x-ray,  are  found  at  operation  to  be  lower  and 
within  range  of  resection.  The  cardia  lesions, 
when  they  can  be  resected  give  a higher  per- 
centage of  cures,  40%,  than  do  the  pyloric 
ones,  28%.  Large  masses  of  lymph  nodes 
draining  corpus  lesions  have  at  times  a bet- 
ter prognosis  than  small  nodes  draining  the 
pylorus  because  the  former  are  easier  to  re- 
sect and  also  often  accompany  a less  invasive 
type  of  carcinoma(32). 

Lesions  which  appear  to  be  immobile  clin- 
ically may  be  fairly  moveable  under  opera- 
tive anesthesia.  Even  at  operation  what 
first  looks  unresectable  because  of  adhesions 
may  come  loose  once  the  division  of  adhe- 
sions is  begun.  A little  balanced  judgment 
is  here  required  however  in  order  to  avoid 
getting  into  more  than  can  be  handled.  It 
will  be  found  that  radical  complete  extirpa- 
tion resection  with  the  expectation  of  cure 
will  be  possible  in  33%  of  the  patients  ex- 
plored^3). There  will  be  an  immediate 
gross  mortality  of  25%.  In  25%  of  the  re- 
mainder, cure  will  be  obtained  and  the  rest 
are  given  at  least  a new  lease  on  life.  The  av- 
erage duration  of  life  after  resection  is  4 3/4 
years  and  this  period  is  rendered  comfort- 
able(34). 

That  resection  is  indicated  not  only  as  a 
curative  procedure  but  as  effective  palliation 
has  not  been  emphasized  sufficiently.  With- 
out resection,  the  average  length  of  life  after 
operation  of  51/2  months  is  blotted  by  con- 
stant pain,  continuous  hemorrhage,  sepsis 
from  necrotic  carcinomatous  masses  or 
starvation  from  obstruction.  These  difficul- 
ties can  be  obviated  best  by  resection ( 35 ). 

Gastro-enterostomy  has  been  found  futile 
as  a paliative  measure (36b  The  usual  mor- 
tality of  28%  is  about  as  high  as  for  pallia- 
tive resection.  In  the  absence  of  definite  ob- 


struction the  anastomosis  does  not  function. 
■Of  250  c.  c.  placed  into  an  unobstructed 
f stomach  with  a gas tro-jej unostomy  only  11 
rc.  c.  were  found  to  pass  through  the  new 
stoma(37).  In  the  presence  of  obstruction, 
the  stoma  does  function,  but  irritating  gas- 
tric contents  still  bathe  the  carcinomatous 
mass.  As  the  carcinoma  mass  extends  it  fi- 
nally involves  the  new  stoma  and  occludes  it. 
If  to  anticipate  this,  the  anastomosis  is  made 
high  on  the  corpus,  it  functions  poorly  from 
the  start.  The  average  duration  of  life  after 
gastro-enterostomy  is  8 3/4  months,  hardly 
better  than  the  duration  without  opera- 
tion ( 38  >. 

Jej  unostomy  and  gastrostomy  are  occa- 
sionally useful  makeshifts,  but  must  be  re- 
garded only  as  measures  of  despair^39).  Since 
they  are  done  usually  on  patients  in  the 
worst  condition  they  present  an  appalling 
mortality  of  75%,  and  those  who  survive  live 
on  an  average  no  longer  than  those  not  oper- 
ated at  all(40).  Gastrostomy  has  been  per- 
formed recently  in  an  attempt  to  apply  elec- 
tro-coagulatoin  or  radiotherapy  directly  to 
unresectable  carcinomas(41).  So  far,  the  re- 
sults have  not  been  encouraging.  Palliative 
external  radiation  alone  has  also  been  un- 
satisfactory because  90%  of  gastric  carcino- 
mas are  radioresistant.  Infection  within  the 
necrotic  carcinomatous  mass  augments  the 
radioresistance.  Furthermore  the  patients 
because  of  their  poor  general  condition  toler- 
ate radiotherapy  badly (42). 

The  only  effective  palliative  procedure  is 
resection<43>.  It  gives  the  patient  from  1 to 
5 years  of  an  active,  more  comfortable  life, 
until  he  dies  of  remote  and  usually  painless 
metastases.  There  is  always  the  outside 
chance  that  the  carcinoma  may  not  be  as  mal- 
ignant as  it  was  originally  considered.  Car- 
cinoma is  not  a mechanical  problem  of 
growth  and  spread.  It  is  a biologic  problem 
involving  virulence  and  resistance  and  other 
factors  so  poorly  understood  that  we  cannot 
afford  to  be  arbitrary  about  our  commit- 
ments (44)  (45). 

Local  adhesions  or  lymph  nodes  may  turn 
out  to  be  entirely  inflammatory.  Nodes  in 
the  liver  may  prove  to  be  benign  adenomas 
or  cirrhotic  changes;  even  actual  carcinoma 
masses  have  been  known  to  subside  after  the 
primary  tumor  was  removed.  We  should 
not  despair  then  completely,  if  all  the  meta- 
stases cannot  be  removed.  Resection  limited 
to  the  stomach  and  only  offered  as  a pallia- 
tive measure  may  turn  out  to  be  curative. 
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When  not  curative,  it  at  least  relieves  ob- 
struction, reduces  sepsis,  hemorrhage  and 
pain(46).  Only  huge  metastases  in  the  liver 
and  carcinomatous  peritonitis  should  contra- 
indicate palliative  resection.  Even  then  if 
there  is  obstruction,  operation  is  indi- 
cated^7). 

If  resection  is  reconsidered  not  for  cure 
but  only  for  palliative  removal  of  the  primary 
tumor,  it  is  found  that  in  100  incurable 
cases  at  operation,  43  can  be  resected,  leav- 
ing the  metastases  behind  (48).  This  in- 
creases the  index  of  resectability  by  about 
17%  in  the  patients  explored.  The  mortality 
in  this  group  is  even  lower  (32%)  than  in 
the  group  in  which  cure  is  sought  by  diffi- 
cult removal  of  the  primary  tumor  together 
with  all  the  large  metastases  to  which  it  is 
adherent,  (37  to  57%).  Even  with  metastases 
left  behind  this  group  gives  surprisingly 
good  results  in  31%  two-year  survivals  and 
10%  five  year  cures (49).  The  10%  five  year 
cures  is  difficult  to  correlate  with  the  sem- 
blance of  hopelessness  before  operation.  The 
degree  of  palliation  in  the  other  90%  how- 
ever wrould  alone  justify  the  operation. 

If  local  adherence  is  so  great  that  the  tu- 
mor cannot  be  removed,  it  is  sometimes  pos- 
sible to  divide  the  stomach  proximal  to  the 
lesion,  close  the  distal  end  and  perform  a 
polya  gastro-jej unostomy <50).  Pyloric  exclu- 
sion is  unsatisfactory  in  ulcer  cases  because 
it  leads  to  a high  incidence  of  gastro-jej unal 
ulcers.  This  difficulty  does  not  obtain  in  car- 
cinoma. Pyloric  exclusion  is  much  superior 
to  simple  gastro-jej  unostomy  because  the  tu- 
mor mass  is  completely  excluded  from  food 
irritation.  The  danger  of  carcinoma  perfora- 
tion is  reduced.  The  anastomosis  is  effective 
and  remains  free. 

When  infection  in  the  necrotic  carcinoma 
subsides  the  mass  may  so  reduce  in  size  and 
adherence  decrease  until  a resection  at  a sec- 
ond stage  may  be  reconsidered.  If  this  can- 
not be  done,  the  improvement  in  the  patient’s 
general  condition  and  the  increase  in  radio- 
sensitivity which  follows  subsidence  of  the 
infection  at  least  affords  an  opportunity  for 
trying  palliative  external  radiation  with 
some  prospect  of  success*51*. 

CONCLUSIONS 

Exploration  is  to  be  recommended  in 
some  70%  of  patients  with  carcinoma  of  the 
stomach.  In  the  differential  diagnosis  be- 
tween gastric  ulcer  and  carcinoma,  explora- 
tion is  preferable  to  an  unduly  prolonged 


therapeutic  test  period.  Frequently,  only  by 
exploration  can  the  question  of  resectability 
be  settled.  Many  cases  presumed  to  be  unre- 
sectable  before  operation,  are  found  to  be  re- 
sectable. Only  patients  in  poor  general  con- 
dition, with  ascites,  jaundice  or  extensive 
metastatic  deposits  are  denied  the  chance  of 
exploration. 

Resection  as  a curative  procedure  can  be 
offered  in  33%  of  the  patients  explored.  But 
even  with  widespread  metastases,  resection 
can  be  done  as  a palliative  procedure  in  an- 
other 17%  of  the  patients  explored.  Even  in 
this  apparently  hopeless  group,  10%  five 
year  cures  are  obtained  and  the  remainder 
are  given  from  one  to  five  years  of  a more 
active  and  comfortable  life.  As  a last  resort, 
in  cases,  in  which  resection  is  impossible,  ex- 
clusion of  the  tumor  with  gastro-jej  unosto- 
my gives  greater  palliation  than  does  simple 
gastro-jej  unostomy,  and  furthermore  opens 
the  possibility  for  second  stage  resection  or 
for  palliative  radiation. 
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Unnecessary  Treatment  in  Mitral 
Valve  Disease^ 

ARTHUR  L.  SMITH,  M.  D.,  F.  A.  C.  P., 
Lincoln,  Nebraska. 


The  reason  for  discussing  this  subject  to- 
night is  with  the  hope  of  preventing;  (1)  the 
pernicious  habit  of  condemning  many  who 
have  functional  heart  murmurs  to  some  form 
of  unnecessary  medication  and  instilling  into 
their  minds  the  unremovable  fear  of  heart 
disease;  (2)  the  unnecessary  retirement  of 
many  with  actual  mitral  valvular  disease  to  a 
life  of  invalidism  and  unproductiveness. 

RHEUMATIC  MITRAL  DISEASE 

The  active  course  of  this  disease  is  usually 
during  childhood  and  it  reaches  its  peak  at 

*Given  before  the  Lancaster  County  Medical  Society,  October 
5,  1937. 


about  ten  years  of  age.  Therefore,  if  we 
wish  to  see  adult  rheumatic  mitral  disease 
in  the  making  it  is  to  the  child  we  must  go 
and  carefully  follow  the  destructive  progress 
of  an  unknown  organism  after  it  invades  the 
blood  stream  and  sets  up  an  inflammatory 
reaction  in  the  small  arterioles  in  various 
parts  of  the  young  body — a disease  which  we 
call  rheumatic  fever.  When  we  think  of  rheu- 
matic fever  a picture  of  joint  inflammation 
is  the  dominating  symptom  brought  to  our 
minds,  but  this  is  not  true  in  children.  In 
early  life  its  affinity  is  for  the  heart,  while  in 
adults  it  usually  attacks  the  joints.  In  chil- 
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dren  it  often  relapses,  running  a chronic 
course,  and  sooner  or  later  the  arterioles  in 
the  heart  valves  are  affected. 

PATHOLOGY 

All  parts  of  the  heart  may  be  affected,  but 
the  mitral  valve  more  often  bears  the  brunt 
of  the  attack.  First  the  arterioles  become  in- 
flamed, the  blood  stream  blocked,  the  blood 
supply  to  the  leaflets  decreased,  ulcerations 
on  the  leaflet  borders  appear  and  vegetations 
may  develop.  This  is  the  active  disease  and 
as  healing  takes  place,  connective  tissue  re- 
places the  formerly  normal  structures.  Usu- 
ally the  leaflets  are  first  deformed  and  later 
the  entire  orifice  becomes  narrowed.  At 
times  the  valve  borders  become  adherent  and 
thus  the  orifice  is  decreased  early  in  the  dis- 
ease. Several  years  after  the  acute  infection 
the  gradually  contracting  scar  tissue  changes 
the  consistency  and  shape  of  the  mitral  ring 
and  the  valve  leaflets.  The  organism  causing 
rheumatic  fever,  though  discovered  many 
times,  is  not  known,  the  point  of  entrance 
into  the  body  is  not  known  and  why  it  affects 
the  mitral  valve  is  only  surmised. 

PATHOLOGIC  PHYSIOLOGY 

Adult  mitral  disease  is  really  not  a disease 
but  is  just  contracting  scar  tissue  which  hap- 
pens to  be  near  and  in  an  opening  through 
which  the  blood  flows  and  as  this  orifice  be- 
comes changed  anatomically,  the  mischief 
manifests  itself.  The  same  condition  appears 
when  a healed  ulcer  of  the  stomach  happens 
to  be  near  the  pyloric  opening  and,  as  the 
scar  contracts,  a pyloric  stenosis  results. 
Thus  we  see  there  are  not  two  functional- 
organic  changes  but  only  one,  which  is  due 
entirely  to  contracting  scar  tissue.  The  func- 
tional bloodstream  direction  change,  known 
as  mitral  regurgitation,  is  usually  the  earlier 
phase,  while  mitral  stenosis  is  usually  a later 
manifestation  in  the  scar-contracting  period. 
The  diagnosis  of  mitral  stenosis  is  not  made 
because  the  examiner  hears  a murmur  during 
a certain  cycle  of  the  heart  beat,  but  only 
when  there  are  corroborative  evidences  caused 
by  the  abnormality.  If  the  mitral  regurgita- 
tion is  really  due  to  rheumatic  heart  disease, 
then  sooner  or  later  all  the  symptoms  of  mi- 
tral stenosis  will  manifest  themselves,  for  the 
scar  tissue  will  slowly  but  surely  contract  and 
gradually  decrease  the  area  of  the  mitral 
opening.  By  means  of  the  phonocardiograph 
a mitral  presystolic  sound  can  be  photo- 
graphed before  it  can  be  heard  through  the 
stethoscope  Therefore,  the  disease  we  know 
as  mitral  stenosis  is  not  a disease  entity  but 


just  the  terminal  adult  stage  of  a disease 
which  starts  in  childhood  and  at  just  what 
stage  it  can  clinically  be  called  mitral  stenosis 
depends  upon  the  type  of  instruments  used 
to  discover  it.  I have  followed  many  cases 
of  rheumatic  fever  and  have  seen  hearts  pass 
through  the  above  phase  many  times  and 
many  other  physicians  with  whom  I have 
talked  have  had  the  same  experience. 

A diagnosis  of  mitral  heart  disease,  how- 
ever, should  never  be  made  on  a murmur 
alone  (or  on  any  other  one  symptom),  yet 
this  is  usually  the  basis  for  such  a conclusion. 

PROGRESSIVE  STAGES  IN  CLINICAL 
DIAGNOSIS 

During  different  stages  of  development  of 
mitral  disease  various  clinical  group-findings 
are  exhibited.  These,  of  course,  are  purely 
artificial  divisions  of  the  progress  of  cicatri- 
cial contractions  about  the  mitral  opening. 

Stage  one:  Systolic  murmur  at  the  apex, 
increased  heart  rate  and  no  change  in  the 
shape  of  the  heart,  may  be  beginning  mitral 
disease,  or  neurasthenia,  neurocirculatory 
asthenia,  anemia,  any  fever,  emotional  states, 
hyperthyroidism,  bad  suggestions  on  the  part 
of  the  examiner,  and  many  other  diseases  or 
functional  changes.  Therefore,  with  the 
above  symptoms  a mitral  disease  may  be  de- 
veloping or  not.  If  only  a systolic  murmur 
is  heard  at  the  apex,  even  if  widely  referred, 
and  there  are  no  other  abnormal  findings  tell 
the  patient  he  has  a normal  heart,  for  such 
lesions  are  harmless.  As  a rule,  delicate 
modern  cardiac  instruments  will  be  of  only 
negative  value  during  this  stage. 

Stage  two:  The  earliest  definite  diagnosis 
of  mitral  stenosis  is  now  possible  and  is  based 
upon  a presystolic  murmur  at  the  apex,  a 
snapping  first  mitral  sound,  an  accentuated 
pulmonic  second  sound,  and  some  enlarge- 
ment in  the  conus  pulmonalis.  The  “P”  wave 
in  the  electrocardiogram  may  be  split,  but  it 
is  too  early  for  a right  axial  deviation,  while 
the  fluroscopic  and  roentgram  examination 
can  only  show  no  more  than  an  enlarging 
conus  pulmonalis.  The  phonocardiogram 
should  show  the  presystolic  murmur  and  ac- 
centuated mitral  and  pulmonic  sounds.  A 
fairly  accurate  diagnosis  can  now  be  made. 

Stage  three : In  this  stage  add  to  the  fore- 
going findings  the  following:  A presystolic 
thrill,  mitral  configuration  of  the  heart  (en- 
larged left  auricle,  conus  pulmonalis  and  per- 
haps, right  ventricle) , as  shown  in  the  roent- 
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gram  and  fluroscopically,  the  right  axial  de- 
viation with  a change  in  the  “P”  wave  in  the 
electrocardiogram,  a definite  presystolic  mur- 
mur in  the  phonocardiogram  and  a decrease 
in  the  height  of  the  pulse  in  the  polygram. 

Stage  four:  A mid-diastolic  murmur  and 
thrill  now  appear  (this  is  definitely  shown  in 
the  phonocardiogram)  ; the  apex  moves  out 
to  the  left;  and  palpitation,  flushing  of 
cheeks,  dyspnea,  cyanosis  and  some  venous 
congestion  are  manifested.  The  blood  stream 
velocity  is  now  decreasing  as  shown  by  intra- 
venous decholin-sodium  tests. 

Stage  five:  The  apex  beat  is  wavy  and 
moves  toward  the  axilla,  the  heart  is  general- 
ly dilated,  while  tachycardia,  irregularities, 
orthopnea,  venous  congestion  and  low  exer- 
cise tolerance  dominate  the  clinical  picture. 

In  the  fourth  and  fifth  stages  circulatory 
failure  of  a greater  or  lesser  degree  is  present 
but  this  never  appears  until  the  heart  muscle 
is  losing  its  normal  tonicity  and  must  call  on 
the  myocardial  reserve.  Mitral  stenosis  alone 
cannot  cause  heart  failure  for  this  is  brought 
about  only  by  change  in  the  heart  muscle. 
Stress  must  be  placed  more  on  the  state  of 
the  heart  muscle  than  on  the  resistance  de- 
veloped in  the  decreased  size  of  the  mitral 
orifice.  No  symptoms  can  solely  be  ascribed 
to  the  deformity  of  the  valve  tissues. 

A brief  inspection  of  the  patient  tells  more 
as  to  the  heart  embarrassment  than  any  oth- 
er one  method.  The  history  of  circulatory 
failure — degree  of  dyspnea,  distention  of  cer- 
vical veins  and  the  amount  of  general  con- 
gestion— now  tell  the  story,  not  the  heart 
murmurs  or  the  delicate,  refined  modern  in- 
struments used  in  cardiac  diagnosis.  The  vi- 
tal capacity  and  the  speed  of  the  blood  stream 
vary  with  the  changing  contracting  power  of 
the  heart  muscle  and  it  may  be  necessary  in 
borderline  cases  to  use  these  at  times  to  de- 
finitely know  if  heart  failure  is  developing. 

In  functional  heart  disease  the  mitral  sys- 
tolic murmur,  the  loud  first  sound,  dyspnea, 
palpitation,  precordial  pain  and  weakness  can 
be  present,  but  the  vital  capacity  and  the 
velocity  of  the  blood  stream  will  be  normal. 
Systolic  murmurs  which  appear  after  exer- 
cise should  be  disregarded.  Breathlessness 
on  ordinary  effort  is  an  early  sign  of  heart 
muscle  disease,  but  no  valve  change  is  the 
cause  of  this  symptom.  Lewis  says,  “De- 
creasing the  mitral  opening  to  one-fourth  its 
normal  size  makes  little  difference,  for  a 
slight  rise  in  driving  power  overcomes  this.” 


TREATMENT 

When  the  myocardium  is  compensating 
properly  a person  should  never  be  put  to  bed 
or  given  digitalis  on  account  of  the  valvular 
lesion  alone.  In  decompensation  ambulatory 
digitalis  treatment  is  all  that  is  necessary. 
Only  in  the  terminal  stages  of  myocardial 
disease  should  the  patient  remain  in  bed,  that 
is,  when  the  mitral-diseased  heart  has  been 
decompensated  many  times  and  the  myocar- 
dial reserve  is  almost  exhausted  and  will  no 
longer  respond  to  digitalis  or  digitalis-like 
drugs. 

Before  decompensation  no  treatment  of 
any  kind  is  necessary  in  mitral  disease,  but 
if  the  physician  wishes  to  increase  the  rate 
of  contraction  of  the  scar  tissue  and  decrease 
the  work  tolerance  of  the  heart,  put  the 
patient  to  bed.  It  is  known  how  quickly  the 
normal  myocardium  is  weakened  when  a per- 
son must  stay  in  bed  and  this  is  true  to  a 
much  greater  degree  in  a damaged  heart. 

Many  go  through  life  without  any  treat- 
ment— if  the  lesion  is  not  discovered  by  some 
physician — and  their  expectancy  will  not  be 
decreased.  Only  a small  percentage  of  these 
adults  die  as  the  result  of  mitral  stenosis. 

These  patients  should  be  allowed  outdoor 
exercise  within  their  work  tolerance,  such  as, 
walking,  swimming  and  cycling,  for  this  gen- 
erally builds  up  the  strength  of  the  heart 
muscle.  If  a healthy  person  with  a normal 
heart  is  forbidden  exercise  he  will  develop 
heart  symptoms  when  he  is  again  allowed  to 
exercise.  So  if  this  is  true  with  a normal 
heart  how  much  more  true  it  can  be  with  a 
damaged  heart  muscle. 

They  must  be  allowed  to  continue  their 
regular  work — especially  professions,  “white 
collar”  jobs  or  any  trades.  In  fact,  the  only 
injurious  work  is  hard  physical  exertion, 
running  and  other  severe  strains  which  might 
overtax  the  heart  muscle.  They  should  never 
be  told  they  are  especially  handicapped  for 
bad  suggestion  causes  more  physical  and 
mental  anguish  than  the  disease  itself.  Oc- 
cupation of  mind  and  body  is  absolutely  es- 
sential to  prevent  physical  deterioration  in 
those  who  have  led  a busy,  active  life.  A 
young  man  with  a blowing  systolic  murmur 
has  climbed  higher  (up  Mt.  Everest)  than 
any  other  man  and  has  suffered  no  general 
physical  defect.  Since  these  patients  rarely 
die  suddenly,  the  physician  should  never  tell 
them  they  may  drop  dead  at  any  time  for  this 
is  not  only  not  the  truth,  but  it  is  cruel  be- 
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sides.  Tobacco  and  coffee  should  be  forbid- 
den because  they  increase  the  heart  rate, 
make  the  patient  conscious  of  the  heart  beat 
(palpitation)  by  increasing  the  irritability  of 
the  myocardium  and  also  increase  the  general 
nervousness.  The  weight  should  be  kept 
within  the  normal  range  by  a well  planned 
diet  of  proper  caloric  value. 

Digitalis  should  never  be  given  except  for 
one  condition — heart  failure.  Many  times 
the  patient  is  told  he  has  a “leaky  heart”  and 
this  drug  is  given  for  some  unknown  and 
useless  reason.  Sedatives  are  often  neces- 
sary, especially  after  the  patient  has  been 
informed  he  has  a “leaky  heart.”  At  such 
times  it  takes  much  time  and  patience  to 
overcome  the  psychic  damage  done  by  the 
thoughtless  physician  and  it  takes  consider- 
able explaining  to  convince  him  he  should 
continue  with  his  work  and  exercise.  In  Lin- 
coln much  psychic  heart  disease  results  from 
those  who  examine  persons  for  permits  to  en- 
ter swimming  pools,  many  being  told  they 
have  heart  murmurs  and  are  not  allowed  to 
swim.  It  is  especially  difficult  to  overcome 
such  pernicious  suggestion.  In  my  experi- 
ence a person  with  introspective  heart  com- 
plaints requires  more  care  to  restore  to  nor- 
mal than  any  other  type  of  psychoneurosis. 
Such  persons  must  not  be  allowed  to  drift 
into  invalidism  on  account  of  a physician’s  ig- 
norance or  carelessness. 

Suggestion  is  the  most  potent  treatment, 
but  the  physician  must  be  careful  not  to  give 
the  impression  he  is  unsympathetic  and  does 
not  fully  understand  the  problem  before  him. 
Most  of  the  symptoms  ordinarily  observed, 
except  in  the  last  two  stages,  are  due  to 
nervousness  resulting  from  improper  sugges- 
tions and  these  must  be  carefully  and  skill- 
fully neutralized. 

CASE  REPORTS 

Case  I.  The  following  is  the  history  of  a man,  49 
years  of  age,  who,  through  improper  suggestion,  was 
made  an  invalid  for  life  and  dependent  upon  society 
for  support. 

In  1927  he  was  a dentist  and  evidently  had  a good 
practice.  At  this  time  he  injured  some  part  of  his 
back,  and  while  in  the  hospital  one  physician  stated 
a mitral  regurgitation  was  heard  and  the  electro- 
cardiogram showed  a split  “P”  wave  and  a right 
axial  deviation,  these  latter  being  electrocardio- 
graphic signs  of  a mitral  stenosis.  He  had  no  signs 
of  infection  of  any  kind,  that  is,  his  pulse,  tempera- 
ture and  respiration  were  normal.  At  this  time, 
upon  learning  of  the  mitral  lesion,  he  began  to  have 
pain  in  the  precordial  area.  It  was  necessary  to 
give  him  nitroglycerin  and  luminal  to  overcome 
these  pains.  He  had  chills  which  were  evidently  of 


a nervous  origin  for  there  was  no  change  in  the 
temperature  at  any  time.  It  was  even  necessary  to 
give  him  morphine  at  times. 

In  a month  or  so  he  began  to  complain  of  dyspnea. 
When  he  was  dismissed  from  the  hospital  after  a 
three  months  stay  he  evidently  considered  himself 
a heart  invalid,  believing  he  had  both  angina  pec- 
toris and  mitral  stenosis.  Of  course,  it  is  well- 
known  this  combination  is  very  rare. 

Roentgrams  of  the  heart  were  taken  by  competent 
roentgenologists  in  1930,  1931,  1934,  1937  and  1938 
and  at  no  time  have  the  roentgrams  shown  any 


Illustration  1.  (Case  I).  Roentgram  (1937)  taken  10  years 
after  discovery  of  mitral  disease  and  discontinuance  of  all  gain- 
ful work.  Slight  bulging  of  left  auricle.  Left  cardiac  diameter 
2.7  times  right.  Cardio-thoraeic  diameter  (.46)  is  normal.  No 
stasis  in  lungs. 

change  in  the  outline  of  the  heart,  anteroposteriorly. 
Also  the  cardio-thoracic  diameter  ratio,  as  well  as 
all  other  measurements,  was  normal.  Some  roent- 
grams were  taken  in  an  oblique  position  in  1938  and 
by  all  accurate  and  careful  measurements  there  was 
no  enlargement  of  the  left  auricle  into  the  retro- 
cardial  space. 

During  this  period  of  eleven  years  following  his 
stay  in  the  hospital  he  has  had  irregular  pains  in  the 
precordial  area,  sometimes  severe  and  at  times  only 
slight,  lasting  from  a short  time  to  many  days.  He 
has  really  been  able  to  do  many  things,  some  of 
which  are  strenuous.  He  was  told  after  leaving  the 
hospital  he  could  not  engage  in  the  practice  of  den- 
tistry and  has  engaged  in  no  gainful  occupation 
since  that  time.  However,  he  has  done  many  things 
which  physicaly  demand  more  stamina  than  is  re- 
quired in  the  practice  of  dentistry,  such  as;  no  his- 
tory of  constant  or  increased  dyspnea  when  walking 
long  distances  (as  far  as  60  city  blocks),  shoveling 
snow,  going  up  steps  quickly,  pumping  up  automo- 
bile tires,  climbing  fences,  hunting  pheasants,  firing 
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a furnace,  and  swimming  at  least  100  feet  and  he 
went  through  one  siege  of  pneumonia. 

At  no  time  during  this  period  of  time  was  he  giv- 
en digitalis.  He  could  aways  sleep  on  one  pillow, 
and  never  had  any  edema.  He  became  the  father 
of  several  children  during  this  period  of  invalidism. 

He  had  a normal  response  to  exercise  tests  in 
1938,  when  the  heart  rate  at  rest  was  72,  100  after 
exercise  and  two  minutes  later  was  78.  His  pulse, 
temperature  and  respiration  were  normal,  and  the 
rate  and  rhythm  of  the  heart  were  normal.  He  was 
examined  by  several  physicians  in  1938  who  stated 
he  had  a mild  mitral  stenosis  with  a presystolic 
rumble  and  a snapping  first  sound.  There  was  a 
split  “P”  wave  in  the  first  and  second  leads  of  the 
electrocardiogram.  Rate,  rhythm,  conduction  and 
origin  of  stimuli  were  normal  and  there  was  no  right 


Illustration  2.  (Case  I).  This  electrocardiogram,  taken  about 
the  same  time  as  the  roentgram,  is  entirely  normal  except  for 
a split  “P”  wave  in  lead  2.  No  signs  of  myocardial  or  coronary 
change. 

axial  deviation.  The  heart  was  normal  in  size,  shape 
and  position  in  the  roentgrams  and  showed  no  hy- 
pertrophy of  the  left  auricle  or  conus  pulmonalis. 

He  was  observed  to  be  able  to  walk  faster  than 
anyone  in  a large  crowd  rushing  toward  an  elevator. 
He  smoked  many  cigarettes  every  day.  He  was 
mentally  active  and  alert  and  physically  active.  He 
showed  no  dyspnea,  cyanosis  or  flushing  of  the 
cheeks  during  several  days  observation. 

COMMENT 

The  one  thing  agreed  upon  in  1927  was 
this  man  had  a split  “P”  wave  in  the  first  and 
second  leads  of  the  electrocardiogram  and  a 
right  axial  deviation.  One  physician  said  he 
had  mitral  regurgitation  and  another  mitral 
stenosis.  At  no  time  during  the  period  of 
eleven  years  did  he  have  any  signs  of  de- 
compensation and  in  1938  the  several  physi- 
cians who  examined  him  stated  he  had  a mi- 
tral stenosis,  but  no  signs  of  decompensation. 
The  measurements  of  all  the  roentgrams  tak- 
en showed  nothing  abnormal  in  size  or  shape 
of  the  heart.  It  was  generally  agreed  among 
the  physicians  he  did  more  physical  work 
than  was  required  to  practice  dentistry,  but 
one  group  believed  the  psychic  reactions  from 
the  nervous  strain  of  caring  for  dental  pa- 
tients was  more  than  he  could  stand,  while 


the  other  group  believed  he  could  practice 
dentistry  without  any  restrictions. 

CONCLUSIONS 

The  facts  definitely  are ; this  patient  never 
had  cardiac  decompensation,  although  he  had 
a mitral  stenosis,  but  far  more  than  this  he 
had  a cardiac  psychoneurosis,  which  was  the 
result  of  his  physician’s  orders  to  discontinue 
the  practice  of  dentistry  and  the  statement 
he  might  drop  dead  at  any  time. 

In  my  opinion,  this  is  a case  of  cardiac  in- 
validism resulting  not  from  mitral  disease 
but  from  a careless  or  ignorant  statement  on 
the  part  of  the  attending  physician.  I feel 
the  patient,  who  knows  something  about 
medicine,  honestly  believes  he  is  entirely  dis- 
abled on  account  of  heart  disease.  Thus  he 
is  a cardiac  cripple,  not  from  organic  disease 
but  from  a psychoneurosis  as  a result  of  im- 
proper suggestion. 


Case  II.  Sex:  Female.  Age:  49  years.  Graduated 
as  a nurse  in  1916  and,  except  for  six  weeks  in  1928 
when  she  suffered  from  a severe  sore  throat,  has 


Illustration  3.  (Case  IT).  Roentgram  (1938)  taken  35  years 
after  knowledge  of  mitral  disease.  Patient  still  working.  Left 
side  of  upper  heart  is  straight.  Bulging  of  right  auricle.  Left 
cardiac  diameter  2.4  times  that  of  right.  Cardio-thoracic  dia- 
meter (.49)  is  normal.  Haziness  in  the  apex  and  lower  half  of 
left  lung  is  the  result  of  a healed  tuberculosis  infection.  Right 
lung  is  normal. 

been  continuously  employed  in  nursing  till  the  pres- 
ent time.  Let  us  remember  the  nursing  day  in  Lin- 
coln was  24  hours  until  one  year  ago  when  it  was 
reduced  to  12  hours. 

Past  History.  Had  rheumatic  fever  in  her  youth. 
Had  severe  tonsillitis,  followed  by  pneumonia  in 
1912.  Evidently  had  a tuberculous  infection  in  the 
left  apex  in  about  1912.  Her  father  died  from  tu- 
berculosis a few  years  before  this  time.  Tonsillec- 
tomy in  1918.  She  was  told  she  had  a heart  murmur 
when  she  was  14  years  of  age.  Has  had  palpita- 
tion at  times  since  1929.  Has  had  some  pain  in  the 
precordium  since  that  time  and  during  the  past  six 
years  developed  a dyspnea  after  walking  upstairs. 
Has  no  dyspnea  while  walking  at  an  average  rate  on 
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level  ground.  Has  never  used  more  than  one  pillow 
while  sleeping  and  has  had  no  difficulty  in  breath- 
ing at  night.  Has  been  constantly  employed  12 
hours  a day  during  the  past  year. 

Present  Complaints.  Heart  “pounds”  from  time 
to  time  and  has  some  pain  in  the  heart  region.  Com- 
plains of  dyspnea  after  walking  upstairs.  Is  of  a 
rather  nervous  type. 

Examination. 

Blood  Pressure.  Systolic  152.  Diastolic  100. 

Slight  cyanosis  of  the  lips.  Some  flushing  of  the 
cheeks.  None  of  the  superficial  veins  are  congested. 

Chest. 

Lungs.  There  is  dullness  over  the  left  lower 
back  and  laterally,  and  also  dullness  over  the  left 
apex.  In  the  roentgram  and  fluroscopically  there 


Illustration  4.  (Case  II).  This  electrocardiogram  was  taken 
on  the  same  day  as  the  roentgram.  This  shows  a split  “P” 
wave  in  lead  1,  increased  voltage  of  “P”  wave  in  leads  2,  3,  and 
4,  and  a slight  right  axial  deviation.  No  signs  of  myocardial  or 
coronary  change.  In  the  heart  sounds  a presystolic  (PS)  mur- 
mur and  accentuated  first  sound  appear  over  the  mitral  area  and 
an  accentuated  second  sound  is  seen  over  the  pulmonic  area. 
These  findings  are  typical  of  a mitral  stenosis. 

is  a definite  density  in  the  left  apex  and  also  in  the 
left  lower  one-third  of  the  lung  cavity.  Fluroscop- 
ically, the  left  diaphragm  is  adherent  to  the  left 
chest  wall,  but  is  freely  movable  in  the  medial  one- 
half.  A few  coarse  rales  are  heard  in  the  left  lower 
lung.  The  right  lung  is  normal  to  all  forms  of  ex- 
amination. 

Heart.  A definite  thrill  is  felt  over  the  mitral 
area.  The  apex  beat  is  strong.  A presystolic  mur- 
mur is  heard  over  the  mitral  area.  The  first  mitral 
sound  and  the  pulmonic  second  sound  are  accentu- 
ated. The  other  valve  sounds  are  normal.  Fluros- 
copically, the  heart  is  drawn  to  the  left  by  the  adhe- 


sions in  the  left  lower  chest.  The  left  outline  of  the 
heart  is  straight  in  the  upper  portion,  that  is,  the 
normal  concave  outline  in  the  auricular  area  has  dis- 
appeared. The  right  auricle  bulges  into  the  right 
thoracic  cavity  and  the  left  auricle  protrudes  into 
the  mediastinal  space.  Aorta  is  normal. 

In  the  roentgram,  anteroposteriorly,  (illustration 
3),  practically  the  same  signs  are  shown  as  de- 
scribed in  the  fluroscopic  examination. 

Exercise  response  is  poor,  that  is,  the  heart  rate 
is  increased  to  120  after  walking  up  ten  steps.  At 
the  end  of  two  minutes  it  is  104  and  at  the  end  of 
ten  minutes  the  rate  is  96. 

In  the  electrocardiogram  (illustration  4)  there  is 
a split  “P”  wave  in  the  first  lead  and  its  voltage  is 
increased  in  the  second,  third  and  fourth  leads.  The 
resting  basic  rate  is  90.  The  rhythm,  conduction  and 
origin  of  stimuli  are  normal.  The  R-T  complexes 
are  normally  formed.  In  the  polygram  the  pulse  is 
low.  In  the  heart  sounds  photographed  over  the  mi- 
tral area  a definite  presystolic  murmur  is  seen,  cres- 
cendo in  type  and  ending  in  the  first  sound.  The 
first  sound  is  accentuated.  Over  the  pulmonic  area 
the  pulmonic  second  sound  is  accentuated.  Over  the 
aortic  area  the  sounds  appear  normal.  The  velocity 
of  the  blood  flow  from  the  anterior  cubital  vein  to 
the  mouth,  by  the  decholin  sodium  method,  is  22  sec- 
onds (the  maximum  normal  time  is  16  seconds). 

Liver  is  normal  in  size.  She  has  some  edema 
about  the  ankles.  The  rest  of  the  examination  is 
negative. 

COMMENT 

This  patient  has  a definite  mitral  stenosis, 
based  upon  the  presystolic  murmur,  accentu- 
ated mitral  and  pulmonic  sounds,  some  bulge 
of  the  left  auricle  and  a definite  hypertrophy 
of  the  right  auricle,  there  is  a decrease  in  the 
exercise  response,  has  dyspnea  after  walking 
up  ten  steps,  has  all  the  external  signs  of  mi- 
tral stenosis  and  a decrease  in  the  velocity  of 
the  blood  flow.  The  electrocardiogram  and 
the  phonocardiogram  are  typical  of  a mitral 
stenosis.  There  is  no  question  she  is  draw- 
ing upon  the  myocardial  reserve.  However, 
she  continues  to  work  in  a profession  which 
requires  considerable  effort.  She  is  happy, 
satisfied,  and  enjoying  life  because  she  is  oc- 
cupied mentally  and  physically.  She  has 
never  been  put  to  bed  on  account  of  the  heart 
lesion  and  she  is  carrying  on  because  she  has 
been  truthfully  told  that  she  can  continue, 
as  at  the  present,  for  many  years  to  come. 

CONCLUSIONS 

A mitral  systolic  murmur  alone,  before  or 
after  exercise,  can  be  entirely  disregarded 
and  the  patient’s  activities  should  not  be  re- 
duced. Early  heart  disease  and  neurasthenia 
are  often  combined,  so  careful  evaluation  of 
the  symptoms  of  each  is  necessary. 

The  improper  conclusions  from  stethoscop- 
ic  examinations  has  made  many  functional 
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cardiac  cripples.  Diagnosis  and  treatment  of 
functional  or  organic  mitral  disease  would  be 
greatly  advanced  if  the  stethoscopic  findings 
did  not  dominate  the  diagnostic  picture.  It  is 
not  the  condition  of  the  heart  valves,  but  the 
state  of  the  heart  muscle  which  determines 
the  functional  capacity  of  the  heart  and  the 
prognosis  in  mitral  disease. 

The  patient  with  mitral  disease  should  be 
occupied  mentally  and  physically  and  not  be 
encouraged  to  superimpose  cardiac  neuras- 
thenia on  an  already  subnormal  heart  condi- 
tion. Ambulatory  treatment  of  mitral  dis- 
ease is  the  most  satisfactory,  except  when 
the  myocardial  reserve  is  nearly  exhausted. 

No  evidence  has  been  advanced  to  show  a 
valvular  defect  can  cause  heart  failure  when 
the  myocardium  is  healthy. 

The  extent  of  the  lesion  in  the  mitral  valve 
cannot  be  estimated  during  life  by  the  grade 
of  the  heart  murmur. 

There  is  no  such  thing  as  roentgen  diagno- 
sis of  heart  disease,  for  many  other  factors 
must  be  considered.  Roentgen  findings  are 
a very  small  part  of  the  knowledge  which 
may  be  obtained  from  so  complicated  an  or- 
gan as  the  heart. 

The  accurate  diagnosis  and  prognosis  of 
heart  disease  depends  upon  knowing  the  etio- 
logy, pathology,  physiologic  pathology  of  the 
disease  and  the  capacity  of  the  heart  itself. 

A definite  prognosis  cannot  be  made  or  line 
of  treatment  should  not  be  recommended  up- 
on any  one  finding  alone,  such  as,  a murmur. 
Mitral  valve  damage  cannot  be  estimated 


from  a murmur,  for  a leakage  of  a fewr  drops 
of  blood  can  cause  a loud  systolic  murmur. 

The  condition  of  the  heart  muscle  cannot 
be  gauged  by  any  mitral  murmur,  but  de- 
pends upon  the  size  (dilated  or  hypertro- 
phied), shape  (changed  by  increased  work 
forced  upon  the  muscle  tissue  of  one  or  more 
chambers),  rate  (whether  increased  or  not), 
rhythm  (type  of  irregularity),  exercise  toler- 
ance (found  by  exercise  designed  to  fit  the 
individual  patient)  and  velocity  of  the  blood 
stream  (slowed  if  there  is  any  heart  failure). 

Lewis  says,  “Dramatic  utterances  are  un- 
desirable and  do  not  pass  the  lips  of  a compe- 
tent and  sympathetic  doctor.  It  is  rarely  de- 
sirable to  speak  of  catastrophies  that  may 
arise  out  of  overexertion.”  Digitalis  is  only 
given  when  signs  of  heart  failure  appear  or 
when  it  is  administered  as  a therapeutic  test. 

Many  case  reports  of  working  patients  who 
have  mitral  disease  could  be  included,  but  the 
two  given  are  sufficient  to  show  the  proper 
method  of  treatment  of  these  unfortunate, 
sufferers. 

Since  a diagnosis  of  heart  disease  carries 
with  it  a fear-inspiring  pronouncement — a 
prophecy  of  inevitable  heart  failure — let  us 
arrive  at  this  conclusion  only  after  a pains- 
taking and  careful  evaluation  of  all  the  evi- 
dence presented. 

Then  by  proper  suggestion  and  treatment 
suited  to  the  individual  case  the  fateful  day 
can  be  long  postponed  and  the  patient  allowed 
to  follow  a busy  and  contented  life  instead  of 
an  unproductive  existence  of  invalidism  and 
prolonged  anxiety  which  accompanies  it. 


Therapy  of  Convalescent  Human  Serum" 

FLOYD  CLARKE,  M.  D., 

Omaha. 


Convalescent  serum  is  useful  both  in  pre- 
vention and  in  treatment  of  disease.  The 
modern  physician  is  more  interested  in  pre- 
vention. The  profession  of  medicine  has 
probably  advanced  further  in  the  prevention 
of  illness  in  children  than  in  any  other  medi- 
cal endeavor.  Considerable  difficulty  is  nat- 
urally encountered  in  evaluating  the  results 
obtained  in  the  therapy  of  prevention.  If  a 
child  be  given  the  accepted  preventive  treat- 
ment for  a disease  it  is  impossible,  except  in 

♦Read  before  The  Omaha-Midwest  Clinical  Society,  October 
28,  1938. 


a few  outstanding  instances,  to  state  defin- 
itely whether  that  child  does  not  have  a nat- 
ural immunity  to  the  disease.  Also  the  in- 
timacy of  contact  and  the  stage  of  infectious- 
ness of  the  disease  enter  into  the  interpreta- 
tion of  the  results.  Therefore  some  skepti- 
cism about  preventive  results  exists  among 
physicians. 

The  demand  for  convalescent  serum  is  con- 
stantly increasing  especially  in  the  larger 
centers  of  population  where  the  serum  is 
more  readily  obtained.  Pooled  serum  from  a 
number  of  donors  is  more  useful.  Wasser- 


56 


THERAPY  OF  CONVALESCENT  HUMAN  SERUM:  CLARKE  Ne^r;  s- M- 


mann  and  Kahn  negative  bloods  are  used  in 
the  preparation  of  the  serum.  Convalescent 
serum  maintains  its  potency  for  six  to  twelve 
months  when  kept  at  a temperature  of  35°  F. 

MEASLES 

Measles  is  not  generally  regarded  as  a par- 
ticularly serious  disease.  The  healthy  child 
over  five  years  of  age  will  probably  recover 
if  given  proper  care  during  convalescence. 
Prevention  of  measles  is  necessary  in  debili- 
tated children,  in  children’s  wards  of  hos- 
pitals, in  orphan  asylums  and  in  all  children 
under  five  years  of  age.  The  death  rate  from 
measles  in  children  under  five  years  of  age 
is  4%.  If  we  can  prevent  measles  until  after 
the  dangerous  age  of  five  years  has  been 
passed,  a great  many  children’s  lives  will  be 
saved  and  our  mortality  statistics  will  show 
improvement. 

The  contagiousness  of  measles  is  well 
known.  It  is  estimated  that  95  to  99%  of 
those  exposed  become  ill  of  the  disease.  Pas- 
sive immunity  is  obtained  for  a period  of 
two  weeks  if  convalescent  serum  be  given 
within  a short  time  after  exposure.  If  pas- 
sive immunity  is  desirable  for  a longer  peri- 
od, there  is  no  objection  to  repeating  the 
dose.  There  are  no  reactions  other  than  a 
slight  swelling  about  the  site  of  injection. 
The  dosage  of  serum  for  prevention  is  as  fol- 
lows: under  3 years  of  age — 5 c.c.,  over  3 
years  of  age — 7.5  c.c.,  older  children — 10  to 
15  c.c. 

The  convalescent  serum  possesses  further 
advantages  in  the  actual  treatment  of  the 
disease.  If  the  serum  is  given  in  the  above 
dosage  in  the  catarrhal  stage,  modified  or  at- 
tenuated measles  will  result.  This  means 
that  the  catarrhal  symptoms  will  be  mini- 
mized, the  elevation  of  temperature  lessened, 
the  eruption  will  be  less  pronounced  and  the 
complications  of  otitis  media,  pneumonia  and 
bronchitis  will  not  ensue.  Modified  or  at- 
tenuated measles  is  the  goal  to  be  desired 
(except  in  the  instances  where  protection  is 
necessary)  because  permanent  immunity 
from  measles  will  result. 

There  is  some  evidence  that  even  after  the 
symptoms  are  well  advanced,  if  serum  be 
given  definite  therapeutic  results  are  ob- 
tained. There  are  no  reactions  even  if  re- 
peated doses  are  given.  Practically  all  con- 
valescent measles  serum  is  given  intramus- 
cularly, the  intravenous  route  is  not  neces- 
sary except  in  rare  instances.  Occasionally 
when  convalescent  serum  is  not  available, 


whole  blood  from  the  father  or  mother  may 
be  injected  intramuscularly  without  the  pre- 
liminary laboratory  typing.  When  whole 
blood  is  used,  approximately  four  times  the 
dosage  must  be  used  for  prevention  and  in 
treatment.  When  indicated,  whole  blood  may 
be  used  with  some  degree  of  confidence. 

SCARLET  FEVER 

The  incidence  of  this  disease  in  Nebraska 
for  the  past  several  years  has  not  been  great. 
The  complications  which  occurred  in  the  re- 
mote past  have  not  usually  been  present. 
The  mildness  of  the  disease  does  not  relieve 
us  of  the  responsibility  which  we  must  as- 
sume lest  the  occasional  patient  become  seri- 
ously ill.  We  are  not  sufficiently  advanced 
in  our  knowledge  of  the  disease  to  prognosti- 
cate whether  or  not  the  moderately  ill  patient 
will  not  later  develop  serious  and  perhaps  fa- 
tal complications.  The  history  of  the  dis- 
ease teaches  us  that  at  any  time  the  so-called 
mild  scarlet  may  assume  serious  proportions. 
Approximately  fifty  percent  of  scarlet  fever 
patients  develop  ear,  kidney,  arthritic  or  oth- 
er complications.  What  can  be  done  to  pre- 
vent these  complications  and  what  can  we 
do  to  continue  the  present  mild  character 
of  scarlet  fever?  Clinically  it  is  recognized 
that  intimate  contact  with  the  patient  ill  of 
scarlet  is  necessary  in  order  that  the  ex- 
posed person  may  contract  the  disease.  It 
is  estimated  that  between  10  and  25%  of 
those  exposed  become  ill.  Thalheimer  re- 
ports only  2.8%  contracted  the  disease  after 
the  prompt  administration  of  convalescent 
serum.  Hardgrove  in  an  analysis  of  1,061 
contacts,  found  that  1.88%  developed  the 
disease  in  the  fourteen  day  period  following 
the  serum  injection. 

The  dosage  of  scarlet  fever  convalescent 
serum  for  prophylaxis  is  as  follows:  infants 
and  young  children  10  c.c.,  older  children 
and  adults — 20  c.c.  Best  results  are  ob- 
tained if  serum  is  given  as  soon  as  possible 
after  exposure.  By  this  method,  protection 
is  usually  given  for  a period  of  ten  days 
or  two  weeks.  In  the  presence  of  a se- 
vere epidemic,  it  is  recommended  that  ex- 
posed susceptible  children  be  passively  im- 
munized at  ten  day  intervals.  There  are  no 
unfavorable  reactions,  even  though  repeated 
injections  are  given.  Usually  the  intramus- 
cular route  of  injection  is  the  method  of 
choice  for  prevention.  Should  a routine  Dick 
test  be  given  before  giving  serum?  Nat- 
urally individual  opinion  will  differ.  It 
is  generally  conceded  that  the  interpreta- 
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tion  and  value  of  the  test  is  not  as  dependable 
as  some  of  the  other  intra-dermal  tests  ad- 
ministered to  children.  In  hospital  work 
where  more  constant  supervision  is  possible, 
the  physician  might  with  safety  prolong  the 
giving  of  serum  until  after  the  Dick  test.  In 
house  to  house  work,  in  private  practice, 
valuable  time  would  be  lost.  Certainly  the 
expense  to  the  family  would  be  increased  by 
deferring  the  serum  injection.  There  should 
be  no  hesitancy  in  its  prompt  administration 
in  the  actual  therapy  of  scarlet  fever.  Best 
results  are  obtained  if  the  serum  is  given  as 
soon  as  the  diagnosis  is  made.  In  this  man- 
ner the  possibility  of  complications  are  mini- 
mized. The  progress  of  the  disease  becomes 
mild  and  convalescence  is  hastened.  Evidence 
is  accumulating  even  though  the  disease  be 
well  advanced  and  complications  are  pres- 
ent, beneficial  results  are  obtained  following- 
serum  therapy. 

In  a report  by  Thalheimer  and  Levison,  of 
122  patients  with  diverse  streptococcic  infec- 
tions where  other  therapy  was  not  effective, 
complete  recovery  occurred  in  55%.  All  of 
these  patients  were  seriously  ill.  Hyland  and 
Anderson  analyzed  fourteen  seriously  ill  di- 
verse streptococcic  infections.  Eight  of  these 
showed  improvement  after  injection.  In  Ne- 
braska, scarlet  fever  serum  has  not  been  ad- 
ministered to  a sufficient  number  to  justify 
a detailed  report.  Physicians  who  have  used 
it  are  enthusiastic  concerning  its  efficacy. 

The  dosage  of  serum  recommended  for  the 
treatment  of  scarlet  fever  is : 

Moderate  Cases  Severe  Cases 

Infants  20-  cc  20-40  cc 

Children  20-40  cc  60-  cc 

Adults  40-60  cc  80-100cc 

To  secure  definite  therapeutic  results  it  is 
essential  to  give  the  serum  early  and  in  ade- 
quate dosage.  In  many  instances  the  maxi- 
mum dosage  is  necessary.  If  favorable  re- 
sults are  not  in  evidence,  repeated  injections 
can  be  given  as  indicated  every  12  to  24 
hours. 

Reactions  following  its  use  are  not  serious 
and  are  approximately  1%.  In  Hardgroves 
experience,  they  consist  of  a slight  transcient 
elevation  in  temperature,  occasional  urticaria 
and  joint  pains  lasting  but  a few  days. 

In  the  severely  ill  patient,  where  indicated, 
intravenous  injections  of  serum  can  be  given. 
On  other  occasions,  combined  therapy  of  in- 
travenous and  intramuscular  injections  will 
be  the  method  of  choice. 


INFANTILE  PARALYSIS 

For  the  past  ten  years  convalescent  infan- 
tile paralysis  serum  has  been  available  to 
physicians  in  Nebraska.  It  was  used  rather 
extensively  in  the  epidemic  which  occurred 
about  two  years  ago.  Physicians  generally 
have  the  impression  that  if  the  serum  is  used 
early  in  large  doses  before  paralysis,  benefit 
is  obtained  and  possibly  paralysis  does  not 
occur.  Should  another  epidemic  occur,  there 
will  be  available  a serum  of  known  strength. 
This  new  serum  has  not  as  yet  had  extensive 
clinical  trial.  It  is  hoped  that  with  this  ser- 
um, better  and  more  definite  results  will  be 
obtained.  Suffice  to  say  that  at  the  present 
writing,  convalescent  serum  is  probably  the 
best  treatment  available. 

WHOOPING  COUGH 

Clinical  improvement  in  the  treatment  of 
whooping  cough  with  convalescent  serum  has 
been  noted  by  some  observers — sufficient 
evidence  is  not  yet  available  to  warrant  its 
general  use.  Whooping  cough  in  infancy  and 
in  debilitated  children  is  a serious  disease  and 
attended  with  a high  mortality  rate.  Cer- 
tainly convalescent  whooping  cough  serum 
can  do  no  harm  and  in  selected  cases  is  wor- 
thy of  trial. 

MUMPS 

This  disease  is  not  seriously  regarded  by 
physicians  as  attended  by  any  apparent  de- 
gree of  serious  complications.  Occasionally 
when  the  disease  occurs  in  adults  or  older 
children,  the  complications  which  follow  are 
serious  and  prolonged.  In  those  cases  con- 
valescent serum  should  be  used. 

SERUM  CENTERS 

Because  of  the  advances  made  in  the  pro- 
phylactic and  therapeutic  use  of  convalescent 
human  serum,  serum  centers  have  been  es- 
tablished throughout  the  United  States.  Ser- 
um is  now  available  in  Chicago,  New  York, 
Los  Angeles,  Milwaukee,  Philadelphia,  De- 
troit, Des  Moines,  Minneapolis  and  Omaha. 

In  Nebraska  the  serum  work  has  been 
placed  under  the  jurisdiction  of  the  State 
Medical  Society.  Members  of  the  serum 
committee  of  the  State  Medical  Society  are 
as  follows:  W.  C.  Harvey,  Gering;  Paul  M. 
Bancroft,  Lincoln;  Geo.  B.  Salter,  Norfolk; 
E.  A.  Watson,  Grand  Island;  E.  G.  Stevenson, 
North  Platte ; E.  P.  Leininger,  McCook ; C.  M. 
Pierce,  Chadron  and  Floyd  Clarke,  Chairman, 
Omaha.  Through  them,  serum  for  the  pre- 
vention and  treatment  of  disease  as  outlined 
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can  be  obtained.  Financial  assistance  and 
encouragement  has  been  forthcoming  from 
the  Omaha  Douglas  County  Medical  Society, 
The  State  Legislature  of  the  State  of  Ne- 
braska, The  Council  of  Jewish  Women  of 
Omaha,  The  Women’s  Auxiliary  of  the  Oma- 
ha Douglas  County  Medical  Society  and  vari- 
ous other  interested  and  philanthropic 
friends.  One  outstanding  feature  of  the 
work  in  Nebraska  is  the  fact  that  the  work 
of  serum  making  and  distribution  has  been 
placed  in  the  hands  of  physicians.  No  de- 
serving indigent  person  to  our  knowledge  has 
ever  been  refused  the  benefits  which  might 
ensue  from  the  use  of  convalescent  serum  in 
the  prevention  or  treatment  of  disease. 
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Surgical  Relations  of  the  Thyroid  Gland 

MANUEL  GRODINSKY,  M.  D.,  F.  A.  C.  S., 

Omaha,  Nebraska. 

From  the  Departments  of  Surgery  and  Anatomy, 
University  of  Nebraska,  College  of  Medicine. 


In  view  of  the  frequency  of  operations 
upon  the  thyroid  gland,  the  surgical  relations 
of  the  latter  are  of  considerable  importance. 
Of  particular  importance  in  surgical  orienta- 
tion are  the  fascial  relations,  blood  supply 
and  relations  to  important  nerves  of  the  neck. 

FASCIAL  RELATIONS 

A study  of  the  fasciae  of  the  head,  neck 
and  adjacent  regions  (Grodinsky  and  Hol- 
yoke, 1938)  revealed  some  interesting  rela- 
tions of  the  thyroid  gland  to  fascial  planes 
and  spaces  of  the  neck  and  thorax.  A brief 
resume  of  these  findings  may  be  of  interest. 

The  deep  fascia  of  the  neck  may  be  divid- 
ed into  three  main  layers:  superficial,  middle 
and  deep.  The  superficial  layer  crosses  the 
midline  of  the  neck  anteriorly,  covers  the  an- 
terior triangle,  splits  to  form  the  sheath  of 
the  sternocleidomastoid  muscle,  covers  the 
posterior  triangle,  splits  to  form  the  sheath 
of  the  trapezius  muscle  and  attaches  to  the 
spines  of  the  vertebrae  posteriorly.  Just 
above  the  sternum  it  splits  to  form  the  su- 
prasternal space  of  Burns,  and  attaches  to 
the  anterior  and  posterior  margins  of  the  su- 
prasternal notch.  (Figs.  1,  2). 

The  middle  layer  consists  of  three  subdi- 
visions: the  sternohyoid-omohyoid  layer,  the 
sternothyroid-thyrohyoid  layer,  and  the  vis- 


ceral layer.  The  first  two  of  these  surround 
the  muscles  indicated  in  their  names  and  run 
into  the  deep  surface  of  the  sternocleidomas- 
toid sheath  laterally,  fusing  with  the  carotid 
sheath  derived  from  the  alar  fascia.  They 
form  important  anterior  relations  of  the  thy- 
roid gland.  (Figs.  1,  2). 

The  visceral  or  pretracheal  fascia,  the 
deepest  subdivision  of  the  middle  layer  of 
deep  cervical  fascia,  completely  surrounds 
the  thyroid  gland,  trachea  and  esophagus, 
thus  forming  the  visceral  space  within  which 
these  structures  lie.  Each  of  these  struc- 
tures has  in  addition  a capsule  proper.  The 
parathyroid  glands  lie  within  the  posterior 
sheath  or  capsule  proper  of  the  thyroid  gland. 
They  are  small,  inconstant  in  position,  and 
difficult  to  visualize.  Therefore,  they  are 
best  avoided  by  preserving  the  posterior  part 
of  the  capsule  and  a small  amount  of  thyroid 
tissue  just  anterior  to  it.  Interiorly  the  vis- 
ceral fascia  becomes  continuous  with  the  fi- 
brous pericardium  covering  the  heart  and 
great  vessels  of  the  thorax. 

The  deep  layer  of  deep  cervical  fascia  is 
composed  of  two  subdivisions:  the  alar  and 
prevertebral  layers,  with  the  continuation  of 
the  latter  (scalenus  fascia,  Sibson’s  fascia, 
transversalis  fascia).  The  former,  to  our 
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knowledge,  has  not  been  described  before. 
It  consists  of  a layer  of  fascia  lying  in  a fron- 
tal plane  between  the  visceral  layer  (behind 
the  esophagus)  and  the  prevertebral  layer. 
It  attaches  to  the  latter  at  the  tips  of  the 
transverse  processes  of  the  vertebrae  and 
then  continues  anterolaterally  to  form  the 
carotid  sheaths  which  also  fuse  with  the  deep 
surface  of  the  sternocleidomastoid  and  ster- 
nothyroid-thyrohyoid sheaths.  The  carotid 
sheaths  form  the  important  lateral  relations 
of  the  thyroid  gland.  The  prevertebral  fas- 


Fig.  1.  Diagramatic  drawing  of  fasciae  of  head  and  neck  in 
midsagittal  section. 

cia  passes  in  front  of  the  bodies  of  the  verte- 
brae, fuses  to  the  tips  of  the  transverse  pro- 
cesses and  to  the  alar  fascia,  and  then  ex- 
tends inferolaterally  as  the  scalenus  fascia, 
which  forms  the  covering  of  the  scaleni  mus- 
cles and  the  axillary  sheath.  The  scalenus 
fascia  is  continuous  with  the  extrapleural 
fascia  of  the  thorax  and  the  transversalis 
fascia  of  the  abdomen.  As  it  passes  over  the 
dome  of  the  pleura,  it  is  identical  with  the 
layer  known  as  Sibson’s  fascia.  (Figs.  1,  2). 

There  are  some  very  important  fascial 
spaces  between  these  layers.  For  conven- 
ience these  have  been  designated  by  the  num- 
erals 1 to  5,  from  superficial  to  deep. 


Space  1 is  the  potential  space  between  the 
skin  and  the  superficial  layer  of  deep  fascia ; 
that  is,  within  the  superficial  fascia  and  con- 
taining the  platysma  muscles.  This  space  is 
traversed  by  the  collar  incision  in  thyroidec- 
tomy. Space  2 lies  between  the  superficial 
layer  of  deep  fascia  and  the  deep  surface  of 
the  sternothyroid-thyrohyoid  layer.  It  is 
blind  interiorly  at  the  origins  of  the  ribbon 
muscles  from  the  sternum.  It  is  usually 
traversed  in  thyroidectomy  by  retraction  of 
the  ribbon  muscles  laterally  after  midline  in- 


Fig.  2.  Diagramatic  drawing  of  fasciae  of  neck.  Transverse 
section  approximately  at  the  level  of  the  sixth  cervical  vertebra. 

cision.  Space  3 lies  between  the  visceral  fas- 
cia covering  the  thyroid  gland  on  the  one 
hand,  and  the  sternothyroid-thyrohyoid  lay- 
er, carotid  sheath  and  alar  fascia  on  the  oth- 
er. It  is  the  space  within  which  thyroidecto- 
my is  accomplished.  Interiorly  it  extends  a 
short  distance  into  the  superior  mediastinum 
where  it  is  shut  off  by  adhesions  between  the 
fibrous  pericardium  and  sternum.  The  pos- 
sibility of  spread  of  infection  introduced  dur- 
ing thyroidectomy  to  the  superior  mediasti- 
num must  therefore  be  kept  in  mind.  (Figs. 
1,2). 

Space  4 lies  between  the  alar  and  preverte- 
bral fasciae,  and  is  in  direct  relationship  in- 
teriorly with  the  posterior  mediastinum.  It 
is  ordinarily  not  opened  during  thyroidec- 
tomy unless  the  inferior  thyroid  is  ligated  be- 
fore reaching  the  gland,  in  which  case  the 
alar  fascia  must  be  incised  to  reach  the  ar- 
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tery.  The  possibilities  of  dangerous  spread 
of  infection  to  the  posterior  mediastinum 
must  then  be  kept  in  mind.  Space  5 lies  be- 
hind the  prevertebral  fascia  and  is  of  import- 
ance chiefly  in  directing  the  course  of  cold 
abcesses  resulting  from  tuberculous  caries  of 
the  vertebral  bodies.  (Figs.  1,  2). 

The  thyroid  gland  itself  lies  within  the  vis- 
ceral space  surrounded  by  visceral  fascia 
which  must  be  incised  during  the  amputation 
of  the  thyroid  gland.  Infection  within  the 
visceral  space  tends  to  remain  localized  close 
to  the  point  of  origin.  (Figs.  1,  2). 

BLOOD  SUPPLY 

The  superior  thyroid  artery,  the  first 
branch  of  the  external  carotid,  pierces  the 
carotid  sheath,  crosses  space  3,  and  enters 
the  upper  pole  of  each  lateral  lobe  on  the  su- 
perficial aspect  of  the  gland.  The  external 
branch  of  the  superior  laryngeal  nerve,  sup- 
plying the  cricothyroid  muscle,  lies  deep  and 
close  to  it,  and  should  be  avoided  in  ligature 
of  the  artery.  This  may  be  done  by  mass 
ligature  low  down,  close  to  or  including  part 
of  the  upper  pole  of  the  gland  (Brown,  1931). 
Some  surgeons  advise  against  mass  ligature 
and  prefer  to  isolate  the  vessels  before  liga- 
tion (Frazier  and  Erb,  1935;  Lahey  and 
Schwalm,  1936;  Eades,  1936). 

The  inferior  thyroid  artery,  a branch  of 
the  thyro-cervical  trunk  of  the  subclavian, 
passes  superomedially  behind  the  alar  fascia 
forming  the  carotid  sheath  to  about  the  level 
of  the  cricoid  cartilage  where  it  makes  a loop, 
passes  inferiorly,  and  pierces  the  alar  and 
visceral  fasciae  to  enter  the  deep  surface  of 
the  lower  pole  of  the  gland.  This  vessel  is 
usually  secured  by  ligating  its  branches  sep- 
arately within  the  gland  during  amputation. 
Some  surgeons  (Lahey,  1938),  however,  pre- 
fer to  ligate  the  main  trunk  before  it  enters 
the  gland  and  in  so  doing  must  go  through 
the  alar  fascia  to  reach  the  vessel.  The  para- 
thyroid glands  are  usually  supplied  by  the 
anastomatic  network  between  the  superior 
and  inferior  thyroid  arteries,  though  the  lat- 
ter are  said  to  contribute  most  to  their  blood 
supply. 

In  addition  there  is  an  inconstant  artery, 
the  thyroidea  ima,  which  comes  off  the  in- 
nominate artery  or  arch  of  the  aorta  and 
ramifies  into  the  lower  portion  of  the  gland 
surface. 

There  is  a close  network  of  veins  on  the 
surface  of  the  gland  deep  to  the  visceral  fas- 


cia. The  outflow  from  this  network  is 
through  three  venous  trunks  on  each  side. 
The  superior  thyroid  vein  accompanies  the 
superior  thyroid  artery  in  most  of  its  course 
and  enters  the  internal  jugular  vein.  It  is 
usually  ligated  along  with  the  artery.  The 
middle  thyroid  vein  is  small  and  inconstant 
in  position.  It  usually  leaves  the  gland  about 
midway  between  the  two  poles,  but  may  come 
off  much  lower,  near  the  lower  pole  and  in- 
ferior thyroid  vein.  It  is  important  to  iden- 
tify, ligate  and  cut  this  vessel  early  in  the 
mobilization  of  the  gland  in  order  to  enable 
the  dissection  to  proceed  along  the  proper 
line  of  cleavage,  as  first  pointed  out  by 
Hertzler  (1928  and  1938).  The  inferior  thy- 
roid vein  leaves  the  lower  pole  by  one  or  more 
trunks  (which  unite),  crosses  space  3,  and 
enters  the  innominate  vein  of  that  side  or  the 
superior  vena  cava.  Sometimes  the  two  veins 
join  and  enter  either  innominate  vein  or  the 
superior  vena  cava  close  to  the  midline.  These 
vessels  are  large  and  constant.  They  can  be 
easily  ligated  early  in  the  mobilization  of  the 
gland. 

IMPORTANT  NERVE  RELATIONS 

The  nerve  supply  to  the  thyroid  gland  it- 
self is  from  the  sympathetic  plexus  around 
the  carotid  and  subclavian  arteries,  the 
branches  of  which  reach  the  gland  along  the 
arteries  supplying  it.  These  fibers  are  chief- 
ly secretory  and  vasomotor.  The  beneficial 
effects  of  preliminary  ligation  of  one  or  more 
poles  is  probably  due  more  to  the  interrup- 
tion of  these  impulses  than  to  the  actual  re- 
duction in  volume  of  incoming  blood,  since 
there  is  a rich  collateral  circulation. 

The  superior  laryngeal  nerve  comes  off  the 
vagus  high  up  in  the  neck.  It  soon  divides 
into  internal  and  external  branches.  The  in- 
ternal branch  pierces  the  thyrohyoid  mem- 
brane and  supplies  the  mucous  membrane  of 
the  larynx.  It  is  in  no  danger  of  injury  in 
the  average  case  of  thyroidectomy.  How- 
ever, in  large  or  high  lying  glands,  it  may  be 
included  in  a ligature  of  the  upper  pole  or  in- 
jured during  traction  upon  it  (Kocher; 
Brown,  1931).  Since  the  internal  branch 
probably  has  a few  motor  fibers  supplying 
the  interarytenoid  muscle  in  addition  to  its 
sensory  fibers  (Dilworth,  1921;  Berlin  and 
Lahey,  1929;  Nordland,  1930),  such  injury 
might  result  in  voice  change.  This  may  be 
avoided  by  the  methods  of  pole  ligation  de- 
scribed below  in  relation  to  the  external 
branch.  The  external  branch,  in  its  course 
toward  the  cricothyroid  muscle  which  it  sup- 
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plies,  is  in  close  relation  to  the  superior  thy- 
roid artery  and  vein,  lying  deep  to  them  just 
above  the  upper  pole  of  the  gland.  It  is  in 
great  danger  of  being  incorporated  in  a mass 
ligature  of  the  upper  pole  vessels  unless  this 
is  done  close  to  the  gland  tissue  (Brown, 
1931).  It  may  also  be  avoided  by  isolating 
the  vessels  before  ligation  (Frazier  and  Erb, 
1935;  Lahey  and  Schwalm,  1936;  Eades, 
1936).  Injury  to  this  nerve  would  lead  to 
inability  to  tense  the  vocal  cord  of  that  side 
and  hoarseness,  which  would  be  only  tempor- 
ary if  only  one  side  were  involved. 

The  inferior  or  recurrent  laryngeal  nerve 
comes  off  the  vagus  low  in  the  neck  on  the 
right  side  and  in  the  thorax  on  the  left  side. 
It  passes  behind  the  carotid  sheath  and  alar 
fascia  to  reach  the  interval  between  the 
trachea  and  esophagus.  In  this  location  it 
has  an  important  relationship  to  the  inferior 
thyroid  artery,  lying  sometimes  behind  and 
sometimes  in  front  of  the  artery  or  one  of  its 
branches  (Lahey,  1938).  Since  it  supplies 
all  the  intrinsic  muscles  of  the  larynx  except 
the  cricothyroid,  its  preservation  is  essential. 
It  is  important  therefore  to  stay  anterior  to 
the  posterior  capsule  of  the  thyroid  gland 
during  amputation  or,  if  the  inferior  thyroid 
is  to  be  ligated,  to  visualize  the  nerve  at  that 
time  to  avoid  injury  to  it  (Lahey,  1938).  In- 
jury to  the  nerve  will  cause  adductor  paraly- 
sis of  the  vocal  cord  on  that  side  with  hoarse- 
ness or  loss  of  voice.  This  hoarseness  or  loss 
of  voice  will  be  temporary,  since  an  adjust- 
ment takes  place  by  the  cord  of  the  opposite 
side  permitting  fair  voice.  However,  if  both 
nerves  are  injured,  not  only  is  the  loss  of 
voice  permanent  but  the  bilateral  adductor 
paralysis  makes  breathing  difficult  and 
tracheotomy  may  be  necessary  as  an  emerg- 
ency, with  later  plastic  operation  on  the  cords 
indicated. 

CONCLUSIONS 

1.  Rational  operative  procedures  on  the 
thyroid  gland  demand  an  intimate  knowledge 
of  the  anatomy  of  the  gland  and  surrounding 
structures. 

2.  The  fascial  relations  of  the  gland  are 
important  in  surgical  orientation  and  in  di- 
recting the  course  of  infections  complicating 
the  condition. 

3.  The  arterial  and  venous  pattern  is  fair- 
ly constant  and  haemostasis  may  be  obtained 
by  accurate  ligature. 

4.  The  laryngeal  nerves  may  be  avoided 


by  an  appreciation  of  their  course  with  or 
without  actual  visualization. 
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Osteomas  of  Paranasal  Sinuses  and  the 
Mastoid  Process;  Report  of  Cases 

Bert  E.  Hempstead,  Rochester,  Minn. 
(Journal  A.  M.  A.,  Oct.  1,  1938),  points  out 
that  osteomas  that  arise  in  the  paranasal  sin- 
uses are  not  common.  Occasionally  they  are 
discovered  in  routine  roentgenologic  exam- 
ination of  the  sinuses.  They  are  not  diag- 
nosed clinically  or  even  suspected  of  being- 
present  until  either  evidence  of  intracranial 
complications  becomes  manifest  or  external 
deformities  appear.  Most  osteomas  can  be 
removed  through  the  fronto-ethmoidal  incis- 
ion. If  osteomas  do  not  involve  the  dura  or 
cribriform  plate,  removing  them  by  the  meth- 
od of  Cushing  is  illogical.  Pyocele  or  muco- 
cele of  the  sinuses  can  be  handled  best 
through  the  fronto-ethmoidal  incision.  Os- 
teomas associated  with  intracranial  compli- 
cations are  cared  for  best  through  the  trans- 
frontal  approach.  If  osteomas  are  associat- 
ed with  intracranial  complications  and  with 
definite  infection  of  the  sinuses,  operation 
might  be  done  in  two  stages  with  advantage. 


An  Attack  on  Delinquency  With  a Discussion 
of  “Active  Play  Therapy”* 

JOHN  H.  WATERMAN,  M.  D.,  and  JUUL  C.  NIELSEN,  M.  D., 
Ingleside,  Nebraska. 


There  is  no  short-cut  in  the  treatment  of 
delinquency.  The  methods  of  approach  to 
this  problem  are  many  and  their  diversified 
character  is  well  known  to  all  of  us.  We 
have  training  schools,  foster  home  place- 
ment, military  schools,  opportunity  classes, 
youth  projects,  the  Y.  M.  C.  A.,  Y.  W.  C.  A., 
etc.,  all  in  one  way  or  another  connected  with 
the  prevention  and  treatment  of  delinquency. 
Practically  without  exception,  however,  we 
find  that  the  popular  conception  of  a delin- 
quent is  of  an  individual  between  the  ages 
of  twelve  to  fourteen  and  twenty-one,  not  a 
child.  An  individual  is  a delinquent  when  he 
has  committed  some  anti-social  act,  such  as 
stealing,  destruction  of  property,  or  some 
minor  or  major  sex  offense.  All  too  often, 
these  cases  do  not  come  to  our  attention  until 
after  the  offense  has  been  committed.  Then 
the  delinquent  act  itself  becomes  the  princi- 
pal concern,  and  we  treat  the  symptom 
rather  than  the  disease.  It  is  like  locking 
the  barn  after  the  horse  has  been  stolen. 

James  S.  Plant,  Director  of  the  Essex 
County  Juvenile  Clinic,  divides  the  person- 
ality into  three  definite  parts — the  inherent, 
or  permanent  structural  element ; the  mental 
attitudes  or  habits,  which  in  general  are 
formed  rather  early  in  life,  and  which  have 
a high  degree  of  resistance  to  change;  and 
“the  rest  of  the  personality,”  those  day-by- 
day changes  which  vary  considerably,  but  are 
inhibited  to  a marked  degree  by  the  basic  ele- 
ments and  early  attitudes. 

Many  psychiatrists  and  psychologists  have 
contended  that,  aside  from  the  inherent  or 
basic  elements  of  the  personality,  the  mental 
attitudes  and  habit  patterns  constituting 
Plant’s  second  division,  are  well  formed  and 
more  or  less  inflexible  before  a child  has 
reached  the  age  of  twelve.  This  would  seem 
to  indicate  in  our  work  with  subjects  above 
this  age,  that  we  are  dealing  with  only  one- 
third,  or  the  least  influential  part  of  the  per- 
sonality. We  can  conclude  then,  that  any  at- 
tack on  delinquency  aimed  toward  its  preven- 
tion and  treatment  can  be  most  effective  only 
when  it  is  applied  during  the  formative 
years. 

♦Read  before  the  41st  Annual  Convention  Nebraska  Confer- 
ence for  Social  Work.  Fremont.  Nebr..  Sept.  19.  1938. 
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With  these  things  in  mind,  what  should  be 
our  approach  to  the  problem?  Methods  of 
organizations  and  even  of  separate  workers 
in  the  same  organization  are  often  widely 
divergent.  It  is  a well  known  human  char- 
acteristic that  each  of  us,  unless  he  is  care- 
ful, tends  to  feel  that  his  method  or  his 
school  of  thought  is  the  only  one  of  value. 
As  Kanner  points  out,  however,  it  is  not  ne- 
cessary for  us  to  commit  ourselves  “with- 
out recourse”  to  any  one  school.  All  that  is 
necessary  is  “a  formulation  derived  from  ac- 
tual. objective,  critical  and  constructive  ob- 
servation of  that  which  offers  itself  to  the 
observer.”  From  this  we  can  produce  a defi- 
nitely feasible  and  workable  basis  for  the 
study  of  children’s  behavior  and  the  preven- 
tion of  future  delinquency.  Let  us  again 
turn  to  Kanner  for  another  expression  of  this 
viewpoint.  He  says : 

“Child  psychology  is  an  objective  and  con- 
crete study  of  the  mentally  integrated  indi- 
vidual during  the  natural  process  of  matura- 
tion. Instead  of  speculating  how  the  soul  or 
vital  spark  might  behave  itself  in  the  years 
before  birth  and  adolescence,  it  is  more  scien- 
tific to  observe  carefully  the  performance  of 
the  developing  child  during  the  successive 
stations  or  levels  of  personality  formation. 
These  stages,  which  form  a gradual  conti- 
nuity, are  marked  by  the  age  factor  and  the 
correlated  evolution  of  accessory  species — de- 
termined integrating  factors,  such  as  locomo- 
tion, speech,  socialization  and  pubescence. 
Viewing  the  growing  individual  as  an  inte- 
grated unit  is  the  first  step  in  the  direction 
of  a practical  and  objective  psychobiology  of 
childhood.” 

Such  an  approach  brings  us  again  to  our 
first  statement  that  there  is  no  short-cut  in 
the  treatment  of  delinquency.  Although 
temper  tantrums,  enuresis,  thumb-sucking, 
nail-biting,  stealing,  disobedience,  or  mastur- 
bation, may  be  forerunners  of  later  delin- 
quency, we  cannot  consider  them  as  such  un- 
til we  have  a complete  picture  of  the  child  in 
his  own  setting.  We  must  have  a detailed 
knowledge  of  his  family  history,  home  situa- 
tion, physical  status,  intelligence,  habits, 
emotions,  likes  and  dislikes,  ambitions  and 
disappointments.  Of  extreme  importance  is 
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for  us  to  know  what  and  how  the  child 
thinks.  We  can  find  this  out  only  from  the 
child  himself. 

Obtaining  this  knowledge  through  direct 
questioning  is  a time-consuming  process,  oc- 
casionally difficult  and  well  nigh  impossible 
because  of  preconceived  fears,  feelings  of  in- 
feriority, and  the  inability  of  the  child  to 
speak  abstractly.  For  this  reason,  many  at- 
tempts have  been  made  to  devise  a technique 
to  obtain  the  child’s  viewpoint  in  the  short- 
est possible  time  and  with  the  greatest  pos- 
sible efficiency  and  dependability.  Most  re- 
cently popular  of  these  methods  is  that  of 
play  therapy.  Perhaps  the  greatest  amount 
of  work  has  been  done  with  what  might  be 
called  uncontrolled  play,  the  child  being  al- 
lowed to  play  as  he  wishes  without  definite 
verbal  suggestion  from  the  therapist.  Obvi- 
ously, in  this  method  a great  deal  of  extra- 
neous material  is  secured.  Within  the  past 
few  years,  however,  Conn,  working  at  the 
Harriet  Lane  Home  of  Johns  Hopkins  Hos- 
pital in  Baltimore,  has  devised  a method  of 
controlled  play  which  has  since  been  called 
by  Solomon  “Active  Play  Therapy.” 

We  have  used  this  method  in  our  Clinic  at 
Ingleside  for  the  past  six  months,  and  we 
should  like  to  present  a case  which,  as  well  as 
demonstrating  the  psychobiological  princi- 
ples of  study  and  therapy,  we  think  will  in  it- 
self illustrate  the  advantage  of  this  form  of 
interview,  both  for  the  acquisition  of  materi- 
al and  diagnosis  and  for  actual  therapy.  The 
method  used  is  quite  simple.  Situations  are 
created  with  the  use  of  dolls  and  toy  furni- 
ture, to  represent  as  nearly  as  possible  actual 
life  situations  of  the  child,  some  knowledge 
of  these  situations  having  been  previously  ob- 
tained from  the  mother  or  social  worker.  The 
child  is  then  asked  to  tell  what  the  little  boy 
doll,  girl  doll,  mother  or  father  doll  thinks 
and  does.  Entire  home,  school  and  play  situ- 
ations are  acted  out,  the  patient  furnishing 
most  of  the  conversation  of  the  doll  actors 
and  actresses.  Both  Conn  and  Solomon  seem 
to  feel  that  the  underlying  emotions  and  atti- 
tudes which  the  child  shows  in  these  play 
situations,  are  his  true  feelings. 

Case  No.  0.  P.  129 : Albert  is  a slender,  nor- 
mally developed  boy  of  nine  years  and  eight 
months,  of  normal  intelligence  (I.  Q.  91), 
who  was  referred  to  the  Clinic  because  of 
“being  involved  in  the  theft  of  second  hand 
tires,  selling  said  tires,  and  receiving  stolen 
property  from  a playmate.”  The  mother’s 


verbatim  complaint  was,  “I  worry  about  him 
running  around  too  much.  I can’t  watch 
him  every  time  he  leaves  the  house.  It  real- 
ly is  the  little  fellow  he  runs  with,  I think.  I 
have  never  noticed  him,  being  by  himself  like 
that,  to  do  anything  he  shouldn’t.”  She 
complains  that  Albert  is  easily  influenced 
and  too  generous.  He  is  stubborn,  disobeys, 
is  markedly  afraid  of  getting  hurt,  has  an  ex- 
aggerated fear  of  doctors,  and  is  terribly 
afraid  of  a whipping.  He  has  sucked  his 
thumb  since  he  was  eighteen  months  old. 
The  mother  insists  that  she  has  never  known 
Albert  to  steal  anything.  She  absolves  him 
of  blame  in  the  instances  of  accepting  money 
stolen  by  another  boy,  but  demonstrates  her 
inconsistency  in  discipline  by  saying  that  she 
whipped  him  for  it  and  threatened  not  to  let 
him  go  down  town.  She  denies  having  heard 
that  he  has  been  involved  in  the  theft  of  any 
tires.  Albert  was  born  November  21,  1928. 
Birth  and  early  development  were  normal.  He 
has  always  been  somewhat  underweight. 
Tonsils  have  been  removed.  He  has  a right 
internal  strabismus,  which  becomes  quite 
marked  when  he  tries  to  focus  on  objects  at 
short  range.  His  right  eye  crosses  when  he 
becomes  tired  or  excited.  This  eye  also  both- 
ers him  in  his  reading.  He  has  a bilateral  un- 
descended testicle.  He  is  in  the  fifth  grade 
in  school.  The  family  background  is  poor. 
Both  the  paternal  grandfather  and  paternal 
uncle  have  long  police  records.  A paternal 
aunt  is  in  a mental  hospital.  The  father,  a 
30-year-old  common  laborer,  has  been  separ- 
ated from  the  patient’s  mother  for  some 
time.  He  has  a long  police  record,  mostly 
for  intoxication,  disorderly  conduct,  rajpe  and 
theft.  He  continues  to  hang  around  town  at 
intervals,  and  occasionally  comes  around  to 
see  the  children,  at  which  times  he  usually 
quarrels  with  the  mother.  Divorce  proceed- 
ings are  pending.  The  mother,  age  34,  at 
the  present  time  has  the  custody  of  Albert, 
his  younger  brother,  and  a sister.  She  has 
made  a pleasant  home  for  the  children  and, 
as  far  as  is  known,  has  not  been  involved  in 
any  delinquency,  immoral  or  disorderly  con- 
duct. Present  home  conditions  are  fair.  The 
family  of  the  mother  and  three  children  live 
in  a three  room  house,  in  rather  rundown 
condition,  in  a residential  district  of  low-cost 
homes.  In  general,  it  is  a fairly  good  neigh- 
borhood. There  is  a good  regularity  to  the 
home  life,  meals  being  at  a regular  time,  and 
bedtime  and  time  of  rising  being  more  or  less 
consistent.  Total  financial  income  is  A.  D. 
C.  relief  of  approximately  $40.00  a month. 
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Albert  gets  along  fairly  well  with  the  other 
members  of  the  family,  except  that  he  often 
quarrels  with  his  younger  brother,  Jackie, 
over  their  playthings.  He  likes  school  and  is 
fond  of  his  teachers.  He  enjoys  outdoor 
sports,  especially  hunting,  and  is  very  fond 
of  dogs  and  other  pets.  He  realizes  that  it 
was  wrong  for  him  to  accept  money  from  an- 
other boy  when  he  did  not  know  where  the 
playmate  had  obtained  it.  He  was  not  en- 
tirely truthful  even  with  urging.  He  misses 
having  the  clothes  other  boys  have,  and  regu- 
lar spending  money.  He  is  fonder  of  his 
mother  than  of  his  father,  and  does  not  want 
the  father  to  come  back  and  live  with  them. 

The  following  disposition  was  made  of  the 
case  after  the  first  visit  to  the  Clinic:  The 

mother  was  told  of  Albert’s  normal  intelli- 
gence. She  was  urged  to  make  arrange- 
ments with  her  caseworker  for  immediate 
medical  attention  and  correction  of  the  eye 
condition  and  undescended  testicle.  She  is 
to  establish  a system  of  a regular  allowance 
of  20c  per  week,  which  amount  Albert  will  be 
permitted  to  spend  as  he  wishes.  She  was 
urged  to  attempt  more  consistency  in  her 
discipline,  and  not  to  threaten  corporal  pun- 
ishment unless  she  actually  intended  to  ad- 
minister it.  She  agreed  to  instruct  the  pa- 
ternal grandfather  that  he  is  not  to  make  Al- 
bert gifts  of  old  tires,  money  or  other  arti- 
cles without  her  knowledge.  It  was  ex- 
plained that  the  habit  of  thumbsucking 
would  disappear  more  rapidly  if  it  were  ig- 
nored, and  that  shaming  only  made  him  more 
conscious  of  the  habit.  Albert  is  to  be  al- 
lowed to  keep  what  pets  he  desires,  and  to  be 
encouraged  to  raise  rabbits  or  chickens  as 
facilities  are  obtained. 

In  the  initial  interview  conducted  by  the 
usual  method  of  direct  questioning,  no  infor- 
mation was  obtained  from  Albert  concerning 
his  theft  of  the  tires.  On  the  second  visit  to 
the  Clinic  three  days  later,  even  under  con- 
siderable probing  Albert  told  little  of  his 
stealing  episode.  Consequently,  a play  situa- 
tion was  created  with  the  dolls  in  which  two 
boys  were  playing  together  on  the  street  tell- 
ing of  their  various  accomplishments.  With 
this  play  interview,  Albert  told  of  having  tak- 
en about  ten  tires  in  all  over  a period  of  ap- 
proximately two  months.  Most  of  them 
were  wornout  tires  taken  from  alleys.  His 
most  recent  theft  was  a Model  T tire  which 
he  actually  stole  from  a tire  shop  and  sold  at 
a filling  station  near  the  police  station.  He 
received  35c  for  this  tire.  He  also  told  in  the 
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play  interview  of  having  taken  $2.00  from  his 
mother’s  purse  in  an  attempt  to  reimburse 
the  party  from  whom  the  tire  had  been  stol- 
en, after  he  had  been  apprehended  and  his 
mother  did  not  yet  know  of  his  theft.  All  of 
this  was  in  the  third  person  in  which  he  pro- 
jected his  own  experience  onto  the  doll.  He 
even  mentioned  the  places  by  name  from 
which  the  tires  had  been  taken  and  the  story 
checked  correctly  with  our  other  information 
obtained  from  the  probation  officer.  After 
the  play  interview  was  finished,  Albert  was 
asked  directly,  “Did  you  ever  steal  any 
tires?”  and  he  answered,  “What  tires?”.  In 
another  interview  a week  later,  with  the  use 
of  dolls,  Albert  acted  out  the  entire  proceed- 
ings of  his  visits  to  the  doctor  for  physical 
examination  and  removal  of  tonsils,  telling 
about  his  anesthesia,  how  he  felt  after  the 
operation,  and  expressing  a marked  fear  of 
doctors.  When  through,  he  was  asked,  “Did 
all  this  hurt  the  little  boy  much?”  (indicat- 
ing the  little  boy  doll)  and  he  answered,  “No, 
it  didn’t  really  hurt  him  much.”  It  was  then 
suggested,  “What  did  the  little  boy  learn?” 
and  he  replied,  “Not  to  be  afraid  of  doctors.” 

In  this  particular  play  session,  he  was  not 
asked  to  identify  himself  with  the  doll,  al- 
though Conn  seems  to  feel  that  it  is  best  to 
make  the  child  say,  early  in  the  treatment, 
that  he  realizes  that  he  is  talking  about  him- 
self when  he  talks  of  the  doll.  Solomon,  on 
the  other  hand,  feels  that  it  is  best  for  the 
child  to  gradually  get  the  identity  without 
the  aid  of  the  therapist. 

How  a child  may  work  out  his  emotional 
difficulties  such  as  sibling  jealousy  is  shown 
by  another  interview  with  the  same  patient. 
A play  situation  was  created  where  a big 
brother  and  a little  brother  were  playing 
with  a toy  automobile.  Albert  was  asked: 

Q.  What  do  they  do  with  it? 

A.  The  big  boy  says  he  wants  to  play 
with  it  and  the  little  boy  says  he  wants  to, 
and  they  start  a fight. 

Q.  What  happens  then? 

A.  Oh,  the  little  boy  gets  to  play  with  it. 

Q.  Does  this  boy  (indicating  the  big 
brother)  like  his  little  brother? 

A.  No. 

Q.  Why? 

A.  Because  he  always  wants  what  the 
other  boy  has. 
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Q.  What  does  he  want  to  do  with  his 
little  brother? 

A.  Beat  him  up. 

Q.  How?  Show  me. 

A.  (He  beats  up  the  little  boy  doll  using 
the  big  brother  doll.) 

Q.  After  he  has  him  all  beat  up,  what 
happens  ? 

A.  The  mother  comes  out. 

Q.  And  what  does  she  do? 

A.  She  says,  “Why  are  you  fighting?” 
and  the  boy  says  because  he  wanted  his  auto- 
mobile himself  and  the  little  brother  says  he 
wanted  to  play  with  it,  and  the  mother  says 
to  give  it  to  the  little  boy.  She  always  does. 

Q.  And  how  does  that  make  the  boy  feel? 

A.  He  feels  mad. 

Q.  Is  he  mad  at  his  mother? 

A.  No. 

Q.  At  his  little  brother? 

A.  Yes,  but  he  goes  out  and  gets  him  an- 
other car. 

Q.  Where  does  he  get  it? 

A.  At  the  dime  store. 

Q.  How  does  he  get  a car  at  the  dime 
store  ? 

A.  He  steals  it  because  his  little  brother 
always  wants  the  other  car  and  he  wishes  his 
little  brother  would  stay  in  the  house.  He 
wishes  he  never  had  a little  brother.  (The 
patient  had  actually  taken  toys  from  the  ten- 
cent  store.) 

Q.  Because  he  causes  him  so  much  trou- 
ble? 

A.  Yes. 

Q.  Does  the  big  brother  treat  his  little 
brother  mean? 

A.  Yes,  because  he  won’t  ever  let  him 
play  with  his  car. 

Q.  Is  that  the  only  reason  he  doesn’t  like 
his  little  brother? 

A.  No,  because  his  little  brother  makes 
him  get  into  trouble. 

Q.  How? 

A.  He  always  starts  a fight. 

Q.  How  does  he  start  it? 

A.  By  taking  things  all  the  time. 


Q.  And  what  does  he  do  to  the  little 
brother? 

A.  He  beats  him  up  good,  like  this  (he 
again  beats  up  the  little  brother  doll.) 

Q.  How  does  the  big  brother  feel  now  ? 

A.  He  feels  happy  now. 

Q.  Why  is  he  happy? 

A.  Because  his  little  brother  is  beat  up 
so  he  can  have  some  fun  now. 

In  this  conversation,  there  is  little  doubt 
that  Albert  was  expressing  his  real  feelings 
toward  his  little  brother.  His  answers  to  di- 
rect questioning  immediately  afterward  are 
as  follows: 

Q.  Do  you  ever  beat  up  your  little  broth- 
er? 

A.  No. 

Q.  Do  you  ever  scrap  with  him? 

A.  I get  mad  at  him  sometimes. 

The  value  of  any  form  of  therapy  is  best 
measured  by  the  results  obtained.  In  Al- 
bert’s case  the  effectiveness  of  the  lesson 
learned  in  the  play  session  concerning  his  ex- 
perience with  doctors  is  shown  by  the  fact 
that  approximately  three  weeks  following, 
Albert  had  another  operation  on  his  eye.  He 
showed  absolutely  no  fear,  climbed  up  readily 
on  the  operating  table,  and  made  no  resist- 
ance whatsoever  to  the  ether.  The  operat- 
ing surgeon  remarked  at  his  complete  change 
of  behavior  compared  with  that  he  exhibited 
at  his  previous  operation  a year  before.  The 
benefit  of  the  play  interview  in  which  he 
worked  out  his  sibling  jealousy  on  the  doll  is 
illustrated  by  the  mother’s  statement : With 
no  knowledge  of  the  nature  of  Albert’s  play 
interviews  she  answered  the  question,  “Have 
you  noticed  any  change  in  Albert’s  behavior 
in  the  past  two  weeks?”  with  the  words, 
“Yes,  he  doesn’t  pick  on  his  little  brother  as 
much  as  he  used  to.” 

In  this  particular  case,  all  of  the  factors 
have  not  yet  been  worked  out,  but  we  do  feel 
that  in  a child  of  this  age,  where  successful 
“Active  Play  Therapy”  can  be  carried  out, 
with  the  continued  treatment  of  the  child  as 
a whole,  correction  of  his  physical  defects, 
supervision  and  necessary  alterations  of 
home  and  school  situations,  etc.,  there  is  ex- 
cellent opportunity  for  the  prevention  of  fu- 
ture delinquency.  We  would  feel  that  it  is  of 
more  value  and  easier  to  eliminate  early  be- 
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havior  disorders  in  children  than  to  attempt 
treatment  after  the  child  has  actually  be- 
come delinquent  and  reached  an  age  where 
the  mental  attitudes  and  habit  patterns  have 
become  more  or  less  fixed. 
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The  Differential  Diagnosis  of  Vesical 
Neck  Obstruction* 

EDWIN  DAVIS,  M.  D., 

Omaha. 


“Approach  the  easy  as  though  it  were  difficult,  and 
the  difficult  as  though  it  were  easy  ; the  first, 
lest  overconfidence  make  you  careless,  and  the 
second,  lest  faint-heartedness  make  you  afraid.’* 

— Baltasar  Gracian** 

It  has  been  estimated  that  prostatic  hyper- 
plasia occurs  in  twenty  percent  of  males  age 
fifty,  and  in  fifty  percent  of  those  reaching 
eighty,  although  only  about  one-third  of  the 
cases  of  hyerplasia  produce  obstructive 
symptoms.  The  degree  of  mechanical  ob- 
struction, however,  is  by  no  means  propor- 
tional to  the  size  of  the  gland. 

Each  of  us  is  familiar  with  the  classical 
clinical  picture  presented  by  benign  prostat- 
ic obstruction,  beginning,  usually,  in  the  late 
fifties,  and  characterized  by  gradually  in- 
creasing dysuria  and  frequency,  culminating 
in  urinary  retention.  The  typical  history  in- 
cludes recurrent  exacerbations  of  increasing- 
duration  and  severity.  Atypical  symptoms, 
however,  may  be  most  misleading.  Bladder 
symptoms  may  be  entirely  absent.  Not  in- 
frequently, the  only  symptom  is  gross  hema- 
turia. I recall  one  uremic  individual  with  a 
greatly  distended  bladder,  whose  sole  com- 
plaint was  “a  bad  taste.”  Others  merely 
show  mental  symptoms,  such  as  irritability, 
loss  of  memory,  or  drowsiness.  Urinalysis 
is  often  deceptive,  since  the  findings  may  be 
essentially  negative,  in  spite  of  advanced  ur- 
emia, with  high  blood  nitrogen  content.  Er- 
rors and  omissions  are  common.  To  cite  a 
conspicuous  example,  the  chronically  distend- 
ed bladder,  easily  to  be  made  out  by  percus- 
sion or  palpitation,  or  even  by  simple  inspec- 
tion, is  frequently  missed,  partially  because 
painless,  but  chiefly  because  the  physical  ex- 
amination was  lacking  in  thoroughness.  The 

♦Lecture  given  before  the  Omaha  Mid-West  Clinical  Society, 
October  25,  1938. 

♦♦Translated  by  Martin  Fischer. 


examiner  failed  to  approach  his  difficult 
problem  “as  though  it  were  easy,”  merely  by 
looking  at  the  patient’s  abdomen. 

It  is  my  purpose  to  consider  these  atypical 
variations,  to  enumerate  the  commoner  falla- 
cies and  omissions,  and  also  to  emphasize  the 
importance  of  realizing  that  by  no  means  ev- 
ery old  man  complaining  of  frequent  urina- 
tion has  an  obstructing  prostate.  Indicat- 
ed in  Table  I are  the  various  causes  producing 
symptoms  simulating  vesical  neck  obstruc- 
tion, classified  as  mechanical,  inflammatory, 
intravesical,  neurological  and  medical. 

TRUE  MECHANICAL  CAUSES 

Typical  large,  benign  hypertrophy,  palpa- 
ble as  such  per  rectum,  elastic  in  consistency, 
and  showing  an  abrupt  prominence  just 
above  the  membranous  urethra,  as  well  as  a 
deep  sulcus  between  the  gland  and  the  lateral 
wall  of  the  pelvis  upon  either  side,  is  unmis- 
takable, even  to  one  of  limited  experience. 
The  error  commonly  made  is  to  miss  the  diag- 
nosis of  prostatic  obstruction,  through  fail- 
ure to  realize  the  possibility  of  the  presence 
of  intravesical  prostatic  lobes,  in  the  ab- 
sence of  palpable  enlargement  per  rectum.  A 
door-knob-sized  intravesical  median  prostat- 
ic lobe  may  give  no  hint  of  its  presence  to  the 
rectal  palpating  finger.  And  a cherry  or  ol- 
ive-sized pedunculated  intravesical  lobe,  like- 
wise not  to  be  palpated,  may,  as  the  result  of 
its  ball-valve  action,  and  its  position  overly- 
ing the  vesical  orifice,  be  a far  more  effectual 
cause  of  mechanical  obstruction  than  a bulky 
hypertrophy  the  size  of  one’s  fist.  Such  in- 
travesical lobes  may  be  detected,  very  simply 
and  easily,  by  cystoscopic  examination,  and 
occasionally  by  cystography,  appearing  as  fil- 
ling defects.  The  cystoscopic  diagnosis  of 
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such  lobes  is  based  upon  the  recognition  of 
intervening  clefts  (between  lobes)  at  the 
vesical  orifice.  Another  error,  not  infre- 
quently made,  is  to  conclude  that  there  are 
no  obstructing  prostatic  lobes,  merely  be- 
cause a soft  rubber  catheter  passes  easily  in- 
to the  bladder,  through  failure  to  realize  that 
a ball-valve  might  readily  obstruct  the  out- 
flow of  urine  but  not  the  entrance  of  a cath- 
eter. 

Prostatic  carcinoma,  occurring  in  from  ten 
to  twenty  percent  of  obstructing  prostates,  is 
more  common  than  generally  supposed.  It 
is  well  known,  although  sometimes  forgotten, 
that  any  small,  localized  area  of  induration, 
palpable  upon  the  posterior  surface  of  the 
prostate  of  a man  past  middle  age,  should  be 
viewed  with  suspicion.  It  is  also  well-known 
that  the  very  early  prostatic  carcinoma  may 
occasionally  be  the  cause  of  bony  metastasis 
before  local  recognition.  There  are,  how- 
ever, but  few  borderline  cases.  In  a word, 
the  diagnosis  rests  almost  wholly  upon  rectal 
palpation.  The  enlarged,  fixed,  unyielding 
prostate,  irregular  or  nodular  as  to  surface, 
and  so  indurated  as  to  deserve  the  descriptive 
term  “stony”  should  be  recognized  by  any 
medical  student.  Although  the  obstructive 
symptoms  do  not  differ  essentially  from 
those  of  benign  hypertrophy,  there  are  cer- 
tain suggestive  features  such  as  loss  of 
weight,  bilateral  sciatic-like  pains,  and  bony 
metastasis  demonstrable  by  roentgenography. 
Spontaneous  intravesical  bleeding  is  very  rare 
with  prostatic  carcinoma,  and  rather  common 
with  benign  hypertrophy.  The  two  lesions 
not  infrequently  coexist,  the  hypertrophy  in- 
volving the  lateral  and  median  lobes  and  the 
malignancy  the  posterior  capsule.  The  dis- 
tinction is  important  in  that  the  obstructive 
symptoms  due  to  prostatic  malignancy  may 
be  far  better  relieved  via  the  transurethral 
route,  rather  than  by  open  operation.  In  fact, 
transurethral  resection  here  has  its  ideal  ap- 
plication, and  offers  to  these  sufferers  a 
method  of  palliative  relief  hitherto  not  avail- 
able. 

Median  prostatic  bar,  or  fibrous  contract- 
ure of  the  vesical  orifice.  Diagnosis  of  these 
conditions  is  arrived  at  by  exclusion,  in  that 
the  symptoms  are  those  of  mechanical  ob- 
struction, with  dysuria,  frequency  and  resid- 
dual  urine,  and  without  demonstrable  evi- 
dence of  prostatic  hypertrophy,  either  by 
rectal  palpation  or  by  cystoscopic  inspection. 
Rectal  palpation  is  likely  to  reveal  merely  a 
small  fibrous  prostate,  and  the  cystoscopic 


view  may  show  trabeculation  of  the  bladder 
wall  (indicating  chronic  obstruction),  but  no 
abnormality  of  the  vesical  orfice,  other  than 
possibly  a slight  elevation  of  the  posterior  lip. 
This  condition  is  usually  diagnosed  in  middle 
age  or  early  adult  life,  rather  than  in  old  age. 
The  diagnosis  is  important  because  transure- 
thral prostatic  resection  offers  an  ideal  meth- 
od of  relief. 

Congenital  valve  or  flap  of  the  posterior 
urethra  is  a mucous  fold  or  a fibrous  band, 
radiating  upwards  or  downwards  from  an  at- 
tachment at  or  near  the  verumontanum,  and 
offering  no  obstruction  to  the  passage  of  a 
catheter.  This  condition  is  mentioned  mere- 
ly for  the  sake  of  completeness,  in  that  the 
diagnosis  is  usually  made  in  infancy  or  child- 
hood, based  upon  dysuria,  chronic  bladder 
distension  and  bilateral  megalo-ureter  and 
hydronephrosis,  demonstrated  by  cysto- 
graphy. 

A minute  papilloma  of  the  posterior  ure- 
thra, pedunculated,  and  acting  as  a ball  valve 
above  the  external  sphincter,  may  cause  com- 
plete urinary  retention.  This  condition  is 
rare. 

Urethral  stricture  occurs  usually  (but  by 
no  means  always)  in  early  adult  life  as  a defi- 
n i t e complication  of  specific  urethritis. 
There  is,  however,  no  age  limit,  nor  is  there 
always  a history  of  urethritis.  Traumatic 
urethral  stricture  is  a well  recognized  clinical 
entity,  usually  following  a history  of  a “strad- 
dle” injury.  Considering  the  two  symptoms, 
dysuria  and  nocturia,  if  the  former  is  marked 
and  the  latter  inconspicuous,  stricture,  rath- 
er than  prostatic  hypertrophy,  is  suggested. 
Stricture  may  of  course  be  excluded  by  the 
passage  of  a soft  rubber  catheter,  which  also 
serves  the  additional  purpose  of  determining 
the  amount  of  residual  urine.  Congenital 
stricture  or  stenosis  of  the  anterior  urethra 
may  occur. 

INFLAMMATORY  CAUSES 

Cystitis,  acute  or  chronic,  whether  secon- 
dary to  pyelonephritis,  or  other  renal  lesions, 
or  to  local  causes  within  the  bladder,  such  as 
new  growth,  calculus,  or  diverticulum,  may 
produce  symptoms  simulating  prostatic  hy- 
pertrophy, although  urinary  urgency,  rather 
than  obstruction,  is  the  more  conspicuous 
feature.  Renal  tuberculosis,  with  secondary 
bladder  involvement,  producing  marked  urin- 
ary frequency,  may  be  a cause  for  confusion, 
although  this  is  usually  a disease  of  early  ad- 
ult life. 
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Chronic  prostatitis,  with  accompanying- 
bladder  irritation  and  urinary  frequency  is 
often  confused  with  hypertrophy,  particular- 
ly by  the  patient  himself,  and  may  be  ex- 
cluded by  rectal  and  cystoscopic  findings,  by 
the  examination  of  the  prostatic  secretion,  as 
well  as  by  the  absence  of  true  mechanical  ob- 
structive symptoms.  Often,  no  little  per- 
suasion is  necessary  to  convince  one  of  these 
patients  that  prostatectomy  is  not  necessary. 
The  absence  of  residual  urine,  and  sympto- 
matic relief  following  massage  treatments 
are  important  additional  diagnostic  features. 

Acute  prostatitis,  particularly  acute  gon- 
orrheal prostatitis  (for  which  there  is  no 
age  limit),  although  not  frequently  confused, 
may  occasionally  present  the  most  amazing 
similarity  to  prostatic  carcinoma.  The  ex- 
aminer, being  thrown  off  his  guard  by  the 
age  of  the  patient,  and  misled  by  the  history 
of  frequent  and  difficult  urination,  palpates 
brawny  induration  and  marked  enlargement 
per  rectum,  ignores  what  slight  evidence  of 
urethritis  there  may  be,  and  reaches  his  has- 
ty conclusion.  I am  in  a position  to  know, 
having  made  this  mistake  myself — twice. 

Prostatic  abcess  is  suggested  by  acuteness 
of  onset,  “boring”  pain,  located  deep  in  the 
pelvis  around  the  rectum,  low  grade  fever, 
leucocytosis.  and  rectal  findings.  Character- 
istically, rectal  palpation  reveals  a large,  hard 
very  tender  mass,  without  fluctuation.  Re- 
tention of  urine  is  very  common.  Not  in- 
frequently this  condition  diagnoses  itself  by 
spontaneous,  intraurethral  rupture.  Pros- 
tatic hypertrophy  and  small  prostatic  abcess 
frequently  coexist,  as  occasionally  determined 
during  prostatectomy.  I have  never  known 
a finding  of  this  kind  to  complicate  the  con- 
valescence. 

INTRAVESICAL  CAUSES 

Bladder  tumor,  benign  or  malignant,  the 
former  pedunculated  and  overlying  the  vesi- 
cal orifice,  and  the  latter  ulcerated  and  pro- 
ducing marked  urinary  frequency  on  account 
of  superimposed  infection,  must  be  borne  in 
mind,  and  may  be  excluded  by  cystoscopic 
examination. 

Calculus  may  be  excluded  by  Roentgeno- 
graphy, or  by  cystoscopic  examination,  and 
sometimes  merely  by  the  passing  of  a sound. 
It  is  to  be  remembered  that  vesical  calculus 
and  prostatic  obstruction  coexist  (in  old  age) 
more  frequently  than  not,  and  that  to  remove 
the  calculus  without  its  cause  is  to  invite  re- 
currence. 


Diverticulum,  particularly  the  large  sac- 
culated variety,  diagnosed  by  cystoscopy  or 
cystography,  may  in  itself  be  the  cause  of  a 
large  residual  urine,  although  this  condition 
also  frequently  co-exists  with  prostatic  hy- 
pertrophy. Sometimes  subsequent  diverticu- 
lectomy  may  be  necessary,  because  prostatec- 
tomy has  not  provided  satisfactory  sympto- 
matic relief. 

NEUROLOGICAL  CAUSES 

So-called  paradoxical  incontinence,  due  to 
an  “overflow”  bladder,  resulting  usually  from 
unrecognized  tabes,  but  sometimes  from  oth- 
er cord  lesions,  not  infrequently  is  the  source 
of  a mistaken  diagnosis,  in  that  the  examin- 
er may  be  misled  by  the  outstanding  symp- 
tom (incontinence)  and  thus  overlook  the 
presence  of  a liter  (more  or  less)  of  residual 
urine.  This  error  may  be  easily  avoided  in 
case  characteristic  reflex  changes  or  insta- 
bility in  gait  are  present.  Or  the  diagnosis 
may  be  suggested  by  painlessness  of  urethral 
instrumentation,  or  merely  by  flabbiness  or 
lack  of  normal  tone  of  the  sphincter  ani,  de- 
tected by  routine  rectal  examination.  This 
latter  sign  often  gives  a very  valuable  sug- 
gestive hint,  later  confirmed  by  serological 
tests.  Although  the  occasional  borderline  or 
doubtful  case  may  present  itself,  and  al- 
though prostatic  hypertrophy  and  tabes  may 
coexist,  the  distinction  usually  is  as  simple 
as  it  is  essential. 

There  is  also  that  condition  which,  for 
lack  of  a better  term,  may  be  called  the 
“psychic”  prostate.  I refer  to  the  nervous 
worrying  type  of  individual,  who,  as  the  re- 
sult of  fakir  radio  propaganda,  or  ballyhoo 
“feature”  articles  in  sensational  magazines, 
has  developed  a state  of  mind  such  as  to 
make  him  an  easy  prey  to  any  unscrupulous 
individual.  Such  a person  does  not  recognize 
a friend  when  he  sees  one.  Under  such  cir- 
cumstances, the  difficult  problem  is  to  per- 
suade him  that  prostatic  surgery  is  not 
necessary.  This  is  the  type  of  individual, 
having  no  true  mechanical  obstruction,  who 
may  be  “cured”  by  an  unnecessary  prostatic 
resection,  or  by  vasectomy, — or  by  a hair 
cut,  if  preceded  by  appropriate  propaganda. 

MEDICAL  CAUSES 

For  the  sake  of  completeness,  polyuria,  as- 
sociated with  such  constitutional  conditions 
as  diabetes,  nephritis,  and  arterio-sclerosis, 
should  be  mentioned,  although  there  should 
be  no  occasion  for  confusion  in  diagnosis. 
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SUMMARY 

1.  Frequent  and  difficult  urination,  oc- 
curring in  old  age  is  by  no  means  always  due 
to  prostatic  obstruction. 

2.  Conversely,  atypical  cases  of  prostatic 
obstruction  occur,  with  bladder  symptoms 
conspicuously  absent. 

3.  Urinalysis,  essentially  negative,  mac- 
roscopically,  microscopically,  and  chemically, 
does  not  exclude  advanced  uremia,  secondary 
to  residual  urine. 

4.  Rectal  palpation,  demonstrating  a nor- 
mal-sized prostate,  does  not  exclude  intra- 
vesical prostatic  hypertrophy. 

5.  The  easy  introduction  of  a soft  rub- 
ber catheter  does  not  exclude  prostatic  ob- 
struction. 

6.  Acute  gonorrheal  prostatitis  may  sim- 
ulate prostatic  carcinoma. 

7.  The  diagnosis  of  median  prostatic  bar 
or  fibrous  contracture  is  arrived  at  by  the 
exclusion  of  other  causes. 

8.  Urethral  stricture  has  no  age  limit. 
Nocturia  tends  to  be  inconspicuous  with  this 
lesion. 

9.  Urinary  incontinence  does  not  exclude 
residual  urine  in  large  amount. 

10.  The  possibility  of  tabes  should  be  con- 
sidered and  excluded  in  every  prostatic  ob- 
struction case. 

DIFFERENTIAL  DIAGNOSIS 

Symptoms  Simulating  Vesical  Neck  Obstruction 

True  mechanical  causes. 

Benign  prostatic  hypertrophy 
Palpable  per  rectum 
Not  palpable  per  rectum 
Carcinoma  prostate 

Median  prostatic  bar  or  fibrous  contracture. 
Valve  or  flap  posterior  urethra  (congenital) 
Papilloma  posterior  urethra 
Urethral  stricture. 

Inflammatory  causes. 

“Cystitis” 

Pyogenic,  acute  or  chronic 
Tuberculous 
Chronic  prostatitis 
Acute  prostatitis 
Prostatic  abscess 

Intravesical  causes — tumor,  calculus,  diverticulum. 

Neurological  causes. 

“Cord”  bladder 

Tabes,  trauma,  multiple  sclerosis. 

“Psychic”  prostate 
The  misled  patient. 

Medical  causes — polyuria. 


General  Health  Conditions  in  the 
United  States 

Commenting  upon  health  conditions  in  the 
United  States  during  the  fiscal  year  ended 
June  30,  1938,  the  Surgeon  General’s  report 
states  that  the  general  death  rate  for  the 
calendar  year  1937  was  10.9  per  1,000  popu- 
lation, as  compared  with  11.3  for  the  preced- 
ing year.  This  favorable  condition  continued 
in  1938,  when  preliminary  figures  for  the 
first  six  months  disclosed  a mortality  rate 
of  10.8  per  1,000  population  as  compared 
with  11.8  for  the  corresponding  period  of 
1937. 

There  was  also  recorded  a decrease  in  in- 
fant mortality  from  57.1  per  1,000  live  births 
for  1936  to  54.4  in  1937.  The  maternal  mor- 
tality rate  continued  to  decline;  4.6  per  1,000 
live  births  in  1937  against  5.3  during  1936. 

As  infant,  maternal  and  general  death 
rates  are  sensitive  indexes  of  prevailing 
health  conditions,  the  reduced  rates  in  these 
fields  indicate  a decidedly  favorable  trend. 

Tuberculosis  mortality  resumed  a down- 
ward course  after  a slight  increase  in  1936. 
The  improvement  was  apparent  in  the  pro- 
visional tuberculosis  death  rate  which  de- 
clined from  51.7  per  100,000  population  in 
1936  to  49.6  in  1937. 

During  1937  lowered  death  rates  were  re- 
ported for  typhoid  fever,  scarlet  fever,  diph- 
theria, tuberculosis,  malaria,  pellagra,  neph- 
ritis and  puerperal  causes.  With  regard  to 
small  pox,  Dr.  Parran  said:  “During  1937  a 
total  of  11,673  cases  of  smallpox  was  re- 
ported, as  compared  with  7,834  in  1936  and 
7,957  in  1935.  The  number  of  reported  cases 
in  1937  was  the  highest  since  1931.  Fortu- 
nately the  prevailing  smallpox  is  of  a mild, 
nonvirulent  type,  causing  relatively  few 
deaths.  The  eradication  of  this  unnecessary 
disease  depends  upon  the  intelligent  applica- 
tion of  vaccination.” 

The  United  States  suffered  minor  epi- 
demics of  influenza  and  poliomyelitis  in  1937. 
The  number  of  cases  of  poliomyelitis,  9,511, 
has  been  exceeded  only  in  four  previous 
years  for  which  records  are  available,  1916, 
1927,  1931  and  1935. 

The  leading  causes  of  death  in  1937  were 
diseases  of  the  heart,  cancer  and  other  malig- 
nant tumors,  pneumonia,  cerebral  hemor- 
rhage and  softening,  nephritis,  accidents  (ex- 
cept automobile)  and  tuberculosis. 

There  is  every  reason  to  hope  that  man 
will  ultimately  conquer  cancer. — Hygeia. 


Eruption  Due  to  Hydrophen  Ointment 
A Case  Report 


DONALD  J.  WILSON,  M.  D., 
Omaha,  Nebraska. 


M.  S.,  white,  male,  age  43,  packing  house  em- 
ployee, was  seen  in  consultation  August  6,  1938,  com- 
plaining of  a severe  dermatitis  involving  both  sides 
of  the  face,  entire  neck,  upper  chest,  axillae,  both 
arms  and  hands,  and  left  lowrer  leg.  These  areas 
were  markedly  edematous  and  firey  red  with  many 
vesicles  and  blebs.  Scattered  over  the  body  were 
many  small  macules  and  vesicles  in  a patchy  distri- 


Photo  No.  1.  Showing  extent  of  eruption  and  type  of  skin 
reaction  ten  days  after  hospitalization.  Note  positive  patch  test 
right  side  of  chest.  (24  hours  after  hydrophen  ointment  appli- 
caticn). 

bution.  The  most  severely  erupted  portions  were 
heavily  crusted  with  dried  calamine  lotion. 

A small  patch  of  dry,  scaley  eruption  had  de- 
veloped on  the  upper  left  arm  about  one  week  before 
my  consultation.  A physician  prescribed  Hydrophen 
Ointment  every  three  hours.  Four  days  later  the 
eruption  had  involved  hands,  arms,  neck,  and  face. 
The  next  day  it  appeared  on  the  left  lower  leg  where 
the  ointment  had  been  applied  to  the  site  of  an  old 
compound  fracture  which  healed  with  much  scar  tis- 
sue. Treatment  was  then  changed  to  vaseline  and 
the  next  day  to  calamine  lotion.  Following  calamine 
lotion  the  diffuse  macular  and  vesicular  eruption  had 
appeared. 

Hydrophen  Ointment  (N.  C.  Goodwin’s  Labora- 
tories, Inc.,  Brooklyn)  has  become  widely  used  in 
this  section  of  the  country.  The  manufacturer  ad- 
vertises the  ointment  as  “Ortho-phenyl-phenol- 
mercuric  nitrate,”  and  states  it  is  an  “ointment  of 


high  germicidal  value;  low  toxicity;  highly  effective 
against  aerobic  and  anaerobic  bacteria.”  “Hydro- 
phen is  indicated  in  fungus  and  bacterial  infections 
of  the  skin  such  as  ringworm,  athlete’s  foot,  etc. 
Should  be  applied  once  or  twice  daily,  massaging 
lightly  until  absorbed.” 

The  patient  was  hospitalized.  Recovery  was  sat- 
isfactory under  boric  acid  wet  dressings  followed  by 
a soothing  ointment.  After  ten  days  all  acute  erup- 
tion had  disappeared.  Only  redness  and  scaling  re- 
mained. A patch  test  using  Hydrophen  Ointment 
was  applied  to  the  right  side  of  the  body.  Itching 
began  in  ten  hours  and  the  patch  was  removed  one 


Photo  No.  2.  Showing  positive  reaction  to  patches  using  (from 
above),  (1)  Mercury  bichloride  1:500,  (2)  Aqueous  mercuro- 

chrome,  (3)  Ammoniated  mercury  ointment  5%,  and  (4)  Phenyl 
mercuric  nitrate  ointment  1 :1500. 

hour  later.  The  patient’s  condition  and  the  positive 
patch  test  are  shown  in  the  first  photograph.  Patch 
tests  applied  using  burlap,  sheep  muslin,  and  paper 
used  in  his  work,  were  negative.  Patient  was  dis- 
missed from  the  hospital  August  19,  1938. 

On  September  20th,  only  hyperpigmentation  re- 
mained in  the  involved  areas.  Scaling  was  complete 
except  on  the  left  sole. 

Because  Hydrophen  Ointment  contains  mercury, 
patch  tests  were  applied  using  (from  above  down- 
ward), (1)  Mercury  bichloride  solution  1:500,  (2) 
Aqueous  mercurochrome,  (3)  Ammoniated  mercury 
ointment  5%,  and  (4)  Phenyl  mercuric  nitrate  oint- 
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ment  1 :1500.  The  results  of  the  patch  tests  are 
shown  in  the  second  photograph. 

SUMMARY 

An  extensive  contact  dermatitis  was  proven  due 
to  Hydrophen  Ointment.  Further  tests  proved  this 
patient  was  also  sensitive  to  at  least  four  other  mer- 
cury compounds. 


Urges  Creation  of  New  Cabinet  Post, 
Secretary  of  Health 

The  American  Public  Health  Association,  through 
its  Executive  Secretary,  Dr.  Reginald  M.  Atwater, 
submitted  today  to  the  Technical  Committee  on 
Medical  Care  its  considered  and  official  judgment  as 
to  the  means  by  which  the  principles  of  the  National 
Health  Program  may  be  translated  promptly  into 
effective  action. 

In  releasing  the  recommendations,  Dr.  Atwater 
said  they  were  developed  by  a Committee  appointed 
to  confer  with  Miss  Josephine  Roche,  Chairman  of 
the  Interdepartmental  Committee  to  Coordinate 
Health  and  Welfare  Activities.  The  Committee  con- 
sisted of  Abel  Wolman,  Dr.  Eng.,  Chairman,  Presi- 
dent, American  Public  Health  Association  and  Pro- 
fessor of  Sanitary  Engineering,  Johns  Hopkins  Uni- 
versity, Baltimore,  Md.,  J.  N.  Baker,  M.  D.,  Mont- 
gomery, Ala.,  Louis  I.  Dublin,  Ph.  D.,  New  York 
City,  A.  T.  McCormack,  M.  D.,  Louisville,  Ky.,  H. 

S.  Mustard,  M.  D.,  New  York  City,  J.  L.  Rice,  M.  D., 
New  York  City,  F.  J.  Underwood,  M.  D.,  Jackson, 
Miss.,  and,  ex-officio,  E.  S.  Godfrey,  Jr.,  M.  D.,  Al- 
bany, N.  Y.,  and  Reginald  M.  Atwater,  M.  D.,  New 
York  City.  The  Committee’s  report,  Dr.  Atwater 
said,  has  been  endorsed  and  accepted  by  the  Asso- 
ciation and  represents  the  judgment  of  the  public 
health  profession. 

Following  are  the  recommendations  made  today 
by  the  Association  to  the  Technical  Committee: 

1.  It  is  certainly  theoretically  desirable  that  a 
single  state  agency  should  be  made  administrative- 
ly responsible  for  carrying  out  all  the  provisions  of 
the  National  Health  Program  which  may  be  en- 
acted into  law. 

In  recommending  that  this  single  agency  should 
be  the  state  department  of  health,  we  recognize  that 
the  present  patterns  in  most  states  do  not  conform 
to  this  proposal,  yet  we  note  evidence  that  organized 
medicine  and  many  public  welfare  officials  share  our 
opinion  that  at  least  ultimately  the  state  health  de- 
partment should  be  the  responsible  agency.  We  be- 
lieve that  there  are  many  affirmative  reasons  why 
the  state  health  department  is  the  best  agency  at  the 
state  level  for  this  purpose.  No  agency  will  be  able 
so  readily  or  effectively  as  the  health  department  to 
provide  professionally  qualified  personnel  and  be  so 
readily  or  effectively  able  to  maintain  high  profes- 
sional standards  of  medical  care. 

In  recommending  that  the  state  health  department 
should  be  the  primary  integrating  and  coordinating 
unit,  we  recognize  that  the  counsel  of  qualified  ad- 
visers from  the  medical,  dental,  nursing,  hospital 
and  ancillary  professions  will  be  requisite,  that  ade- 
quate provisions  for  technical  staffs  and  administra- 
tive expense  will  have  to  be  made  from  the  outset, 
and  that  increased  funds  for  training  purposes  will 
be  essential  for  successful  performance.  We  have 
concluded  further  that,  however  reluctant  medical 


health  officers  may  be  at  present  to  take  over  these 
added  responsibilities,  a study  of  the  alternative 
choices  for  such  purposes  will  be  determinative. 
This  basic  recommendation  does  not  preclude  a 
working  arrangement  in  some  states  with  existing 
machinery  outside  of  the  official  health  department 
which  might  function  well  through  another  channel, 
provided  that  the  state  health  officer  retains  super- 
visory control  over  the  broad  plans  and  the  general 
purposes  of  the  funds  which  the  state  may  receive. 
It  is  further  recommended  that  in  such  plans  due 
consideration  will  be  given  to  the  allocation  of  funds 
by  a state  department  of  health  to  the  various  sub- 
stantial governmental  jurisdictions  within  a state 
where  population,  extent  of  the  special  problems  or 
financial  need  justify. 

2.  The  Committee  reaffirms  and  reemphasizes 
the  official  declaration  of  the  American  Public 
Health  Association  that  in  the  initiation  and  de- 
velopment of  the  program,  wide  latitude  should  be 
given  to  the  states  in  the  definition  of  the  popula- 
tion to  be  served,  in  the  selection  of  the  method  of 
providing  medical  service,  and  in  other  important 
phases  of  the  proposed  program.  We  believe  that 
similar  latitude  should  be  provided  with  regard  to 
the  method  of  raising  funds  in  the  states  to  accom- 
plish approved  objectives. 

3.  The  Committee  finds  itself  in  agreement  with 
the  recommendations  in  the  National  Health  Pro- 
gram that  the  fundamental  objectives  involved  here 
are,  first,  conservation  of  health  and  vitality  and, 
second,  reduction  of  the  role  of  sickness  as  a cause 
of  poverty  and  dependency.  With  this  in  mind,  it 
supports  the  concept  that  Recommendations  1,  2 
and  3 of  the  Interdepartmental  Committee  (the  ex- 
pansion of  public  health  and  maternal  and  child 
health  services,  the  expansion  of  hospital,  clinic  and 
other  institutional  facilities,  and  the  provision  of 
medical  care  for  the  medically  needy)  should  have 
priority  in  initiation. 

4.  We  believe  that  recent  experience  demon- 
strates that  the  Social  Security  Act  provisions  for 
aid  to  the  states  for  health  work  provide  a suitable 
framework  for  the  expansion  of  preventive  health 
services. 

5.  We  submit  that  it  is  essential  that  any  state 
program  to  be  approved  for  federal  aid  should  con- 
tain adequate  provisions  for  the  maintenance  of  high 
personnel  standards  and  that  payment  of  such  fed- 
eral aid  to  state  agencies  should  be  withheld  when 
it  is  found  that  substandard  agencies  are  being  fur- 
nished. Similar  policy  should  obtain  with  respect 
to  state  aid  to  local  areas  within  a state.  The  ap- 
propriate federal  administrative  authorities  should 
have  power  to  establish  minimum  standards  through 
rule  and  regulation  after  consultation  with  compe- 
tent advisory  professional  bodies. 

6.  Careful  study  will  be  necessary  to  perfect  ad- 
ministrative regulations  to  cover  the  details  con- 
cerned with  the  provision  of  medical  services,  so  as 
to  assure  a high  level  of  quality.  We  believe  that 
standards  of  medical  practice  should  not  be  written 
into  basic  law.  Federal  aid  should  be  conditioned 
on  inclusion  within  the  state  plans  of  adequate  safe- 
guards for  maintaining  appropriate  standards. 

7.  We  believe  that  the  extension  and  improve- 
ment of  public  health  services  in  general  through- 
out the  country  requires  complete  integration  of 
health  services  of  the  federal  government  under  one 
cabinet  officer,  preferably  a Secretary  of  Health. 
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HAVE  YOU  PAID  YOUR  DUES? 


If  not,  please  send  a check  to  your  secre- 
tary at  once,  including  $10.00  for  state  dues 
plus  whatever  sum  is  required  for  your  coun- 
ty dues. 


THE  COUNTY  MEDICAL  SOCIETY 
IN  A NEW  ROLE 

Approval  of  the  prepayment  plan  for  medi- 
cal care  as  outlined  by  the  Farm  Security  Ad- 
ministration at  the  midwinter  session  of  the 
Council  of  The  Nebraska  State  Medical  Asso- 
ciation, places  the  county  societies  in  a novel 
role.  Not  only  will  they  be  requested  to  sup- 
ply medical  service  to  clients  of  this  Federal 
agency,  but  the  funds  allotted  for  these  serv- 
ices will  be  deposited  monthly  with  the  repre- 
senatives  of  the  respective  county  societies 
for  distribution  among  the  physicians  ren- 
dering service  under  this  plan.  Obviously 
the  success  of  the  venture  will  depend  on  fac- 
tors too  numerous  to  outline. 

Our  major  interest  lies  in  the  experimental 
features  of  the  system.  And  an  experiment 
it  is,  not  only  on  the  part  of  the  Farm  Secur- 
ity Administration  in  its  tests  of  the  practi- 
cability of  the  plan,  but  also  on  the  part  of 
organized  medicine  and  its  ability  to  admin- 


ister medical  care  on  a self-governing  basis. 
That  there  are  many  pitfalls  in  the  system  is 
open  knowledge.  How  many  errors  of  com- 
mission and  omission  will  result  from  our  in- 
experience in  the  administrative  field  only 
time  will  determine.  As  in  all  other  human 
endeavors,  sound  leadership  is  a primary  nec- 
essity. 

A consideration  of  present-day  thought 
and  social  outlook  makes  it  essential  for 
every  constituent  medical  society  and  its  in- 
dividual members  to  evaluate  soberly  the  sig- 
nificance of  this  new  undertaking,  and  to  ap- 
preciate the  obligations  attached  thereto.  It 
is  doubtful  indeed,  that  the  prepayment  plan 
for  medical  care  as  it  now  stands  will  remain 
permanently  limited  to  clients  of  the  Farm 
Security  Administration.  In  our  opinion,  this 
is  merely  the  prelude  to  an  altered  economic 
system  for  widespread  medical  and  hospital 
facilities.  If  that  be  the  case  we  must  prove 
our  adaptive  abilities  to  social  changes  of  our 
times  as  did  our  predecessors  to  scientific 
changes  a half  century  ago. 


ACUTE  COR  PULMONALE 

Dr.  Paul  White(1>  begins  his  account  of 
the  observations  made  by  him  and  Dr.  Syl- 
vester McGinn(2>  leading  to  the  definition  of 
acute  cor  pulmonale  with  the  remark  that 
“The  limits  of  the  field  of  simple  clinical  ob- 
servation have  not  yet  been  reached.”  It  is 
encouraging  to  have  one’s  attention  thus 
drawn  to  the  fact  that  the  mechanical  age  in 
medicine  has  not  entirely  dulled  the  wits  of 
clinicians.  It  may  be  well  to  briefly  summar- 
ize the  distinctive  observations  of  White  and 
McGinn  in  relation  to  acute  cor  pulmonale  or 
dilatation  and  failure  of  the  right  heart  in 
pulmonary  embolism. 

Over  50%  of  the  pulmonary  circulation 
must  be  occluded  to  result  in  acute  right 
heart  strain  or  failure.  Those  patients  who 
die  in  the  first  minutes  or  hours  following  a 
massive  infarction  of  the  lung,  die  as  a result 
of  vasomotor  shock  and  do  not,  because  of 
the  low  blood  pressure,  show  the  signs  these 
men  describe. 

1.  White,  Paul  D.:  The  Acute  Cor  Pulmonale. 
Ann.  Int.  Med.  9:115  (1935). 

2.  McGinn,  S.  and  White,  P.  D.:  Acute  Cor  Pul- 
monale Resulting  From  Pulmonary  Embolism;  Its 
Clinical  Recognition,  Jr.  Am.  Med.  Assoc.  104:1473 
(1935). 
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Those  patients  who  survive  the  primary 
shock  of  the  embolism  present  a set  of  symp- 
toms which  may  closely  duplicate  those  of 
coronary  thrombosis  as  well  as  dissecting 
aneurysm  of  the  aorta  and  massive  collapse 
of  the  lung  in  spontaneous  pneumothorax. 
The  latter  two  are  rare  enough  to  cause  little 
trouble  in  the  differential  diagnosis,  but  cor- 
onary thrombosis  is  so  common  as  to  create 
a real  problem.  Furthermore,  the  electrocar- 
diographic findings  in  massive  pulmonary  in- 
farction may  closely  resemble  those  of  coro- 
nary thrombosis. 

The  distinctive  signs  pointed  out  are  as 
follows:  (1)  “Increased  prominence  and  pul- 
sation, noted  by  inspection  and  palpation,  in 
the  region  of  the  second  and  third  intercostal 
spaces  just  to  the  left  of  the  sternum  . . . 

(2)  a to  and  fro  friction  rub  in  this  same 
area;  (3)  Gallop  rhythm,  diastolic  in  time, 
heard  along  the  left  sternal  border;  (4)  Dila- 
tation and  increased  pulsation  of  the  jugular 
veins;  and  (5)  Cyanosis. 

The  clinical  recognition  of  this  syndrome 
and  its  differential  diagnosis  are  important 
from  the  standpoints  of  (1)  accuracy  of  diag- 
nosis, (2)  prognosis,  and  at  times,  (3)  emer- 
gency treatment. 

George  W.  Covey. 


ANNOUNCEMENTS 


The  Serum  Committee  of  the  Nebraska 
State  Medical  Society  has  available,  scarlet 
fever  and  measles  convalescent  human  serum 
for  prophylaxis  and  treatment  of  these  dis- 
eases ; also  convalescent  serum  for  the  treat- 
ment of  infantile  paralysis. 

The  above  serums  may  be  obtained  by  con- 
tacting any  member  of  the  Convalescent  Se- 
rum Committee  throughout  the  state. 

There  is  also  available  in  Omaha,  whoop- 
ing cough,  mumps  and  undulant  fever  con- 
valescent human  serum. 

Recently  good  results  have  been  reported 
relative  to  the  use  of  normal  human  blood 
serum  in  the  treatment  of  severe  burns  and 
surgical  shock.  Your  serum  committee  has 
been  able  to  obtain  a small  consignment  of 
this.  Should  you  have  use  for  any  of  the 
above  serums,  apply  to  your  local  committee 
member  or  to  the  undersigned. 

Floyd  Clarke,  M.  D., 

Chairman  Convalescent  Serum  Committee, 

Nebraska  State  Medical  Association. 


“Guard  Against  Syphilis”  is  the  slogan  of 
National  Social  Hygiene  Day  to  be  observed 
throughout  America  on  February  1.  The 
day  will  be  marked  by  some  5,000  meetings 
to  highlight  present  community  campaigns 
against  syphilis  and  will  focus  public  atten- 
tion on  vital  next  steps  in  the  conquest  of  sy- 
philis, according  to  Dr.  Walter  Clarke,  execu- 
tive director  of  the  American  Social  Hygiene 
Association. 

Evidences  of  interest  in  the  forthcoming 
event,  the  third  annual  observance  in  the  cur- 
rent attack  on  syphilis,  point  to  a larger  na- 
tion-wide demonstration  than  those  of  previ- 
ous years,  Dr.  Clarke  said.  The  Associa- 
tion’s offices  in  New  York  as  well  as  San 
Francisco  report  increased  activity  and  in- 
terest on  the  part  of  official  and  voluntary 
health  and  welfare  agencies,  civic  groups, 
service  clubs,  women’s  organizations, 
churches,  schools  and  upward  of  1,000  youth 
bodies. 

As  in  years  past,  press  and  radio  aid  will 
be  sought  in  cultivating  public  interest  in  So- 
cial Hygiene  Day  and  its  objectives.  The 
American  Social  Hygiene  Association  is  of- 
fering posters,  envelope  enclosures,  a special 
tabloid  newspaper  for  free  mass  distribution 
and  a complete  kit  of  publicity  and  program 
aids  for  program  planners. 

The  United  States  Public  Health  Service  is 
cooperating. 


January  7,  1939 

To  The  Editor: 

Below  is  the  list  of  towns  named  as  being  badly 
in  need  of  a resident  physician. 

As  I explained  over  the  telephone,  this  informa- 
tion came  to  us  quite  by  accident  when  a man  inter- 
viewed on  Foster  May’s  Man-on-the-Street  program 
expressed  himself  as  being  a doctor  who  desired  to 
become  established  in  a practice. 

Responses  were  immediately  received  in  seventy- 
two  letters,  one  telegram  and  eleven  telephone  calls. 
We  thought  the  Medical  Society  might  like  to  have 
on  file  the  list  of  towns,  for  the  benefit  of  any  other 
young  men  who  may  be  interested  in  a practice  in 
smaller  towns. 

John  J.  Gillin,  Jr. 

Nebraska — Dunning,  Barneston,  Doniphan,  Lawr- 
ence, Brownsville,  Dawson,  Deshler,  Republican  City, 
Inman,  Springview,  Shickley,  Pleasant  Dale,  Bassett, 
Page,  Alvo,  Ohiowa,  Nemaha,  Bartlett,  Hershey, 
Western,  Lindsay,  Hardy,  Walthill,  Filley,  Dunbar, 
Ericson,  Ainsworth,  Surprise,  Lodge  Pole.  Steinauer, 
Naper,  Upland,  Thedford,  Silver  Creek,  Wood  Lake, 
Fremont  (Eagles  Club) — $100  a mo.  for  a doctor  to 
take  care  of  their  members,  with  possibility  of  out- 
side practice. 
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Kansas — Edmond,  Long  Island,  Kirwin,  Almena, 
Mt.  Hope,  Willis,  Lawrence,  Selden,  Johnson. 

Iowa — Lawton,  Kirkville,  Minden,  Alton,  Emerson, 
Fairfield,  Manilla. 

South  Dakota — Kimball,  Garden  City,  Thurton, 
Mt.  Vernon,  White  Lake,  Pukwana,  Hartford,  Philip. 
Minnesota — Good  Thunder,  Woodstock. 

Missouri — Burlington  Junction. 

Wyoming — Powell. 

A total  of  64  towns,  suggested  in  72  letters,  1 
telegram,  and  11  telephone  calls. 


NEWS  AND  VIEWS 


Dr.  F.  A.  Pollack  was  elected  president  of 
the  Norfolk  Lutheran  Hospital  staff  at  its 
January  meeting. 


Plans  for  diphtheria  innoculations  for  the 
first,  second  and  third  grade  pupils  in  Ne- 
braska City  were  announced  January  12  by 
Dr.  Mary  Mac  Vean,  city  physician.  All  chil- 
dren of  those  grades  who  bring  permits 
signed  by  their  parents  will  be  given  free  in- 
noculation,  the  announcement  states. 


The  Gage  County  Medical  Society  has  sub- 
mitted a plan  to  the  supervisors  of  the  coun- 
ty whereby  the  care  of  the  indigent  sick 
would  be  left  in  the  hands  of  the  County  So- 
ciety as  a unit.  This  would  replace  the  pres- 
ent system  of  the  three  physician  plan  in 
vogue.  The  three  physicians  each  receive 
$65.00  per  month. 


The  House  of  Delegates  of  the  California 
Medical  Association,  the  latter  part  of  De- 
cember, approved  a plan  of  health  insurance 
to  be  put  into  operation  within  90  days.  Ac- 
cording to  United  Press  reports  the  plan  pro- 
vides unlimited  medical  and  limited  hospital 
service  to  all  subscribers.  There  is  free 
choice  of  physician.  The  premium  will  be 
decided  by  the  governing  board,  present  fig- 
ures mentioned  being  $2.50  to  $2.65  a month. 
Fees  will  be  on  a unit  basis,  the  governing 
board  having  the  power  to  determine  the 
number  of  units  allowed  for  each  service  ren- 
dered, as  well  as  the  value  of  the  unit. 


Six  hundred  school  children  were  immun- 
ized against  diphtheria  in  Benkleman,  Haig- 
ler,  Parks  and  Max.  This  was  the  result  of 
a campaign  against  diphtheria  following  the 
appearance  of  two  cases  in  the  Parks  area. 
The  immunizations  were  paid  for  by  the  par- 


ents, the  districts  and  the  village.  The  proj- 
ect was  sponsored  by  the  Dundy  County 
Health  Association. 


Dr.  P.  A.  DeOgny  was  appointed  to  the 
State  Board  of  Examiners  in  Medicine  by 
Governor  Roy  L.  Cochran.  Dr.  DeOgny  has 
served  on  the  Board  for  the  past  seven  years. 
The  present  appointment  is  for  three  years. 


A Crippled  Children’s  Class  was  opened  at 
the  Field  School  in  Omaha  in  order  to  accom- 
modate some  of  the  handicapped  children  in 
their  educational  efforts.  Facilities  are  pro- 
vided by  the  regular  school  system.  The 
class  has  been  named  the  Dr.  J.  P.  Lord 
School  in  honor  of  the  founder  of  the  Ne- 
braska Society  for  Crippled  Children. 


According  to  the  Associated  Press,  Dr.  A. 
L.  Miller  of  Kimball  lost  his  appeal  in  the 
Nebraska  Supreme  Court  in  January  from  a 
Banner  County  District  denial  of  his  $193.00 
claim  for  medical  services  to  a pauper.  Said 
Justice  Geo.  A.  Eberly,  “A  physician  not 
hired  by  the  county  may  not  recover  from 
the  county  for  services  rendered  to  a poor 
person  in  an  emergency,  where  there  exists  a 
duly  appointed  county  physician  to  care  for 
the  poor,  the  latter  physician  being  equally 
available,  able,  willing,  and  ready  to  serve 
but  not  consulted.” 


Dr.  Herman  F.  Johnson  of  Omaha  is  sched- 
uled to  appear  before  the  American  Academy 
of  Orthopaedic  Surgery  in  Memphis  on  Jan- 
uary 17,  with  a paper  on  “Herniation  of  the 
Intervertebral  Disc  With  Referred  Sciatic 
Symptoms,”  and  before  the  Sioux  Valley 
Medical  Association  at  Sioux  City  on  Janu- 
ary 19,  with  a paper  on  “Diagnostic  Prob- 
lems of  Lesions  in  Long  Bones.” 


A physician  says  that  raw  oysters  are  un- 
healthy. Perhaps  they  are  but  no  one  ever 
heard  of  an  oyster  sending  for  a doctor. 


The  Annual  Assembly  of  the  Nebraska 
State  Medical  Association  will  be  held  in 
Grand  Island  on  May  2,  3 and  4.  If  you 
wish  to  read  a paper  before  this  Assembly, 
please  send  your  name  and  title  to  the  office 
of  the  Secretary,  Dr.  R.  B.  Adams,  416  Fed- 
eral Securities  Bldg.,  Lincoln. 
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WOMAN’S  AUXILIARY 

President — Mrs.  C.  W.  Pollard,  301  Happy  Hollow  Blvd., 
Omaha. 

Secretary — Mrs.  Herman  Johnson,  6211  Chicago  St.,  Omaha 
Treasurer — Mrs.  Elmer  Hansen,  2425  South  St.,  Lincoln 
Press  and  Publicity — Mrs.  C.  Fred  Ferciot,  2738  Sewell  St., 
Lincoln. 


Mrs.  C.  C.  Tomlinson,  our  National  Presi- 
dent asked  that  our  state  board  be  put  on  the 
mailing  list  of  those  receiving  the  National 
News  Letter.  We  thank  our  President  for 
her  thoughtfulness.  Much  helpful  informa- 
tion can  be  obtained  if  we  read  this  quarter- 
ly. 

Mrs.  C.  W.  Pollard,  our  State  President, 
was  guest  at  the  joint  meeting  of  the  Tri- 
County  No.  1 Medical  Society  and  the  Auxil- 
iary at  Grand  Island,  December  15.  Doctor 
A.  L.  Miller  and  Mrs.  M.  C.  Smith  were  guest 
speakers. 

Mrs.  Charles  Abbott,  our  Organization 
Chairman,  was  guest  of  the  Tri-County  No. 
1 Society  in  November. 

The  Hygeia  Clip  Sheet,  released  to  you  on 
request  by  Hygeia,  gives  you  such  facts  as 
“College  Can’t  Replace  Home  in  Character 
Building;”  “Worry  Over  Money  Matters  Is 
Ranking  Cause  of  Indigestion,”  and  many 
other  interesting  things. 

Excerpt  from  Mrs.  Tomlinson’s  letter:  “As 
wives  of  physicians  we  must  appreciate  the 
increasing  necessity  for  our  husbands  to  keep 
abreast  with  recent  scientific  developments. 
To  render  good  medical  care  to  his  patients, 
the  doctor  must  be  familiar  with  newer 
methods  and  techniques.” 

Excerpt  from  the  first  official  health  pro- 
gram of  the  National  Auxiliary:  “Public 
Health  work  is  a highly  technical  job  requir- 
ing scientific,  technically  trained  workers  . . . 
Every  state,  county,  and  city  is  entitled  to  a 
scientific  full-time  health  department,  ade- 
quately financed,  free  from  political  domina- 
tion, and  providing  continuity  of  service  to  a 
trained  personnel  so  long  as  the  work  is  effi- 
cient . . . such  work  is  dependent  upon  wide- 
spread health  education.” 

Mrs.  Charles  Abbott  is  visiting  many  sec- 
tions of  the  state  talking  to  County  Societies 
and  wives,  hoping  to  get  some  new  Auxil- 
iaries. 

The  Medical  Journal  carries  an  article  by 
one  of  our  State  Chairmen  each  month. 
They  give  an  idea  of  the  type  of  work  the 
Auxiliary  can  do  and  is  doing. 

The  appointment  of  committees  to  carry 


out  our  ideas  is  a sign  of  interest.  The  fol- 
lowing list  is  evidence  of  our  spread: 

State  Advisory  Council— Doctor  J.  Jay 
Keegan,  Doctor  Joseph  Weinberg,  Doctor  O. 
J.  Cameron. 

President — Mrs.  C.  W.  Pollard,  Omaha. 

President-Elect — Mrs.  J.  E.  M.  Thomson, 
Lincoln. 

First  Vice  President — Mrs.  Charles  E.  Ab- 
bott, Minden. 

Second  Vice  President — Mrs.  0.  J.  Came- 
ron, Omaha. 

Secretary  — Mrs.  Herman  F.  Johnson, 
Omaha. 

Treasurer — Mrs.  Elmer  Hansen,  Lincoln. 

Directors,  one  year — Mrs.  S.  0.  Harris, 
Chappell  and  Mrs.  C.  D.  Heine,  Hooper;  two 
years — Mrs.  Claude  Selby,  North  Platte,  and 
Mrs.  Fred  0.  Teal,  Lincoln. 

Program — Mrs.  J.  E.  Gelow,  Grand  Island. 

Public  Relations — Mrs.  E.  S.  Wegner,  Lin- 
coln. 

Press  and  Publicity — Mrs.  C.  Fred  Ferciot, 
Lincoln. 

Hygeia — Mrs.  Herbert  Davis,  Omaha. 

Legislation — Mrs.  Lucian  Stark,  Norfolk. 

Exhibits — Mrs.  J.  Jay  Keegan,  Omaha. 

Finance — Mrs.  Morris  Nielsen,  Blair. 

Historian — Mrs.  Floyd  Rogers,  Lincoln. 

Parliamentiarian — Mrs.  C.  W.  M.  Poynter, 
Omaha. 

Resolutions — Mrs.  Harry  Flansburg,  Lin- 
coln. 

Revisions — The  two  immediate  past  Presi- 
dents, Mrs.  Woodward  and  Mrs.  Farnsworth. 

Special  Committee  to  work  with  T.  B.  As- 
sociation— Mrs.  Harry  Benson,  Oakland. 

Special  Committee  to  work  with  P.  T.  A. 
Associations  (appointed  by  P.  T.  A.) — Mrs. 
Herman  Johnson,  1938;  Mrs.  James  F.  Kelly, 
1939. 

County  Presidents — Tri-County  No.  1, 
Mrs.  Howard  Royer,  Grand  Island. 

Hygeia  Chairmen — Mrs.  A.  D.  Brown,  Cen- 
tral City ; Mrs.  D.  W.  Wengert,  St.  Paul ; Mrs. 
McDermott,  Fullerton ; Mrs.  Douglas,  Clarks ; 
Mrs.  R.  C.  Woodruff,  Grand  Island. 

Tri-County  No.  2 — Mrs.  R.  T.  VanMeter, 
Fremont. 

Hygeia  chairman — Mrs.  Harry  Benson, 
Oakland. 

Tri-County  No.  3 — Mrs.  S.  0.  Harris, 
Chappell. 

Four-County — Mrs.  W.  J.  Hemphill,  North 
Loup. 

Richardson  County — Mrs.  C.  0.  Lang.  Falls 
City. 
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Hygeia  Chairman — Mrs.  C.  A.  Medlar, 
Verdon. 

Lancaster  County — Mrs.  Elmer  Hansen, 
Lincoln. 

Hygeia  Chairman — Mrs.  F.  A.  Alcorn,  Lin- 
coln. 

Omaha-Douglas  County — Mrs.  James  F. 
Kelly,  Omaha. 

Hygeia  Chairman — Mrs.  M.  C.  Green, 
Omaha. 

The  President  would  like  to  have  commit- 
tee lists  Horn  all  counties. 

The  Mid-Year  Board  meeting  was  held  in 
Lincoln,  January  16,  1939,  at  10:00  a.  m.,  at 
the  Cornhusker  Hotel.  The  Legislative 
Chairman,  Mrs.  Lucian  Stark,  a former  mem- 
ber of  our  State  Legislature,  talked  on  lobby- 
ing and  legislative  procedure.  Many  re- 
mained to  attend  the  session  of  the  Legisla- 
ture the  next  day. 

Mrs.  C.  Fred  Ferciot, 
Chairman  Press  and  Publicity. 


(STATE)  DEPARTMENT  OF  HEALTH 

Lincoln,  Nebraska 

MORBIDITY  SUMMARY— PRINCIPAL 


DISEASES 

1938  1937 

Total  Total 

Dec.  Nov.  to  Date  Dec.  Nov.  to  Date 

Chicken-pox 143  76  1467  239  111  1216 

Diptheria  13  14  162  21  22  109 

Influenza  13  2 151  0 17  468 

Measles  22  10  2573  8 8 468 

Meningitis,  C.  S 0 0 37  2 3 38 

Poliomyelitis  2 0 9 2 13  218 

Scarlet  Fever 130  74  1292  146  117  2164 

Smallpox  15  2 196  5 1 169 

Tuberculosis 21  9 203  10  18  197 

Typhoid  Fever 2 1 22  2 5 25 

Whooping  Cough 25  27  511  45  66  587 

Gonorrhea  74  59  892  88  144  1108 

Syphilis  67  49  740  70  104  938 


Division  of  Yeneral  Diseases,  (State)  Department 
of  Health,  Lincoln,  Nebraska. 

NEBRASKA  PUBLIC  HEALTH  LABORATORY 
PARTICIPATES  IN  EVALUATION  SURVEY 

Detailed  reports  of  control  laboratories 
and  clinical  diagnoses  from  the  1938  sero- 
diagnostic  evaluation  study  conducted  by  the 
United  States  Public  Health  Service  have 
just  been  received  by  the  (State)  Depart- 
ment of  Health.  They  show  that  results 
from  the  Nebraska  Public  Health  Labora- 
tory compare  favorably  with  those  from  the 
laboratories  designated  as  “controls”  by  the 
United  States  Public  Health  Service.  The 


control  laboratories  in  each  instance  are 
those  directed  by  the  originators  of  popular 
flocculation  or  modifications  of  the  comple- 
ment fixation  tests. 

In  the  following  tabulation  where  two  anti- 
gens or  two  tests  were  reported  individually 
by  a laboratory  these  have  been  combined  to 
show  the  results  obtained  by  the  individual 
laboratory  as  a unit. 


Bloods  from  207  Syphilitics  Bloods  From 

Various  Stages  of  Treatment  100  Normals 


Control  Lab.  Pos. 

Doubtful  Neg. 

No  test 

Pos. 

Neg. 

No  test 

1 168 

11 

24 

4 

0 

99 

1 

2 167 

3 

29 

6 

6 

99 

1 

3 165 

6 

35 

1 

0 

92 

8 

4 162 

1 

44 

0 

0 

100 

0 

5 158 

2 

40 

7 

0 

96 

4 

(State) 

Health 

Dept.  Lab.  161 

5 

40 

1 

0 

100 

0 

It  is  a matter  of  justifiable  pride  to  note 
that  of  35  participating  laboratories  doing 
complement  fixation  tests,  Nebraska  ranked 
8th  and  of  57  laboratories  performing  floc- 
culation tests,  Nebraska  ranked  12th.  Al- 
though there  occurred  in  this  series  no  false 
positives  it  should  be  remembered  that  such 
false  positives  do  occur  in  all  laboratories. 
This  is  especially  true  in  the  case  of  bloods 
obtained  from  fever  patients  and  those  suf- 
fering with  certain  infectious  diseases. 

It  cannot  be  too  often  emphasized  that  too 
much  dependence  is  placed  on  the  laboratory 
in  the  diagnosis  of  lues.  Even  a persistent 
positive  Wassermann  in  the  absence  of  clini- 
cal signs  or  definite  history  is  never  diagnos- 
tic. As  a criterion  of  cure  it  has  even  less 
value. 

Despite  the  refinements  in  technique  ef- 
fected by  group  efforts  to  improve  and 
standardize  serological  tests,  they  are  not 
specific  and  cannot  replace  careful  history 
and  physical  examination. 


Famed  German  Internist  Retires 

Franz  Volhard,  professor  of  internal  medi- 
cine at  the  University  of  Frankfort  on  the 
Main,  Germany,  has  been  retired,  having 
reached  the  age  limit  of  active  service,  68 
years,  the  regular  Berlin  correspondent  of 
The  Journal  of  the  American  Medical  Asso- 
ciation reports  in  the  Dec.  17  issue.  His 
greatest  contributions  to  internal  medicine 
were  above  all  in  the  field  of  gastric,  circula- 
tory and  kidney  disorders.  In  1899  he  dis- 
covered the  lipolytic  ferment  of  the  stomach. 
Volhard  has  become  best  known  for  his  work 
in  the  field  of  kidney  diseases. 
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SPEAKERS’  BUREAU  NOTES 

The  following  addresses  have  been  arranged  through  the  Speakers  Bureau  of  the  Educational  Com- 
mittee of  the  Nebraska  State  Medical  Association,  December  15,  1938  to  January  15,  1939. 

SCIENTIFIC  PROGRAMS 

Date  Place  Organization  Addressed  Speaker  Title  of  Address 

Jan.  11  Columbus Platte  Loup  Valley  Dr.  Claude  Uren  Medical  Management  of  the  Deafened 

Medical  Society  Omaha 

Dr.  Clarence  Rubendahl 
Omaha 

LAY  PROGRAMS 

Jan.  10  Omaha P.  T.  A. — Madison  Dr.  Z.  N.  Korth  Venereal  Diseases 

School 


MCH  REFRESHER  COURSES 


Jan.  5 North  Platte_  Eleventh  Councilor 
District 


Jan.  12  Ogallala Eleventh  Councilor 

District 


Dr.  Harold  Morgan 
Lincoln 


Dr.  Earl  Sage 
Omaha 


Professional  Title 

The  Puerperium,  Immediate  and 
Remote 
Lay  Title 

Adequate  Care  of  Women  During 
Pregnancy 

Professional  Title 

Treatment  of  Occiput  Posterior 
Lay  Title 

Public  Health  Aspects  of  Obstetrics 


PRESS  COMMENTS 


From  World-Herald,  Omaha,  Dec.  23,  1938 
PROFESSIONAL  FEES 

An  appellate  court  in  California  has  disallowed 
a claim  of  12  thousand  dollars  brought  by  a doctor 
against  the  screen  comedian,  W.  C.  Fields,  for  one 
month’s  medical  treatment  because  for  one  thing 
“it  shocks  the  conscience.” 

That,  we  suppose,  depends  largely  on  whose  con- 
science it  is.  There  are  consciences  and  consciences 
and  they  seem  to  possess  varying  degrees  of  shock- 
ability.  So  it  isn’t  the  shock  sustained  by  the  court’s 
conscience  that  interests  so  much  as  it  as  it  is  the 
rule  laid  down  governing  this  kind  of  professional 
fee.  As  to  that  the  court  says: 

“The  measure  of  the  value  of  services  is  not  the 
value  to  the  patient  but  the  reasonable  value  of  the 
services  in  the  community  where  they  are  rendered, 
by  the  persons  who  rendered  them.” 

The  interesting  thing  about  this  is  that  lawyers 
who  furnish  the  raw  material  for  courts  have  been 
measuring  the  value  of  their  services  since  we  don’t 
know  when  by  the  very  yard  stick  which  the  court 
denies  to  doctors.  Generally  their  clients  have  ac- 
cepted that  measure  without  demur,  and  when  they 
do  demur  the  courts  either  uphold  the  lawyers  or 
effect  a compromise  that  doesn’t  materially  disturb 
the  system. 

It  will  be  argued,  we  suppose,  that  this  measure 
is  defensible  in  the  cause  of  the  lawyer  employed 
in  property  litigation  because  property  has  a defi- 
nite, measurable  value.  He  eiher  saves  his  client 
or  gets  for  him  something  to  which  a dollar  and 
cents  value  can  be  attached.  The  more  he  gets  or 
saves,  therefore,  the  more  valuable  his  service  be- 


comes quite  regardless  of  the  time  or  effort  de- 
voted to  the  getting  or  saving.  The  value  of  a 
human  life  is  subject  to  no  such  exactitude  of  com- 
putation. The  best  the  doctor  can  do  is  to  guess 
how  much  the  patient  can  stand. 

Still  it  is  a little  funny  to  hear  lawyers  laying 
down  rules  so  contrary  to  their  own  practice. 

}f«  jJ:  # # * 

From  The  Sun,  Beatrice,  Dec.  22,  1938 
PRE-PAYING  THE  DOCTOR 

The  American  Medical  association  has  clashed 
with  groups  of  doctors  who  contract  to  perform 
services  to  contributors  on  the  pre-payment  plan. 
The  association’s  objection  to  this  plan  appears  to 
be  that  it  was  created  by  agencies  making  a profit 
out  of  furnishing  service  on  the  insurance  basis. 
The  A.  M.  A.  has,  in  fact,  given  its  approval  to  a 
similar  plan,  but  one  which  is  controlled  by  local 
member  associations,  so  that  the  decision  as  to  what 
services  should  be  performed  for  the  customer  shall 
be  with  the  doctors  themselves  rather  than  with  an 
organization  engaged  in  selling  memberships  or 
policies. 

Everything  is  sold  on  easy  payments  these  days, 
and  few  people  find  it  convenient  to  accumulate  re- 
serves to  meet  unforseen  contingencies  unless  they 
can  do  so  by  making  small  payments  at  regular  and 
frequent  intervals.  A very  small  amount  per  week 
probably  would  equal  the  amount  the  average  per- 
son pays  per  year  for  medical  service,  but  when  the 
reserve  is  not  built  up  on  the  easy-payment  plan, 
there  is  liable  to  be  none  to  meet  the  emergency 
when  the  cost  of  a whole  year’s,  or  a w'hole  life- 
time’s medical  care  is  presented. 

The  insurance  plan  of  accumulating  reserves  for 
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medical  care  came  into  being  because  of  a need. 
The  orthodox  practitioners’  organization  frowned 
upon  such  plans  and  someone  else  saw  the  oppor- 
tunity to  meet  a demand. 

Many  people  would  like  to  be  able  to  pay  their 
sickness  costs  before  these  are  incurred.  The  pa- 
tient’s peace  of  mind  when  freed  of  extra  financial 
worries  would  co-operate  with  the  doctor’s  minis- 
trations to  get  him  on  his  feet  again. 

Hi  Hi  % * % * 

FEDERAL  CONTROL  EXTENDED 

The  executive  council  of  the  Nebraska  Medical 
association,  after  tabling  a proposal  to  establish  a 
group  hospitalization  insurance  company,  gave 
blanket  approval  of  individual  group  hospitalization 
plans  within  the  state.  It  voted  to  co-operate  with 
the  farm  security  administration  in  the  medical 
and  hospitalization  aspects  of  its  rural  rehabilita- 
tion program. 

The  blanket  approval  voted  naturally  included  ap- 
proval of  a group  hospitalization  plan  which  the 
FSA  has  in  mind.  This  program  would  provide  medi- 
cal service  at  low  cost,  the  money  to  be  secured  from 
government  loans.  The  plan,  modeled  after  a similar 
one  operating  in  Iowa,  provides  for  the  distribution 
of  government  appropriations  ranging  from  $20  to 
$30  per  family  by  a trustee  appointed  by  the  county 
medical  association.  Committees  of  physicians  are 
appointed  to  pass  on  bills  submitted  by  individual 
practitioners  for  services  to  families  covered  by  the 
loans.  To  be  eligible  under  the  farm  and  home  plan 
of  the  FSA,  an  applicant  must  meet  all  regular 
requirements  for  government  farm  loans. 

One  physician  is  quoted  as  commenting,  “The  gov- 
ernment is  at  last  realizing  that  rehabilitation 
means  more  than  merely  supplying  seed  corn  and 
machinery;  that  health  also  has  something  to  do 
with  successful  farming.” 

That  would  seem  to  sum  up  the  situation.  And  yet 
it  ignores  one  of  the  most  impressive  aspects  of 
the  situation,  the  further  extension  of  government 
control  over  the  lives  of  citizens. 

Farm  relief  plans  have  in  the  past  contemplated 
providing  adequate  income  for  the  farmer  so  that 
he  could  buy  his  own  medical  and  hospital  care  as 
needed,  just  as  he  has  done  in  the  past  and  as  citi- 
zens in  towns  and  cities  are  doing.  The  government 
now  takes  control  of  this  activity  out  of  his  hands, 
pays  the  doctor  and  extends  its  regulation  over  him 
through  forced  compliance  to  all  phases  of  the  farm 
program. 

Individual  initiative  takes  another  body  blow. 
One  more  function  is  absorbed  by  the  government. 

It  might  seem  that  if  group  hospitalization  and 
medical  plans  are  needed,  then  the  medical  men  had 
best  keep  control  of  such  matters  in  their  own  hands. 
Since  the  situation  demands  such  devices,  apparent- 
ly, the  medical  men  should  offer  them  for  their 
own  good.  Otherwise  they  will  find  government  con- 
trol gradually  extended  until  state  medicine  is  a 
fact. 

* * * H % * 

From  Omaha  World-Herald,  Dec.  25,  1938 
CORPORATIONS  AS  DOCTORS 

The  conflict  between  organized  medicine  and 
group  health  associations  has  reached  the  United 


States  supreme  court  in  the  appeal  of  a California 
health  group  from  a decision  of  its  own  state  su- 
preme court. 

The  outcome  will  be  interesting  not  merely  be- 
cause of  its  bearing  on  the  conflict  itself  but  be- 
cause it  involves  principles  with  a much  broader 
application.  The  California  court  held  against  the 
health  association  on  the  ground  that  it  was  prac- 
ticing medicine  without  a license.  In  view  of  the 
fact  that  the  association  does  not  diagnose  disease 
or  prescribe  for  the  treatment  of  the  sick,  that  it 
only  collects  fees  from  its  members  and  pays  regular 
licensed  physicians  for  treating  them,  when  they  fall 
ill,  this  would  seem  to  be  sheer  nonsense. 

But  we  must  not  forget  that  behind  that  decision 
is  a great  volume  of  public  thinking  and  legal  pre- 
cedent. In  our  courts  and  in  our  common  attitude 
toward  corporate  organization  we  have  come  to  en- 
dow it  with  personality.  The  most  common  example 
of  this  is  seen  in  the  numerous  court  decisions  ex- 
tending to  corporations  protection  of  the  due  pro- 
cess clauses  of  the  constitution. 

Whether  we  like  the  court’s  decisions  or  not  in 
particular  cases  they  do  not  shock  us  because  of  the 
common  habit  of  thinking  of  corporations  as  indi- 
viduals. That  kind  of  thinking  leads  us  smack  up 
against  just  such  a decision  as  that  of  the  California 
court  which  finds  that  an  association  under  a cor- 
porate form  of  organization  not  only  can  but  does 
practice  medicine,  when  in  fact  it  doesn’t  do  any- 
thing of  the  sort. 

Hi  Ht  Hi  % % * 

From  Nebraska  City  News-Press,  Dec.  24,  1938 

“The  law  of  Nebraska  forbids  any  person  to  pre- 
scribe medicine  for  sick  folks  unless  the  prescriber 
shall  have  been  duly  licensed  to  prescribe,”  says 
Edgar  Howard.  But  that  law  is  impotent  and  in- 
competent, he  continues,  to  check  the  ravages  of 
the  quacks  who  fill  the  air  nightly  with  their  sooth- 
ing phraseology  designed  to  attract  the  attention 
of  the  sick  and  ailing  who  are  desperate  for  a cure. 

Edgar  tried  to  listen  in  on  his  radio  the  other 
night  but  the  beauty  of  the  program  he  desired  was 
marred,  he  says,  by  the  dissertations  of  “buttinski 
quack  doctors”  prescribing  cure-alls  for  almost  every 
physical  ailment.  “The  federal  prosecutors  succeed- 
ed yesterday  in  getting  an  indictment  against  a 
whole  flock  of  reputable  doctors,  but  narry  a radio 
quack,”  he  complains,  adding  that  “one  of  my  best 
New  Year’s  resolutions  will  be  a pledge  to  do  my 
share  to  induce  same  state  or  county  attorney  to 
get  wide  awake  long  enough  to  send  a flock  of 
quack  doctors  to  the  penitentiary.” 

Hi  * Hi  * * * 

From  The  Call,  Lead,  S.  D. 

DOCTORS  AREN’T  VILLAINS 

The  indictment  of  members  of  the  American  Medi- 
cal association  and  local,  Washington,  D.  C.,  physi- 
cians is  certainly  radical  procedure.  Grand  jury  in- 
dictments charge  that  the  associations  are  mono- 
polies in  restraint  of  trade.  The  United  States  de- 
partment of  justice  backs  the  prosecutions  of  the 
doctors. 

During  the  year  there  has  been  a movement 
throughout  the  country  in  organizing  group  health 
associations.  Those  who  joined  have  paid  one  or  two 
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dollars  a month,  which  entitled  them  to  medical  and 
hospital  service  in  case  of  illness.  It  is  an  old  plan. 
The  Washington  Medical  society  expelled  some  of 
the  health-association  doctors  for  unethical  conduct 
and  practices.  Instead  of  letting  the  doctors  “fight 
it  out”  as  they  have  done  for  a hundred  years  the 
department  of  justice  invoked  the  processes  of  crimi- 
nal laws. 

The  monopoly  spotlight  was  turned  from  the  big 
trusts  and  industrial  concerns  onto  the  doctors.  The 
American  Medical  association  was  evidently  the  tar- 
get because  it  included  doctors  from  all  over  the 
country  in  its  membership. 

Indictments  of  these  doctors  seems  like  a very 
drastic  and  circusy-performance  as  a prelude  to  a 
new  national  health  movement.  It  naturally  clouds 
the  movement.  The  nation’s  doctors  are  intimately 
connected  with  the  home  life  of  the  American  peo- 
ple. Notwithstanding  this  fact  they  are  indicted  like 
deep-dyed  villians.  As  a matter  of  fact  there  is  no 
profession  that  stands  higher  in  the  estimation  of 
the  American  public  than  our  doctors. 
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Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor,  220 
Medical  Arts  Bldg.,  Omaha. 


December  13,  1938 

The  regular  meeting  of  the  Omaha-Douglas  Coun- 
ty Medical  Society  was  held  in  the  Medical  Arts 
Auditorium  on  Tuesday,  December  13,  1938.  In  the 
absence  of  President  Uren  and  President  Elect  Sage, 
Past  President  Dr.  Frederick  J.  Wearne  presided. 
The  meeting  was  called  to  order  at  8 p.  m. 

Due  to  the  fact  that  the  guest  speaker,  Dr.  Stuart 
W.  Harrington,  had  to  leave  on  an  early  train,  it 
was  moved,  seconded  and  passed  that  the  reading  of 
the  minutes  of  the  regular  meeting  of  November  22, 
which  are  published  in  the  December  Bulletin,  and 
the  reading  of  the  minutes  of  the  Council  meeting 
of  December  13,  which  will  be  published  in  the  Jan- 
uary Bulletin,  be  dispensed  with. 

The  scientific  program  was  opened  by  Dr.  A.  C. 
Johnson  who  introduced  the  guest  speaker,  Dr. 
Stuart  W.  Harrington  of  Rochester,  Minnesota.  His 
subject  was  “Surgical  Treatment  of  Diaphragmatic 
Hernia,”  which  was  illustrated  with  slides,  followed 
by  a movie  showing  the  technique  of  the  operation. 

Dr.  John  C.  Sharpe’s  subject,  “Unusual  Refrac- 
tory Anemias  Treated  by  Splenectomy,”  was  dis- 
cussed by  Perry  Tollman  who  presented  pathological 
data.  Further  discussion  by  Dr.  Charles  McLaugh- 
lin, Jr.,  and  Dr.  J.  D.  McCarthy. 

Before  closing  the  meeting  Dr.  Wearne  extended 
the  invitation  which  had  been  previously  given  by 
members  of  the  Woman’s  Auxiliary  for  all  present 
to  join  them  for  lunch  in  the  Medical  Arts  Tea  Room. 

Meeting  adjourned  at  9:45  a.  m. 

The  Lancaster  County  Medical  Society  met  in  reg- 
ular session  on  January  3,  1939,  with  forty-five 
members  present.  Dr.  F.  L.  Rogers,  President,  in 
the  chair. 

The  minutes  of  the  last  meeting  were  read  and 
approved.  Dr.  F.  L.  Spradling  opened  the  Symposium 
on  “Shock  Treatment  in  Schizophrenia.”  He  dis- 
cussed the  use  of  insulin  and  metrazol  and  gave  the 


technique  for  the  use  of  these  agents,  Dr.  G.  W. 
Russell  continued  the  symposium  by  reporting  a 
series  of  cases  treated  by  insulin  shock  and  a series 
treated  by  metrazol.  In  the  series  of  twenty-eight 
cases  where  insulin  was  used,  two  had  a remission 
and  nine  showed  no  improvement,  showing  improve- 
ment in  61%  of  the  cases.  Of  the  thirty-nine  cases  in 
which  metrazol  was  used,  one  suffered  complete  re- 
mission, and  fourteen  patients  were  not  improved, 
showing  an  improvement  in  51%  of  the  cases.  Met- 
razol treatments  are  considered  safer  and  more  easi- 
ly administered,  in  their  opinion.  Dr.  P.  A.  Royal 
complimented  the  essayists  on  their  report.  Dr.  B. 
F.  Williams  joined  in  condemning  publicity  of  these 
statements  as  sure  cures.  Dr.  A.  H.  Fechner  added 
the  thought  that  the  shocks  were  only  a part  of  the 
treatment  of  these  cases.  Discussion  was  closed  by 
Drs.  Spradling  and  Russell. 

A communication  from  the  Secretary  of  the  Board 
of  Trustees  was  read,  which  announced  the  officers 
appointed  by  them  for  the  year  1939: 

Custodian — Dr.  Fritz  Teal. 

Curator — Dr.  George  W.  Covey. 

Historian  and  Librarian — Dr.  H.  Winnett  Orr. 

Dr.  A.  H.  Fechner  was  voted  a new  member  of 
the  Society  by  transfer  from  tne  Adams  County 
Medical  Society. 

Meeting  adjourned  at  9:45  p.  m. 

Everett  E.  Angle,  M.  D., 
Secretary. 

The  annual  business  meeting  of  the  Lancaster 
County  Medical  Society  was  held  December  20,  1938. 
Thirty-five  members  were  in  attendance  with  Presi- 
dent C.  F.  Andrews  presiding. 

The  minutes  of  the  last  meeting  were  read  and 
approved.  Dr.  G.  W.  Russell  was  unanimously  elect 
ed  to  membership. 

Annual  reports  were  read  and  approved  as  fol- 
lows: 

1.  Curator,  Dr.  G.  W.  Covey. 

2.  Treasurer,  Dr.  W.  A.  Carveth. 

3.  Historian,  Dr.  H.  Winnett  Orr. 

4.  Librarian,  Dr.  H.  Winnett  Orr. 

5.  Secretary,  Dr.  Everett  E.  Angle. 

6.  Trustees  of  Permanent  Fund,  Dr.  J.  J.  Hom- 
pes,  Sec.-Treas. 

7.  Custodian,  Dr.  Fritz  Teal. 

The  annual  election  of  officers  were  as  follows: 

President,  Dr.  F.  L.  Rogers. 

Vice-President,  Dr.  B.  A.  Finkle. 

Secretary,  Dr.  Everett  E.  Angle,  reelected. 

Treasurer,  Dr.  W.  W.  Carveth,  reelected. 

Board  of  Censors,  Dr.  A.  D.  Munger,  1938-1941, 
reelected. 

Board  of  Trustees,  Dr.  B.  A.  Bailey,  1938-1944. 

Delegates  to  State  Meeting: 

F.  L.  Rogers,  1939-1940. 

W.  C.  Becker,  1939-1940. 

Alternates: 

E.  W.  Hancock  for  J.  E.  M.  Thomson,  1939. 

E.  S.  Wegner  for  W.  C.  Becker,  1939-1940. 

T.  C.  Moyer  for  F.  L.  Rogers,  1939-1940. 

Meeting  adjourned  with  loud  applause  for  retiring 
president. 

Everett  E.  Angle,  Secretary. 

The  Adams  County  Medical  Society  held  their 
regular  dinner  meeting  at  the  Ingleside  State  Hos- 
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pital  with  34  members  and  visitors  present  on  De- 
cember 7,  1938. 

The  election  of  officers  was  as  follows: 

Dr.  L.  A.  Swanson  President 

Dr.  John  Waterman Vice  President 

Dr.  W.  L.  Shaw Sec’y-Treas. 

Dr.  G.  L.  Pinney,  delegate  to  the  State  Associa- 
tion Meeting. 

Dr.  J.  C.  Nielsen,  Alternate  Delegate. 

Dr.  L.  W.  Rork  to  succeed  Dr.  J.  L.  Mace  as 
Censor. 

Dr.  George  P.  Pratt  of  Omaha  gave  a fine  dis- 
cussion illustrated  with  slides  on  “Some  Clinical  As- 
pects of  Pneumonia,”  in  which  he  discussed  some  of 
the  newer  aspects  of  this  subject.  Dr.  Herbert  H. 
Davis  discussed  the  “Treatment  of  the  Ruptured  Ap- 
pendix Case,”  in  the  form  of  a round  table  discus- 
sion. He  also  illustrated  his  talk  with  slides.  His 
cases  were  drawn  from  his  own  practice  and  from 
the  University  State  Hospital. 

The  Adams  County  Medical  Society  met  at  the 
Ingleside  State  Hospital,  Jan.  4,  with  an  attendance 
of  thirty-two  members,  wives,  and  professional  vis- 
itors. 

Following  a turkey  dinner,  the  wives  were  enter- 
tained at  bridge  and  Chinese  Checkers  by  Mrs.  L.  A. 
Swanson  and  Mrs.  W.  L.  Shaw,  while  the  doctors 
attended  their  business  session  and  scientific  pro- 
gram. 

Because  our  speaker,  Dr.  Manuel  Grodinsky,  was 
breaking  in  a new  Pontiac  and  required  more  time 
to  reach  home  after  the  meeting,  he  was  asked  to 
open  the  meeting  with  his  presentation  of  “The 
Management  of  Organic  Occlusive  Peripheral  Vascu- 
lar Disease.”  While  he  mentioned  many  of  the  vari- 
ous conditions  involved,  he  dealt  particularly  on  the 
gangrene  caused  by  senile  arteriosclerosis  and  dia- 
betes. He  had  a number  of  interesting  slides  pertain- 
ing to  different  cases  discussed  and  this  was  made 
especially  interesting  in  each  case  by  slides  of  the 
pathological  and  x-ray  findings. 

A short  business  meeting  followed  the  close  of 
the  discussion.  Then  the  meeting  was  adjourned  in 
order. 

W.  L.  Shaw,  M.  D.,  Sec’y-Treas. 

The  Platte  County  Medical  Society  met  at  the 
Thurston  Hotel  December  20.  Dr.  Arthur  Abts  of 
Humphrey  was  elected  president,  Dr.  Reynolds  J. 
O’Donnell  of  Columbus,  vice  president  and  Dr.  E.  E. 
Koebbe,  Columbus,  re-elected  secretary-treasurer. 
The  scientific  program  consisted  of  a talk  by  Dr.  H. 
E.  Harvey  of  Lincoln  on  “Reception  and  Treatment 
of  Obstetrical  Difficulties.” 

The  Keith-Perkins-Garden  Medical  Association 
met  in  Ogallala.  The  program  consisted  of  a report 
on  the  recent  meeting  of  the  American  College  of 
Surgeons  by  Dr.  R.  S.  Russell  of  Sutherland,  and  an 
address  by  Mr.  Lowell  Davis  of  North  Platte  on 
“Medical  Legal  Affairs.”  Dr.  and  Mrs.  J.  Weyer 
were  hosts  to  the  members. 

The  Phelps  County  Medical  Association  met  in 
Holdrege  December  15.  An  election  of  officers  was 
held  and  Dr.  Robert  Best  was  elected  president,  Dr. 
Geo.  Clark  of  Elwood,  secretary-treasurer,  Dr.  M.  B. 
Wilcox,  delegate  to  the  State  Convention.  The  scien- 
tific program  consisted  of  a talk  by  Dr.  J.  H.  Water- 
man of  Inglesiue  on  the  activities  of  the  psychiatric 
clinic  for  children  at  Ingleside. 


The  Scottsbulff  County  Medical  Society  met  at 
the  Methodist  Hospital  Thursday  Jan.  12,  1939  at  8 
o’clock. 

President  Pugsley  called  the  meeting  to  order  and 
asked  Dr.  Frazier  to  announce  the  program  for  the 
next  meeting.  This  will  be  a dinner  meeting  at  the 
Lincoln  Hotel  at  which  Dr.  Charles  Baker,  and  Dr. 
Fredrick  Hicken  of  Omaha  will  discuss  “Tumors  of 
the  Breast.” 

A medical  advisory  committee  was  appointed  by 
the  president  at  the  request  of  Dr.  Schafer  to  co- 
operate with  the  Demonstration  Public  Health  unit. 

Dr.  Max  Gentry,  Gering  and  Dr.  L.  L.  Zierott, 
Scottsbluff  were  voted  into  membership  in  the  So- 
ciety. 

Dr.  Cooper  told  about  his  trip  to  the  Venereal  Dis- 
ease Clinic  at  Hot  Springs,  Arkansas  where  the  U. 
S.  Public  Health  Service  has  several  hundred  peo- 
ple under  treatment  at  all  times. 

The  speaker  of  the  evening  was  Dr.  Max  Gentry 
of  Gering,  recently  returned  from  thirteen  years  in 
China  as  a medical  missionary.  He  reminded  us  that 
Chinese  medicine  dates  back  at  least  to  2000  B.  C. 
They  have  the  idea  that  the  cause  of  disease  is  the 
disarrangement  of  two  principles  called  the  yin  and 
the  yang.  These  two  principles  are  contradictory, 
the  one  representing  the  female,  the  evil  and  the 
moon  while  the  other  represents  the  male,  the  good 
and  the  sun.  Great  emphasis  is  placed  on  the  pulse 
and  seventy-two  varieties  are  described.  An  instance 
of  an  ancient  Chinese  drug  in  modern  use  is  ephe- 
drine  which  we  get  from  MaHuang.  Their  medicines 
are  used  mostly  in  the  forms  of  pills,  mixtures  and 
plasters.  Many  modern  Chinese  medical  graduates 
still  hold  with  some  of  the  ancient  Chinese  beliefs 
and  medicines,  and  medical  practices. 

Western  Medical  Practice  is  going  forward  grad- 
ually in  China  and  Dr.  Gentry  has  seen  many 
changes  for  the  better  there  in  the  last  thirteen 
years.  His  talk  was  very  interesting  and  instructive 
and  much  appreciated. 

Dr.  Harvey  gave  a resume  of  the  A.  M.  A.  study 
recently  completed  in  these  three  counties. 

P.  Q.  Baker,  M.  D.,  Sec. 

Five-County  Medical  Meeting  was  held  Tuesday, 
Dec.  13,  with  Pneumonia  as  the  main  topic, 
topic. 

Doctors  and  their  wives  from  five  neighboring 
counties  met  at  Laurel  Tuesday  evening  to  discuss 
subjects  of  mutual  interest  to  the  profession. 

A 7 o’clock  banquet  was  served  in  Hotel  Laurel 
after  which  special  entertainment  was  provided  for 
the  women  while  the  men  were  in  session. 

During  the  business  meeting,  an  election  of  of- 
ficers was  held.  New  officers  are  as  follows:  Dr. 
Larson  of  Homer,  president;  Dr.  Hess  of  Wayne, 
vice-president;  and  Dr.  G.  E.  Peters  of  Randolph, 
secretary  and  treasurer. 

Following  are  the  speakers  and  their  subjects, 
pneumonia  being  the  main  subject  of  study:  Dr.  A. 
C.  Starry  of  Sioux  City,  “Clinical”;  Dr.  W.  R.  Blume 
of  South  Sioux  City,  “Laboratory”;  Dr.  F.  G.  Dewey 
of  Coleridge,  “Symptomatic”;  Dr.  J.  C.  Kildeback  of 
Emerson,  “Chemotherapy  with  Special  Reference  to 
Sulphanilimide”;  Dr.  Walter  Benthack  of  Wayne, 
“Oxygen”;  and  Dr.  L.  L.  Wilson  of  Sioux  City,  “Ser- 
um.” 

(Continued  on  p.  xv) 
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SOCIETIES 

Continued  from  page  80 

Represented  at  the  meeting  were  delegates  from 
Cedar,  Dixon,  Wayne,  Dakota  and  Thurston  coun- 
ties. Dr.  J.  Johnson  and  Dr.  and  Mrs.  F.  P.  Dorsey, 
Jr.,  of  Hartington  attended  the  meeting. 

The  Madison  Six  County  Medical  Society  met 
Tuesday,  January  17th,  1939  at  Hotel  Norfolk  in 
Norfolk,  Nebraska.  Dinner  at  seven. 

The  program  consisted  of  X-Ray  Therapy  and  Re- 
sults in  Acute  Fulminating  Infections — Dr.  James  F. 
Kelly,  Omaha;  Pneumonia  in  Children — Dr.  Floyd 
S.  Clarke,  Omaha. 

The  Sixth  Councillor  District  and  Butler  County 
Medical  Society  held  its  regular  meeting  on  January 
9th  at  Brainard,  Nebraska. 

A Testimonial  Dinner  was  tendered  Dr.  and  Mrs. 
J.  H.  Downing  of  Rising  City,  celebrating  fifty-six 
years  of  medical  practice  in  Nebraska.  Dr.  Dexter  D. 
King,  York,  Nebraska  of  Cornhusker  football  fame 
was  toastmaster.  Dr.  C.  W.  M.  Poynter,  Dean  of  the 
Nebraska  Medical  College  was  speaker  of  the  eve- 
ning. He  presented  a very  fine  address  reviewing- 
medical  practice  in  Nebraska  from  its  infancy  to 
the  present.  Also  in  attendance  was  Dr.  Homer  Dav- 
is, President  of  the  Nebraska  State  Medical  Associa- 
tion, who  greeted  the  honored  couple,  Dr.  and  Mrs. 
Downing  and  reported  the  salient  events  in  the 
doctor’s  interesting  career.  Dr.  Downing  responded 
with  his  usual  words  of  witticism  and  appreciation. 
Dr.  A.  L.  Miller,  President-Elect  of  the  Nebraska 
State  Medical  Association,  then  responded  with  a 
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Announces  Continuous  Courses 

MEDICINE) — Personal  Courses  and  Informal 
Course  starting  every  week.  Two  Weeks 
Course  in  Internal  Medicine  starting  June  5, 
1939 

SURGERY — General  Courses  One,  Two,  Three 
and  Six  Months;  Two  Weeks  Intensive  Course 
in  Surgical  Technique  with  practice  on  living 
tissue;  Clinical  Courses:  Special  Courses. 

Courses  start  every  Monday. 

GYNECOLOGY — Two  Weeks  Course  starting 
February  27,  1939.  Clinical  and  Personal 

Courses  starting  every  week. 

OBSTETRICS — Two  Weeks  Intensive  Course 
starting  March  13,  1939.  Informal  Course 

starting  every  week. 

FRACTURES  & TRAUMATIC  SURGERY — In- 
formal Course  every  week;  Intensive  Ten  Day 
Course  starting  February  13,  1939. 

OTOLARYNGOLOGY  — Two  Weeks  Intensive 
Course  starting  April  10,  1939.  Informal 

Course  starting  every  week. 

OPHTHALMOLOGY  — Two  Weeks  Intensive 
Course  starting  April  24,  1939.  Informal 

Course  starting  every  week. 

CYSTOSCOPY — Ten  Day  Practical  Course  rotary 
every  two  weeks. 

GENERAL,  INTENSIVE  AND  SPECIAL 
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SURGERY  AND  THE  SPECIALTIES 


Teaching  Faculty — Attending  Staff  of 
Cook  County  Hospital 

Address: 

REGISTRAR 

427  South  Honore  Street  Chicago,  Illinois 


few  remarks  which  were  enhanced  by  the  doctor’s 
rare  ability  to  quote  appropriate  poetical  phrases. 

At  the  conclusion  of  the  meeting  a Woman’s  Aux- 
iliary for  the  Sixth  Councillor  District  was  organ- 
ized under  the  able  direction  of  Mrs.  E.  B.  Abbott 
of  Minden,  Nebraska.  Of  special  import  was  the 
presence  of  Mrs.  C.  C.  Tomlinson,  National  Presi- 
dent of  the  Woman’s  Auxiliary,  Mrs.  Chas.  W.  Pol- 
lard, State  President  of  the  Auxiliary,  and  Mrs. 
Howard  Royer,  President  of  the  Tri-County  Auxili- 
ary. Mrs.  R.  C.  Gramlich,  wife  of  Dr.  R.  C.  Gram- 
lich  of  David  City,  was  appointed  President  of  the 
Sixth  Councillor  Medical  Auxiliary. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 

They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg:.,  Omaha. 

Dr.  E.  C.  Henry  of  Omaha  visited  Florida  in  De- 
cember. 

Dr.  J.  J.  Bruce  of  Madison  has  located  in  the 
southwest. 

Dr.  Max  Gentry  of  Gering  was  guest  speaker  at 
the  Lions  Club,  at  Bayard. 

Dr.  Paul  H.  Ellis  of  Omaha  returned  recently 
from  a holiday  visit  in  California. 

Dr.  Porter  S.  Cannon,  formerly  city  physician  of 
Lincoln,  is  located  in  Nebraska  City. 

Dr.  Hull  A.  Cook  and  Dr.  B.  H.  Grimm  have 
leased  the  Taylor  Hospital  in  Sidney. 

Dr.  and  Mrs.  Chas.  E.  Slagle  of  Alliance  are 
spending  the  winter  in  San  Diego,  Calif. 

(Continued  on  page  xvi) 
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HUMAN  INTEREST  TALES 
Continued  from  page  xv 

Dr.  and  Mrs.  E.  E.  Griggs  of  Scottsbluff  vaca- 
tioned in  San  Diego,  Calif.,  in  December. 

Dr.  and  Mrs.  J.  Stanley  Welch  of  Lincoln  returned 
recently  from  a holiday  trip  to  California. 

Dr.  W.  E.  Lamb  of  Sprague  suffered  a back  in- 
jury in  a traffic  accident  in  Lincoln  on  January  5. 

Dr.  W.  H.  Heine  of  Fremont  was  re-elected  presi- 
dent of  the  Fremont  Izaak  Walton  League  in  Janu- 
ary. 

Dr.  Harold  J.  Panzer,  a graduate  of  the  Universi- 
ty of  Nebraska  Medical  School,  has  located  in  Bas- 
sett. 

With  the  removal  of  Dr.  0.  W.  French  to  O’Neill 
the  town  of  Page  in  Holt  County  is  left  without  a 
physician. 

Dr.  Clayton  F.  Andrews  of  Lincoln  has  been  ap- 
pointed commander  in  the  U.  S.  Medical  Corps  of 
the  navy  reserves. 

Dr.  A.  L.  Cooper  of  Scottsbluff  spent  two  weeks 
in  Hot  Sprinks,  Ark.,  during  December  in  a study 
of  venereal  diseases. 

Dr.  Thomas  Findley  of  St.  Louis  visited  his  par- 
ents Dr.  and  Mrs.  Palmer  Findley  of  Omaha  during 
the  Christmas  holidays. 

Dr.  Francis  J.  Bean,  Assistant  Superintendent  of 
the  University  Hospital,  was  elected  president  of 
the  Dundee  Kiwanis  Club  in  January. 

Dr.  C.  W.  M.  Poynter,  dean  of  the  University  of 
Nebraska  Medical  School,  addressed  the  ice-cream 
manufacturers’  convention  in  Lincoln  on  “Ice  Cream 
in  Health  and  Disease.” 

Dr.  F.  J.  Wurtele  of  North  Platte  suffered  a cere- 


bral hemorrhage  while  in  Lincoln  attending  the  mid- 
winter Council  meeting  of  the  State  Association. 
The  doctor  was  taken  to  the  Lincoln  General  Hos- 
pital in  a critical  condition. 


BIRTHS 

To  Dr.  and  Mrs.  Louis  E.  Marx  of  Lincoln,  a son, 
January  3. 

To  Dr.  and  Mrs.  E.  V.  Lewis  of  Red  Cloud,  twin 
sons  on  December  25. 


DEATHS 

Dr.  Lee  R.  Farmer  died  suddenly  December  20th, 
1938  at  his  home  in  Alliance,  Nebr.,  age  44.  Dr. 
Farmer  graduated  from  the  Barnes  Medical  College 
in  1916,  the  following  year  he  enlisted  in  the  World 
War  and  spent  over  a year  in  France  having  the 
rank  of  Captain.  He  was  married  in  1920  in  Kansas 
City  and  the  following  year  located  in  Alliance.  He 
has  been  city  physician  since  1930.  He  is  survived  by 
his  widow  and  three  children.  Burial  was  at  Garden 
City,  Missouri. 

William  James  Adams,  Omaha,  graduated  from 
Creighton  University,  Omaha,  Arts  1920,  and  Medi- 
cine, 1924.  At  Alma  Mater  as  assistant  in  Anatomy 
1928-29.  Instructor  in  Medicine  and  assistant  in 
Anatomy  1929-32.  Instructor  in  Surgery  1932-38. 

Member  of  American  Medical  Association  and  Ne- 
braska State  Medical  Association.  Attending  Staff 
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of  St.  Joseph’s  Hospital.  Served  in  World  War  as 
Second  Lieut.  Age  40. 

Died  December  21,  1938,  essential  hypertension 
and  cerebral  hemorrhage. 

Dr.  W.  E.  Stewart  of  Stratton  was  born  in  the 
vicinity  of  Hiawatha,  Kans.,  in  1875.  He  was  gradu- 
ated from  the  Kansas  City  Medical  College  in  Kan- 
sas City,  Missouri.  Dr.  Stewart  practiced  in  Strat- 
ton many  years,  was  very  active  in  boys’  work  and 
was  one  of  the  charter  members  of  the  Future 
Farmers  of  America  clubs  for  boys.  In  addition  to 
his  medical  practice  he  was  interested  in  pure  bred 
hogs,  many  of  his  herd  winning  medals  and  ribbons 
at  expositions  and  fairs  throughout  the  country.  The 
doctor  died  on  January  6,  1939  in  the  Stewart  Hos- 
pital at  Stratton.  Death  apparently  was  due  to  heart 
disease.  Surviving  are  his  widow  and  two  sons,  Dr. 
John  of  Stratton  and  Eugene  of  Wauneta. 

Dr.  C.  B.  Calbreath,  Hastings,  a graduate  from 
Keokuk  Medical  College  in  1898,  following  post 
graduate  work  at  the  Rush  Medical  College  and 
Johns  Hopkins.  He  practiced  in  Iowa  until  1911.  He 
came  to  Hastings  that  year  and  became  associated 
with  Dr.  C.  R.  Spicer. 

Dr.  Calbreath  was  ever  active  in  civic  and  com- 
munity affairs.  He  was  captain  in  the  U-.  S.  army 
during  the  World  War,  and  for  several  years  after 
he  returned  to  practice  he  was  also  captain  of  the 
Nebraska  National  Guard.  He  was  affiliated  with 
the  Union  Pacific  Railroad  since  1915  and  recently 
attended  a Union  Pacific  “Old  Timer”  banquet. 

Dr.  Calbreath  became  ill  several  weeks  prior  to 
his  death.  He  died  at  the  age  of  sixty  in  the  Mary 
Lanning  Hospital  on  January  9,  1939.  He  is  sur- 
vived by  his  widow  and  two  daughters. 

Dr.  Raymond  Burr  of  Blair  was  born  in  Lincoln 
in  1896,  and  attended  school  in  Lincoln  and  Omaha, 
graduating  from  the  University  of  Nebraska  in  1927. 
He  served  with  the  Canadian  Air  Force  during  the 
World  War.  He  died  of  heart  disease  at  the  Imman- 
uel Hospital  in  Omaha.  January  9,  1939.  He  is  sur- 
vived by  his  widow  and  mother. 

Dr.  E.  0.  Wilson,  Madison.  Born  in  1879.  He  was  a 
graduate  of  Creighton  Medical  College  in  1909,  and 
practiced  in  Madison  for  thirty  years  until  recently 
he  joined  the  C.  C.  C.  Camp  near  Blue  Bell,  S.  Dak. 
He  died  January  9,  1939,  of  heart  disease.  He  is 
survived  by  his  widow,  a daughter  and  son,  Bryan, 
living  at  Stanton. 
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SCIENTIFIC  DIAGNOSIS 


The  Diagnostic  Work  of 
Bryan  Memorial 
Hospital 

is  aided  by  a modern  and  well  or- 
ganized Department  of  Clinical 
Pathology,  directed  by  an  exper- 
ienced Pathologist  who  is  a Fel- 
low of  the  American  Society  of 
Pathologists,  and  supervised  by 
a registered  Technologist  and 
and  a graduate  assistant.  The 
laboratory  is  thoroughly  equip- 
ped with  modern  apparatus. 
There  is  a well  organized  nec- 
ropsy service  followed  up  by 
staff  conferences  in  clinical 
pathology. 


Pathological  Studies  Are  Made  and  Reports  Filed  on  All 

Surgical  Tissues 


The  hospital  maintains  a 
training  school  for  Technol- 
ogists in  Clinical  Path- 
ology which  is  recognized 
by  The  American  Medical 
Association,  and  whose 
graduates  qualify  for  the 
National  Registry  of  Tech- 
nologists. 


Many  of  the  Graduates  Now  Fill  Responsible  Positions  Elsewhere 


Bryan  Memorial  Hospital  linebrn 
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BOOKS  RECEIVED 

Medicine  in  Modern  Society,  by  David  Riesman,  M. 
D.  Dr.  Riesman  is  president  of  the  American  So- 
ciety of  Medical  History.  He  is  also  a member  of 
numerous  medical  and  learned  societies  and  holds 
the  Cavallier  Order  of  the  Crown  in  Italy.  In  addi- 
tion to  his  work  as  co-editor  of  the  American  Text- 
book of  Pathology,  he  is  author  of  The  Life  of 
Thomas  Sydenham,  Medicine  in  the  Middle  Ages  and 
is  a contributor  to  various  medical  textbooks.  Dr. 
Riesman  was  born  in  Germany  but  was  educated  in 
America,  taking  his  medical  degree  at  the  Univers- 
ity of  Pennsylvania  in  1892.  He  has  been  on  the 
staff  of  the  University’s  medical  faculty  since  1912 
and  is  now  Professor  of  the  History  of  Medicine  and 
Professor  Emeritus  of  Clinical  Medicine.  This  is  a 
16  mo.,  215  page  book,  published  by  the  Princeton 
University  Press,  Princeton,  N.  J.,  $2.50. 


Doctors,  I Salute!,  by  Emilie  Conklin.  Mrs.  Conk- 
lin’s book  of  poems  is  the  only  book  of  verse  dedi- 
cated to  the  healing  profession.  Her  style  of  writ- 
ing has  been  likened  to  that  of  Rudyard  Kipling.  92 
pages,  6 mo.  May  be  purchased  from  Emilie  Cham- 
berlain Conklin,  823  College  Street,  Fort  Wayne,  In- 
diana, $1.50. 


Doctor  Bradley  Remembers — A novel  by  Francis 
Brett  Young,  author  of  “They  Seek  a Country”  and 
many  other  popular  books.  The  story  of  Dr.  Brad- 
ley’s last  night  in  his  old  surgery  at  Sedgebury.  He 
has  scolded  his  last  patient,  written  “paid”  to  his 
last  account.  After  half  a century  of  loving  service 


and  benign  untruths  he  sits  back  for  a minute — to 
dream  of  his  long,  rich  life.  As  he  muses,  the  past 
comes  vividly  alive.  His  was  no  sudden  rise  to 
riches  and  fame.  No  honors  were  showered  upon 
him,  yet  the  story  of  his  fifty  years  of  service  to 
mankind  is  crammed  to  the  bursting  with  the  very 
stuff  of  reality.  522  pages,  14  mo.  Reynal  and  Hitch- 
cock, Inc.,  386  Fourth  Avenue,  New  York. 


Trauma  and  Internal  Disease:  A Basis  for  Medi- 
cal and  Legal  Evaluation  of  the  Etiology,  Pathology, 
Clinical  Processes  Following  Injury,  by  Frank  W. 
Spicer,  A.  B.,  M.  D.,  F.  A.  C.  P.  Price,  $7.00. 


AHA! 

(Christian  Science  Monitor) 

“What’s  the  matter  with  the  boss’  eyes, 
Joe?”  asked  the  foreman. 

“Nothing  that  I know  of,”  replied  the 
bookkeeper.  “What  makes  you  ask  that?” 
“Well,”  began  the  foreman,  “he  just  called 
me  to  the  office  a few  minutes  ago,  and  twice 
while  I was  in  there  he  asked  me  where  my 
hat  was.  And  it  was  on  my  head  all  the 
time!” 


HABIT 

Maid  (reporting) — There’s  a man  at  the 
door  with  a wooden  leg,  mum. 

“Thank  you,  Maggie ; we  don’t  need  any. 
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The  Diagnosis  and  Management  of 
Peripheral  Vascular  Disease* 

G.  de  TAKATS,  M.  D., 

Chicago,  111. 


The  subject  of  peripheral  vascular  disease 
is  so  great  it  would  hardly  be  possible  to  cov- 
er the  most  important  points  in  a 20-minute 
discussion.  However,  I brought  a few  lantern 
slides  along  to  illustrate  our  own  experience. 
This  entity  is  as  old  as  medicine.  The  Egyp- 
tian mummies  have  had  peripheral  vascular 
disease  2,500  years  before  Christ.  Celsus  de- 
scribed a case  of  a young  man  who  today 
would  be  diagnosed  as  having  Buerger’s  dis- 
ease. The  reason  for  more  recent  interest 
lies  in  the  fact  certain  men  interested  in  al- 
lied subjects  have  banded  together  to  study  a 
disease  which  lies  neither  in  surgery  nor  in 
medicine. 

Surgeons  have  not  seen  cases  in  early 
stages.  They  have  had  to  amputate  gangre- 
nous legs.  Medical  men  have  focused  at- 
tention on  the  heart.  With  the  help  of  group 
study,  it  is  possible  to  arrive  at  a more  thor- 
ough understanding  of  the  disorders  of  peri- 
pheral circulation.  Any  peripheral  circula- 
tory disorder  needs  some  type  of  classifica- 
tion. It  is  not  necessary  to  call  them  arteri- 
osclerosis or  Buerger’s  disease.  It  is  more 
important  to  be  sure  how  much  is  due  to 
structural  changes  and  how  much  is  due  to 
spasm  or  dilatation. 

Of  the  structural  lesions,  the  general  prac- 
titioner is  confronted  with  the  acute  blocking 
of  the  vessel  due  to  a thrombus  or  an  em- 
bolus thrown  from  the  heart  or  large  vessels. 
In  chronic  occlusions  we  have  a group  of  con- 
genital vascular  anomalies  which  we  will  not 
discuss  in  detail.  There  are  traumatic  throm- 
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boses  which  follow  injuries.  We  have  inflam- 
matory lesions  in  the  arteries  due  to  lues, 
but  most  often  to  Buerger’s  disease,  which 
most  of  us  regard  as  an  inflammatory  lesion. 
We  also  have  degenerative  lesions. 

Of  the  functional  group,  the  most  import- 
ant are  associated  with  vessel  spasm.  Dis- 
orders due  to  dilatation  are  very  rare.  Ray- 
naud’s disease  is  due  to  contraction  of  digital 
vessels.  Then  we  have  vessel  spasms  due  to 
hypofunction  of  the  thyroid  and  ovaries. 
We  have  metabolic  disturbances  which  lead 
to  spastic  disorders,  and  sometimes  are  mis- 
taken for  Raynaud’s  disease.  We  have  a 
large  group  due  to  toxic  infections.  They 
lead  to  vessel  spasm  and  may  produce  or- 
ganic damage  such  as  thrombosis. 

Any  treatment  to  improve  the  peripheral 
circulation  has  three  aims.  The  most  im- 
portant is  to  improve  the  small  pathways 
which  must  be  dilated  to  carry  a sufficient 
amount  of  blood.  We  have  to  relieve  condi- 
tions which  are  exceedingly  painful.  Most 
of  the  patients  become  drug  addicts,  and  it 
is  difficult  to  take  care  of  them.  Also  it 
must  be  recognized  in  spite  of  all  the  recent 
literature  on  conservative  treatment,  that  a 
certain  percentage  of  patients  must  come  to 
amputation.  Fundamentally  we  are  treating 
these  patients  with  physical  methods;  with 
drugs;  with  surgery.  We  do  not  have  time 
to  go  over  the  whole  armamentarium  which 
we  use  to  improve  circulation,  but,  I would 
like  to  mention  a few  most  frequently  used 
and  available  to  everybody  without  special 
equipment.  Heat  is  the  oldest  form  of  thera- 
py for  impaired  circulation.  It  is  most  effi- 
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cient  if  used  at  least  through  the  night  in  the 
form  of  an  electric  baker.  It  should  not  be 
excessive  heat — not  more  than  85°  or  90° 
Fahrenheit.  Heat  above  that  may  produce 
vasoconstriction  and  in  some  patients  with 
impoverished  circulation,  may  produce  pain. 
All  patients  react  with  a hyperemia  to  heat. 
If  the  vascular  channels  are  closed,  they  can 
not  be  furnished  with  enough  oxygen.  This 
means  not  only  the  danger  of  a burn,  but 
increase  in  pain.  Hot  and  cold  baths  we 
have  abandoned.  We  are  unable  to  find  evi- 
dence they  are  particularly  helpful.  Postural 
exercises  are  known  to  you.  Suction  and 
pressure  treatment  is  now  available  in  many 
hospitals.  It  has  limited  use.  It  only  helps 
in  early  stages  of  the  disease  and  most  of 
the  patients  we  see  are  too  far  advanced  to 
receive  definite  advantage.  Unless  these  pa- 
tients receive  at  least  100  hours  of  treat- 
ment, very  little  benefit  can  be  obtained. 
The  underlying  disease  is  not  affected  by 
this  treatment.  If  the  patient  has  arteri- 
osclerosis, it  progresses  in  spite  of  local 
treatment.  It  is  a good  palliative  measure. 
Together  with  other  measures,  it  perhaps 
produces  benefits  in  patients  who  come  with 
slight  impairment  of  circulation,  such  as 
pain  in  walking  after  a few  blocks.  If  they 
arrive  with  severe  pain  at  night  and  inabili- 
ty to  walk  over  a block,  it  is  unsatisfactory. 

Venous  hyperemia  is  another  method  re- 
cently advocated,  and  can  be  very  easily  ob- 
tained for  home  use.  It  consists  of  the  old 
method  of  Bier,  producing  a venous  hy- 
peremia of  60  m.m.  of  mercury.  It  should 
be  maintained,  not  as  originally  described  for 
eight  hours,  but  for  one  or  two  minutes,  and 
then  released  and  again  applied.  All  one 
needs  is  a blood  pressure  apparatus. 

Among  the  drugs,  alcohol  is  fairly  well 
known  to  you.  I will  show  a chart  to  illus- 
trate that  a normal  dose  dilates  the  peripher- 
al vessels.  The  man  who  has  a cocktail  be- 
fore dinner  obtains  a certain  amount  of  re- 
lief in  peripheral  vascular  disturbance.  It 
does  not  mean,  however,  that  patients  should 
be  made  to  drink  excessive  amounts  of  alco- 
hol. 

Among  the  surgical  methods,  I will  discuss 
sympathectomy  and  amputation. 

In  the  last  ten  years,  we  have  done  sym- 
pathectomies in  a small,  well  selected  num- 
ber of  cases — about  150.  Obviously  it  can 
only  relieve  vessel  spasm,  and  will  not  do 
anything  to  the  mechanical  damage.  If  the 
cases  are  selected  carefully  enough  and  fol- 


lowed with  conservative  treatment  for  a 
number  of  years,  patients  will  derive  consid- 
erable benefit  from  this  operation. 

The  failure  of  sympathectomies  done  on 
the  arm  is  as  much  as  20  per  cent.  We  have 
been  able  to  follow  these  patients  from  two  to 
five  years.  Like  any  other  follow-ups,  the 
longer  they  are  followed,  the  larger  your  per- 
centage of  failures.  In  the  last  one  and  one- 
half  years,  we  have  done  sympathectomies 
in  which  our  failures  have  been  somewhat 
less.  There  is  not  enough  time  to  be  sure 
about  it.  If  we  can  have  this  same  amount 
of  improvement  in  the  next  four  years,  we 
might  get  as  good  results  as  in  the  lower  ex- 
tremities. Success  also  depends  on  the  type 
of  disease.  Raynaud’s  is  more  difficult  to 
cure  than  Buerger’s  by  sympathectomy. 

There  is  mother  group  which  we  do  not 
thoroughly  understand,  and  possibly  sympa- 
thectomy should  not  be  performed.  Our 
newer  type  of  sympathectomy  removes  the 
second  and  third  dorsal  ganglion  and  dif- 
fers from  the  old  operation,  which  leaves  the 
thoracic  chain  intact.  This  newer  method 
seems  more  promising. 

For  those  interested  in  the  surgical  tech- 
nique, I will  show  these  charts.  One  is  the 
cervical  and  the  other  the  lumbar  operation. 
The  approach  is  from  the  front,  instead  of 
from  the  back.  The  pleura  must  be  peeled 
from  the  first  rib  and  Sibson’s  fascia  cut. 
Then  you  can  get  below  the  third  thoracic 
ganglion.  The  lumbar  sympathectomy  is 
done  not  through  the  abdomen,  but  extra- 
peritoneally.  It  is  like  McBurney’s  incision 
for  appendicitis.  The  fibers  are  split;  the 
peritoneum  is  peeled  off  the  psoas  muscle, 
an  the  lumbar  chain  is  removed  from  the  sec- 
ond to  below  the  fourth  ganglion. 

I shall  say  very  little  about  amputation,  be- 
cause all  of  you  are  familiar  with  amputa- 
tions performed  for  peripheral  vascular  dis- 
ease. We  perform  a minor  one  for  the  toes ; 
one  six  inches  below  the  knee,  which  has  re- 
cently been  perfected  by  Beverly  Smith ; and 
a third,  which  is  most  popular  in  our  hands, 
is  the  Callander  amputation  at  the  knee. 
Whether  or  not  circulation  is  adequate  can  be 
best  determined  by  injection  of  histamin  in- 
to the  skin.  It  gives  a good  flare  at  the  level 
of  adequate  circulation. 

In  summary  I want  to  point  out  that  this 
is  not  a medical  or  a surgical  subject.  It  is 
a borderline  subject.  Orthopedic  men  and 
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other  specialists  are  interested  in  it.  The 
greatest  benefit  will  come  from  a group 
study.  Formerly  we  surgeons  received  these 
patients  so  late,  the  best  we  could  do  was  an 
amputation.  Today  we  can  treat  a large 


number  of  patients  by  conservative  mea- 
sures, and  I hope  we  can  decrease  the  num- 
ber of  amputations  in  the  future. 

Lantern  slides  were  shown  to  illustrate 
some  points  brought  out  in  the  discussion. 


The  Prevention  and  Early  Diagnosis  of 
Rheumatic  Heart  Disease" 

CLAYTON  J.  LUNDY,  M.  D., 

Chicago,  111. 


If  the  etiology  of  rheumatic  heart  disease 
were  definitely  known  the  problem  of  pre- 
vention would  be  greatly  facilitated.  As 
matters  stand  we  are  working  more  or  less 
in  the  dark  when  we  try  to  institute  preven- 
tive measures.  Since  it  is  almost  universally 
agreed  that  the  condition  is  associated  with 
infection  of  some  sort,  whether  bacterium  or 
virus,  it  is  logical  to  lay  down  general  rules 
of  prevention  which  are  expected  to  be  ef- 
fective against  any  disease  caused  by  infec- 
tion. 

The  time  may  come  when  the  prevention 
of  rheumatic  heart  disease  will  become  a 
public  health  problem.  The  frequent  occur- 
rence of  rheumatic  disease  within  the  same 
family  gives  evidence  about  its  communica- 
bility and  may  call  for  quarantine  measures. 
One  would  see  that  these  quarantine  periods 
would  necessarily  have  to  extend  over  long- 
periods  of  time,  even  years,  but  it  may  be 
that  such  a simple  thing  as  wearing  a mask 
in  order  to  prevent  the  spread  of  droplets 
containing  the  organism  may  be  all  the  pre- 
cautions that  are  necessary. 

We  are  further  aided  in  our  efforts  to  pre- 
vent rheumatic  heart  disease  since  we  now 
understand  that  a patient  may  have  had  the 
disease  without  ever  having  had  actual  rheu- 
matic symptoms  or  polyarthritis. 

“Rheumatic  fever”  with  vague  or  absent 
rheumatic  symptoms  may  exist  for  months 
or  years  without  recognition  unless  the  physi- 
cian is  sufficiently  alert  to  recognize  the  con- 
dition when  it  is  obscure.  Well  known  clini- 
cal entities  such  as  tonsilitis,  scarlet  fever, 
nasopharyngitis,  and  the  common  cold,  si- 
nusitis, including  the  ethmoids  and  sphen- 
oids; mastoiditis,  infected  teeth  and  gums, 
and  peristent  cervical  adenitis  often  precede 
rheumatic  fever.  It  would  probably  be  con- 
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ceded  that  low-grade  rheumatic  fever  may 
be,  and  often  is,  indistinguishable  from  some 
of  these  “preinfections.”  It  is  the  purpose  of 
this  paper  to  call  attention  to  the  fact  that  we 
need  to  direct  our  attack  against  these  infec- 
tious conditions  which  are  so  often  associated 
with  and  indistinguishable  from  the  early 
stages  of  rheumatic  fever. 

It  must  be  admitted  that  many  adults  can 
neglect  these  “pre-infections”  and  apparently 
suffer  very  little  harm.  However,  one  would 
expect  that  the  concensus  of  medical  opinion 
in  this  regard  is  that  even  adults  suffer  ex- 
cessive wear  on  their  cardiovascular  systems 
when  they  carry  on  ordinary  activity  in  the 
presence  of  infection.  The  younger  the  pa- 
tient the  more  serious  the  result  of  the  neg- 
lect of  these  “pre-infections”  because  young- 
people  are  peculiarly  susceptible  to  rheumat- 
ic heart  disease.  Any  young  child  or  young 
adult  who  has  one  of  these  “pre-infections,” 
and  especially  if  in  addition  he  shows  sus- 
picious symptoms  pointing  toward  heart  in- 
volvement, that  person  should  be  unusually 
cautious  in  taking  care  of  the  condition.  In 
either  case  a program  similar  to  the  following 
seems  worthwhile  to  mention  at  this  time 
even  though  it  be  directed  only  at  the  com- 
mon cold.  The  program  is  that  in  addition 
to  the  antiseptic  gargle,  cough  mixture,  nose 
drops,  ear  drops,  fluids,  aspirin,  a steam  ket- 
tle, and  codeine,  the  patient  should  have: 

1.  Complete  bed  rest  until  48  hours  after 
there  has  been  no  fever  without  fever-reduc- 
ing medicine  and  until  all  other;  symptoms 
disappear,  e.  g\,  tachycardia,  cough,  running- 
nose,  red  and  injected  pharynx,  generalized 
aching,  upset  stomach  or  other  associated 
condition. 

2.  Minimum  bed  rest  (14  to  18  hours  a 
day  in  bed)  for  a few  days,  or  if  necessary, 
for  a few  weeks,  until  reasonably  sure  that 
there  will  be  no  recurrence  of  the  symptoms. 
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This  program  is  justified  by  the  fact  that 
in  rheumatic  fever  the  patient  for  several 
weeks  may  have  no  sign  of  activity  of  his  in- 
fection including  a normal  sedimentation 
rate.  He  may  then  develop  what  is  appar- 
ently an  upper  respiratory  infection  and 
within  a week  or  so  seemingly  the  infection 
will  disappear.  Often,  about  ten  days  or  so 
later,  there  is  a flare-up  of  rheumatic  symp- 
toms and  the  sedimentation  rate  will  in- 
crease. It  is  the  further  purpose  of  this  plan 
to  carry  on  the  rest  program  beyond  this  sec- 
ondary effect  of  an  apparently  simple  upper 
respiratory  infection  in  suspected  cases  of 
rheumatic  fever. 

It  is  worth  while  to  mention  the  fact  that 
upper  respiratory  infections  usually  spread 
rather  easily  from  one  member  of  the  family 
to  another.  This  can  be  avoided  by  a modi- 
fied form  of  quarantine.  In  view  of  the  com- 
mon prevalence  of  rheumatic  fever  in  groups 
within  families,  a modified  form  of  quaran- 
tine probably  should  be  instituted. 

Careful  nose  and  throat  examination  by  an 
expert  should  be  carried  out  after  acute  up- 
per respiratory  infections  have  subsided  in 
order  to  clean  up  chronic  foci.  It  is  the  opin- 
ion of  some  that  those  who  deny  that  tonsil- 
lectomy helps  prevent  rheumatic  fever,  have 
failed  to  prove  that  a control  group  (e.g.) 
“with  proper  indications  for  and  with  ton- 
sillectomy, but  with  no  suspicious  signs  of 
rheumatic  fever,”  develop  as  much  rheumatic 
fever  as  a similar  group  with  indications  for 
tonsillectomy  but  without  the  operation. 
Furthermore,  it  is  also  the  opinion  of  some 
that  those  who  believe  that  tonsillectomy 
does  not  help  cure  rheumatic  fever  have  not 
proven  that  both  groups  had  similar  time  re- 
lationship of  the  tonsillectomy  to  the  rheu- 
matic fever.  Regardless  of  these  objections 
there  is  universal  acknowledgment  that  ton- 
sils removed  with  proper  indications,  result 
in  a cessation  or  diminution  of  frequnecy  of 
colds.  This  benefit  alone  warrants  the  ad- 
vocacy of  tonsillectomy  when  properly  indi- 
cated, because  upper  respiratory  infections 
are  a part  of  many  cases  of  the  Rheumatic 
Fever  Syndrome. 

The  proper  indications  for  tonsillectomy 
are  frequent  sore  throat  and  tonsillitis. 
Large  tonsils  should  be  removed  for  any  of 
the  following  reasons:  If  they  are  blue  or 

cyanotic  in  appearance,  if  they  are  abcessed ; 
or  in  the  presence  of  persistent  cervical  ade- 
nitis, of  fever  unaccounted  for,  or  of  rheuma- 
tism or  any  systemic  disease  or  debilitated 


or  anemic  condition  or  especially  if  a cardiac, 
vascular,  or  renal  condition  is  suspected. 

Persistent  cervical  adenitis  is  usually  of 
long  duration.  When  large  discrete  glands 
remain  they  may  be  excised.  When  chains 
of  enlarged  glands  persist,  we  cannot  deny 
the  fact  that  they  may  be  etiologically  asso- 
ciated with  rheumatic  fever.  Recently  im- 
proved x-ray  equipment  permits  satisfactory 
treatment  of  this  heretofore  neglected  condi- 
tion. 

At  some  place  the  symptoms  and  signs  of 
the  more  simple  infections  will  merge  insep- 
arably with  the  symptoms  of  rheumatic  fever 
whose  early  recognition  is  often  difficult. 
Young  individuals  may  have  little  or  no 
rheumatism,  but  they  do  have  signs  of  heart 
involvement.  Adults  have  more  pronounced 
joint  involvement,  but  often  this  tends  to 
be  of  short  duration.  Early  recognition  of 
rheumatic  fever  is  our  second  most  potent 
factor  in  its  prevention  and  treatment.  This 
is  most  difficult  in  cases  of  mild  degree  and 
insidious  onset,  or  both.  It  is  manifested 
clinically  very  often  by  fever  of  undeter- 
mined origin,  abdominal  pain,  frequent  epis- 
taxis,  precordial  pain,  pleurisy,  general  stiff- 
ness, joint  pains,  muscle  pains,  “growing 
(sic)  pains,”  chorea,  subcutaneous  nodules, 
various  types  of  erythemas,  leukocytosis,  per- 
sistent vomiting,  sweating,  tachycardia,  easy 
fatigue,  undernourishment,  loss  of  appetite, 
pallor;  and  especially  any  group  of  these 
symptoms  associated  with  the  physical  lab- 
oratory findings  of  endocarditis,  pericarditis, 
or  myocarditis  is  strong  presumptive  evi- 
dence of  rheumatic  fever.  As  such,  treat- 
ment should  be  instituted  and  great  pains 
should  be  taken  with  the  first  attack  of  rheu- 
matic fever  because  if  it  is  thoroughly  held 
in  check  the  patient  can  be  taught  to  avoid 
the  infectious  conditions  which  lay  the  foun- 
dation for,  or  usher  in  subsequent  attacks  of 
the  condition  and  in  that  way  prevent  rein- 
fection. Accurate  temperature  records,  blood 
counts,  and  sedimentation  rates  together 
with  careful  physical  examination  must  be 
followed  at  weekly  intervals  for  the  six 
weeks  after  the  first  attack  of  rheumatic 
fever,  at  monthly  intervals  for  the  next  six 
months  and  once  or  twice  a year  thereafter 
until  the  patient  reaches  adult  life.  X-ray 
and  electrocardiographic  studies  should  be 
made  as  often  as  indicated. 

Evaluation  of  a heart  murmur  of  any  kind 
is  a serious  matter  in  the  presence  of  fre- 
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quent  infections  or  vague  symptoms  of  ill- 
ness. The  functional,  benign,  accidental, 
relative,  and  hemic  murmurs  are  probably 
brought  about  by  dilatation  of  the  heart  and 
it  has  become  the  custom  to  discount  their 
significance  when  they  appear  during  the 
course  of  the  patient’s  illness.  The  import- 
ant thing  to  remember  is  that  such  dilatation 
may  obscure  and  overshadow  or  even  cause 
the  disappearance  of  the  faint  presystolic 
murmur  of  an  early  mitral  stenosis.  A cor- 
rect evaluation  of  such  a situation  can  be 
made  only  when  the  acute  dilatation  has  dis- 
appeared together  with  the  “functional” 
murmur.  If  it  doesn’t  disappear  there  may 
be  some  toxic  or  infectious  process  causing  it 
to  persist. 

Oftentimes  the  presystolic  murmur  is  not 
heard  in  the  usual  position  but  it  can  be 
heard  by  placing  the  patient  in  the  left 
lateral  position  or  by  having  him  lean  for- 
ward so  as  to  bring  the  heart  in  close  contact 
with  the  anterior  chest  wall.  In  the  case  of 
pregnancy  it  is  especially  true  that  the  so- 
called  functional  murmur  may  represent 
cardiac  dilatation  and  may  obscure  other 
heart  sounds.  A proper  evaluation  of  the 
condition  existing  in  the  heart  valves  cannot 
be  determined  accurately  until  about  two 
months  after  delivery.  In  all  cases  of  these 
kinds  one  would  suspect  that  the  job  was  not 
completed  if  these  seemingly  innocent  mur- 
murs appear  during  the  course  of  an  illness 
or  pregnancy  and  the  physician  did  not  care- 
fully evaluate  the  presence  or  absence  of 
symptoms  and  signs  suggestive  of  rheumatic 
fever.  Even  in  their  absence  we  would  still 
be  justified  in  considering  that  the  situation 
had  been  inadequately  treated  without  a care- 
ful follow-up  examination  several  months  af- 
ter the  condition  has  disappeared. 

That  these  so-called  “functional”  murmurs 
are  not  so  innocent  as  is  commonly  supposed, 
is  supported  by  the  fact  that  life  insurance 
statistics  show  a reduced  life  expectancy  in 
this  group  with  murmurs  but  without  proven 
organic  heart  disease.  It  is  imperative  that 
an  x-ray  study  be  made  of  such  cases.  Not 
only  should  the  customary  posterior-anterior 
view  be  made  but  right  and  left  oblique  as 
well  as  the  lateral  views  should  be  studied. 
In  this  connection  it  must  be  stated  that  in- 
creased cardiac  area  comes  long  after  abnor- 
mal contour  changes  are  seen.  Similarly 
and  much  more  to  the  point,  in  fact  the  main 
purpose  of  this  paper,  is  the  fact  that  the  le- 
sion which  causes  contour  changes  and  in- 


creased cardiac  area  exists  long  before  the 
definite  x-ray  findings  become  apparent.  If 
the  lesions  are  recognized  beforehand,  we  can 
do  more  to  prevent  the  establishment  of  the 
x-ray  abnormality. 

The  usual  course  of  a first  attack  of  rheu- 
matic fever  is  from  four  to  six  weeks.  There 
are  instances  of  rheumatic  fever  lasting  for 
months  and  even  years  in  both  children  and 
adults,  without  there  having  been  evidence 
of  even  a single  acute  attack.  Instead,  the 
condition  comes  on  insidiously  and  the  pa- 
tient is  unaware  of  the  fact  that  he  has 
rheumatic  fever.  Of  course,  this  is  the  case 
of  a certain  percentage  of  patients  who  have 
a fever  of  obscure  origin.  When  proven  to 
be  due  to  rheumatic  fever  there  is  but  one 
accepted  method  of  treatment  and  that  is 
prolonged  bed  rest  even  though  it  take  many 
months  or  even  years.  After  several  months 
of  complete  bed  rest  it  may  be  necessary  to 
give  the  patient  bathroom  privileges,  or  the 
privilege  of  sitting  up  for  meals,  or  of  being 
out  in  a yard  or  on  a porch.  This  is  a com- 
promise due  to  the  fact  that  the  confinement 
of  a patient  is  so  annoying  to  him  that  he 
can  get  more  rest  by  having  the  few  privi- 
leges which  permit  him  to  be  more  complete- 
ly relaxed  the  remainder  of  the  time  which 
he  spends  in  bed. 

The  proper  treatment  of  rheumatic  fever 
is  as  important  a preventive  measure  as  is 
the  proper  treatment  of  the  pre-infections 
which  are  associated  with  the  onset  of  the 
disease.  This  is  especially  true  of  the  first 
attack.  The  chief  strategy  employed  is  to^ 
determine  when  the  active  rheumatic  infec- 
tion becomes  inactive.  During  the  later 
stages  when  the  disease  has  become  very 
mild,  most  if  not  all  of  the  tests  may  return 
to  normal.  However,  the  rheumatic  fever 
may  still  remain  active  and  careful  observa- 
tion must  be  kept  in  order  to  see  that  any  of 
the  vague  symptoms  of  rheumatic  fever  en- 
numerated  do  not  recur.  If  a temperature 
record  is  not  kept  we  cannot  tell  if  there  is 
fever.  Frequent  observation  for  these  vague 
signs  and  symptoms  over  a period  of  several 
years  may  be  necessary  to  rule  out  the  possi- 
bility of  the  rheumatic  infection  persisting  in 
an  active  state.  The  patient  should  be  in- 
structed that  infections  of  any  sort  are  the 
things  above  all  others  which  he  must  avoid. 
In  this  manner  he  mav  avoid  reinfections 
which  will  lead  to  a flareup  of  rheumatic 
fever.  In  the  case  of  anatomical  damage 
Having  been  done,  as  for  example  mitral  sten- 
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osis  of  any  significant  extent,  the  patient 
should  be  honestly  informed  about  his  condi- 
tion so  that  he  can  cooperate  and  not  over- 
tax his  injured  heart.  His  guiding  principle 
should  be  “No  exertion  to  the  point  of  caus- 
ing undue  fatigue,  rapid  breathing,  or  heart 
consciousness.” 

DISCUSSION 

DR.  A.  V.  CALHOUN,  (Lincoln):  What  is  the  re- 
lationship of  nosebleed  to  rheumatic  fever? 

DR.  H.  W.  BENSON,  (Oakland):  I should  like  to 
ask  if  he  does  not  think  salicylates  do  any  good? 
The  statement  rheumatic  fever  lasts  so  long,  no  mat- 
ter what  you  do,  would  indicate  salicylates  are  of  no 
value. 

DR.  LUNDY,  (closing):  It  is  true  a very  high 


incidence  of  epistaxis  occurs  in  rheumatic  heart  dis- 
ease, and  especially  in  children.  I have  no  know- 
ledge of  the  cause  other  than  that  they  have  upper 
respiratory  infections,  often  run  fever,  and  have  dry 
mucous  membranes  of  the  nose  and  mouth  which 
crack  easily. 

I avoided  commenting  on  the  use  of  salicylates. 
It  is  my  opinion  they  have  little,  if  any,  value  in  the 
treatment  of  rheumatic  heart  disease.  They  are,  of 
course,  of  inestimable  value  in  the  treatment  of  the 
symptoms,  namely,  of  the  pain  of  rheumatism.  In 
studying  the  value  of  salicylate  upon  the  course  of 
the  rheumatic  fever,  there  is  no  question  but  what 
it  brings  down  the  temperature,  even  though  it  is 
104°  or  105°;  but  it  does  not  shorten  the  course  of 
the  disease  nor  does  it  influence  the  sedimentation 
rate.  Likewise,  I think  I am  correct  when  I say  that 
it  does  not  minimize  the  after  effects  of  rheumatic 
fever  either  by  reducing  valvular  deformity  or  by 
minimizing  the  effects  on  the  heart  muscle. 


Gastroscopy  in  Diagnosis  of  Diseases 
of  the  Stomach 
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Omaha  Clinic  and 

Department  of  Surgery  and  Radiology,  University  of  Nebraska, 
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Endoscopic  examination  of  the  interior  of 
an  organ  or  cavity  of  the  human  body  is  a 
definite  aid  in  establishing  a more  accurate 
diagnosis.  It  was  not  until  this  technic  had 
been  developed  that  we  were  able  to  gain 
much  exacting  information  concerning  dis- 
eases of  the  rectum,  bladder,  larynx,  and 
bronchi. 

Even  in  more  recent  years,  the  diagnosis 
of  lesions  of  the  stomach  has  been  entirely 
dependent  upon  the  following  factors:  the 
history,  which  is  always  valuable;  palpation 
through  the  abdominal  wall,  a rather  indefi- 
nite and  not  especially  enlightening  proced- 
ure in  gastric  disease;  chemical  analysis  of 
gastric  and  intestinal  contents ; and,  a most 
important  factor,  x-ray,  whereby  ingestion  of 
a contrast  medium  permits  one  to  observe 
changes  in  the  contour  of  the  stomach  and 
the  degree  of  activity  therein.  The  actual 
appearance  of  the  wall  “in  vivo”  was  a mys- 
tery except  to  a few  men,  particularly 
Schindler  in  1932.  The  manipulation  of 
the  old  rigid  scope  was  a delicate  and 
somewhat  hazardous  procedure  and,  rightly, 
it  was  not  commonly  attempted.  However, 
the  flexible  gastroscope  has  overcome  many 
of  the  dangers  and  with  experience  and  care, 
it  may  be  used  to  great  advantage.  It  is  safe 
enough  for  routine  use,  but  as  in  cystoscopy, 


there  should  be  some  indication  for  the  ex- 
amination— either  direct  evidence  of  a gas- 
tric disturbance  or  a desire  to  establish  defi- 
nite negative  evidence  in  the  problem  gastro- 
intestinal case.  Gastroscopy  is  not  a major 
procedure  and  rarely  does  a patient  refuse  a 
check-up  examination.  Those  who  have  bene- 
fited from  it  accept  the  second  examination 
with  far  less  animosity  than  they  do  a re- 
peated cystoscopic  examination,  and  this 
statement  is  made  with  the  utmost  respect 
for  that  most  necessary  and  helpful  proce- 
dure in  urological  diagnosis.  It  has  proved 
a definite  aid  in  some  cases  of  suggested  gas- 
trointestinal neurosis,  for  the  patients  are 
either  definitely  relieved,  or  at  least,  cease  to 
mention  their  complaints. 

Gastroscopy  is  indicated  in  any  gastric 
complaint  where  there  is  no  absolute  contra- 
indication to  the  passage  of  the  semi-flexible 
tube  through  the  esophagus,  and  where  other 
procedures  have  failed  to  establish  an  exact 
diagnosis.  On  the  other  hand,  even  though 
an  apparent  diagnosis  may  have  been  reached 
by  other  methods,  the  picture  may  be 
changed  by  visualization  through  the  gas- 
troscope. 

Case  1.  Mrs.  N.,  aged  58.  This  patient  was  well 
and  had  no  abdominal  complaints  until  three  months 
previous  to  examination,  when  she  complained  of 


Volume  24 
Number  3 


DISEASES  OF  THE  STOMACH:  BEST-POPMA 


87 


epigastric  distress  and  some  fullness  after  meals. 
One  week  before  coming  to  the  office,  she  became 
nauseated  and  vomited  several  times,  but  her  appe- 
tite remained  good  and  she  lost  no  weight.  A mo- 
bile mass  was  palpable  in  the  region  of  the  umbili- 
cus. Gastric  contents  contained  no  free  HCL  but 
were  positive  for  blood.  X-ray  examination  re- 
vealed a very  ragged  and  irregular  greater  curva- 
ture area  which  protruded  into  the  gastric  lumen. 
This  was  thought  to  be  a benign  gastric  tumor  rath- 
er than  a malignant  condition. 

Gastroscopic:  The  greater  curvature  of  the  stom- 
ach appeared  somewhat  inflamed  with  areas  of  hy- 
pertrophied folds  and  considerable  mucous  exudate. 
The  tumor  did  not  appear  to  be  intragastric  but  this 
could  not  be  stated  definitely. 

Operation:  Exploration  revealed  a large,  thick, 
pancake-like  mass  occupying  the  mesentery  and 
retroperitoneal  space  from  the  level  of  the  pancreas 
to  the  promontory  of  the  sacrum.  There  was  no  evi- 
dence of  metastasis  to  the  liver,  and  the  tumor  was 
considered  to  be  a retroperitoneal  sarcoma.  It  dis- 
appeared under  deep  x-ray  therapy  and  the  patient 
has  remained  well  and  symptom-free  for  five 
months.  The  defect,  as  shown  by  x-ray,  resembled 
a gastric  tumor  but  gastroscopic  examination  sug- 
gested an  extragastric  tumor.  The  preoperative 
opinion  was  greatly  helped  by  the  combined  exam- 
inations. 

Gastroscopy  is  contraindicated  if  there  is 
any  encroachment  on  the  lumen  of  the  eso- 
phagus. At  the  present  time,  we  insist  that 
all  patients  be  given  a barium  meal  previous 
to  examination.  This  not  only  insures  the 
patency  of  the  esophagus  but  it  also  places 
the  gastroscopic  examination  as  a supple- 
ment to,  rather  than  a substitute  for  x-ray. 
Then  a safer  and  better  examination  can  be 
made  and  the  chance  of  error  from  over-con- 
fidence in  gastroscopy  is  mitigated.  Too 
frequently  in  the  past,  a new  procedure 
seemed  to  possess  such  merit  that  the  over- 
enthusiastic  attempted  to  substitute  it  for 
old  and  tried  methods,  the  over-evaluation 
leading  to  error  and  unjustified  criticism  of 
the  method  rather  than  its  advocates. 

At  present,  I place  greater  value  on  a bar- 
ium meal  examination  than  on  gastroscopy 
in  most  stomach  disorders,  but  combining 
x-ray  studies  and  direct  visualization  of  the 
stomach  wall  gives  valuable  information  not 
obtained  by  either  method  alone.  In  some 
cases,  this  combination  has  been  the  only 
means  to  a definite  diagnosis,  or  to  a decision 
for  or  against  operation. 

Case  2:  Mr.  H.,  age  55,  was  troubled  with  indiges- 
tion for  a period  of  years  but  succeeded  in  obtaining 
relief  with  milk  and  alkalis  until  six  months  before 
my  examination,  at  which  time  they  ceased  to  be  of 
benefit;  in  fact,  they  seemed  to  increase  the  ab- 
dominal distress  at  times.  A rigid  ulcer  regime  in 
the  hospital  did  not  improve  his  condition.  No  mass 


could  be  palpated  in  the  abdomen.  Free  HCL  was 
found  on  examination  of  the  stomach  contents. 

X-ray:  Stomach  filled  poorly  with  an  irregularity 
in  the  proximal  half,  suggesting  polyposis  with  ul- 
ceration. A non-obstructive  duodenal  ulcer  was  vis- 
ible also. 

Gastroscopic:  Definite  polypoid  formation  was 
seen  on  the  posterior  wall  near  the  lesser  curvature; 
no  area  seen  which  could  be  definitely  labelled  carci- 
noma or  ulcer  crater;  the  polypoid  formation  was 
not  typical  of  stomach  polyps  but  was  suggestive  of 
hypertrophic  folds  approaching  an  ulcerating  area. 
This  led  us  to  do  an  exploratory. 

Operation:  A flat,  craggy,  polypoid  mass  occupied 
the  posterior  gastric  wall,  fixing  it  to  the  surface  of 
the  pancreas.  This  was  considered  an  inoperable 
gastric  carcinoma  and  an  anterior  gastroenterostomy 
with  enteroanastomosis  was  done.  The  liver  and 
lymph  glands  did  not  appear  to  be  involved.  No 
biopsy  material  was  .obtained.  Comment:  Gastros- 
copic  examination,  which  emphasized  the  x-ray  find- 
ings, was  further  substantiated  by  exploratory  oper- 
ation, which  was  carried  out  in  spite  of  the  presence 
of  duodenal  ulcer.  The  polypoid  formation  was  not 
true  gastric  polyposis. 

Cardiac  failure,  severe  asthma,  aneurysm, 
esophageal  obstruction  or  diverticula,  and 
esophageal  varices  such  as  may  accompany 
cirrhosis  of  the  liver,  all  contraindicate  gas- 
troscopy. A stomach  tube  the  same  size  as 
the  gastroscope  should  be  introduced  first, 
and  if  it  does  not  pass  readily,  the  examina- 
tion should  be  discontinued.  Having  the 
gastroscopist  pass  this  tube,  rather  than  the 
interne,  nurse  or  technician,  may  furnish 
valuable  diagnostic  evidence.  Foul-smelling 
exudate  on  the  tube  should  make  one  suspect 
an  ulcerating  carcinoma  of  the  esophagus  or 
esophageal  cardia  which  may  not  have  been 
previously  determined  by  x-ray  and  repeated 
x-rays,  using  a heavy  medium  such  as  rugar, 
may  succeed  in  demonstrating  the  lesion. 
The  following  case  is  an  example  of  this. 

Case  3.  Mrs.  R.,  aged  60,  had  become  progress- 
ively weaker  over  a six  month  period;  her  appetite 
was  poor,  she  felt  constant  vague  distress  in  the  epi- 
gastrium and  lost  fifteen  pounds  of  weight.  Two 
months  before  presenting  herself  for  examination, 
she  had  been  thoroughly  examined  elsewhere  and 
the  x-ray  did  not  reveal  malignancy  of  the  gastro- 
intestinal tract,  although  a hidden  carcinoma  was 
suspected.  We  found  no  free  HCL  in  the  stomach 
contents  and  we  suggested  gastroscopic  study  after 
a preliminary  barium  meal.  Fluoroscopic  examina- 
tion gave  no  indication  of  an  esophageal  obstruction, 
and  it  was  felt  advisable  to  proceed  with  the  gastro- 
scope. Preliminary  introduction  of  the  stomach 
tube  was  accomplished  with  ease  but  when  the  tube 
was  withdrawn,  the  foul  odor  about  it  suggested 
that  it  had  come  in  contact  with  infected  necrotic 
tissue.  An  immediate  recheck  of  the  stomach  and 
esophagus  was  made,  using  the  heavier  rugar,  and  a 
new  growth  was  definitely  seen  involving  the  cardiac 
of  the  stomach  and  invading  the  lower  end  of  the 
esophagus.  To  support  this,  microscopic  examina- 
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tion  of  the  material  scraped  from  the  stomach  tube 
revealed  groups  of  apparently  malignant  cells.  The 
clinical  follow-up  of  this  case  is  typical  of  carcinoma 
involving  the  lower  end  of  esophagus  and  cardia  of 
stomach. 

This  case  is  reported  because  it  emphasizes 
the  fact  that  the  gastroscopist,  in  introduc- 
ing the  preliminary  stomach  tube,  can  better 
evaluate  the  findings,  than  can  an  interne, 
nurse  or  technician.  In  this  instance,  it  led 
to  a definite  diagnosis. 

In  preparing  a patient  for  gastroscopy,  he 
is  permitted  nothing  by  mouth  after  10 
o’clock  the  previous  night.  Morphine,  gr. 
14,  and  atropine,  gr.  1/150,  are  injected  one 
hour  before  examination.  A gastric  obstruc- 
tion, of  course  would  demand  several  days  of 
preparation  and  stomach  washes  to  reduce 
the  size  of  the  stomach  and  cleanse  its  wall. 

The  anesthetic  is  applied  with  cotton 
swabs  to  the  throat,  soft  palate,  and 
pharynx,  and  sprayed  on  the  pharynx  with 
the  Schindler  anesthetization  tube,  used 
chiefly  to  control  the  ‘gag’  reflex.  Diothane 
solution  1%  has  proved  most  successful  as 
an  anesthetizing  agent  as  it  is  safe  to  use 
even  in  rather  large  quantities,  and  may  be 
swallowed  without  danger.  A stomach  tube, 
the  same  diameter  as  the  gastroscope,  is  then 
introduced,  the  patient  is  turned  on  his  left 
side,  the  he^d  of  the  table  lowered  and  the 
stomach  drained  of  any  mucus  or  secretions. 
After  the  head  of  the  table  is  raised  to  level 
position  and  the  tube  is  withdrawn,  the  scope 
is  introduced  through  the  esophagus  and  into 
the  stomach  while  the  patient  remains  on  his 
left  side.  Usually  this  is  accomplished  with- 
out difficu'tv,  but  extreme  care  must  be  ex- 
ercised and  under  no  circumstances  shou’d 
the  instrument  be  forced.  One  must  be  gen- 
tle and  painstaking,  and  if  stubborn  resist- 
ance is  encountered,  the  examination  should 
be  discontinued  and  another  attempt  irrde  on 
a later  day.  The  normal  mucous  membrane, 
as  viewed  through  the  gastroscope,  is  orange 
red  in  color. 

With  the  flexible  gastroscope  enabling  a 
greater  number  of  clinicians  to  view  the  in- 
ner wall  of  the  stomach,  gastritis,  an  almost 
forgotten  entity,  can  now  be  readily  appre- 
ciated. Not  enough  men  had  been  able  to 
see  it  “in  vivo”  to  be  convinced  of  its  rather 
frequent  occurrence.  But  here  again  the 
pendulum  has  swung  wide  and  a too  frequent 
diagnosis  is  made  by  the  overenthusiastic. 
Schindler  divides  chronic  gastritis  into  three 
classes:  superficial,  atrophic,  and  hyper- 


trophic. Superficial  gastritis  presents  a 
mucous  membrane  somewhat  redder  than 
normal,  perhaps  slightly  granular,  not  in- 
frequently covered  with  superficial  abrasions 
and  small  hemorrhagic  areas.  Varying  quan- 
tities of  thick,  tenacious  mucus  may  be  seen. 
The  atrophic  type  is  characterized  by  the 
“thinned  out”  appearance  of  the  mucosa,  with 
the  orange  red  color  changed  to  gray  or  gray- 
green.  In  the  hypertrophic  form,  the  folds 
of  the  mucous  membrane  are  thickened,  and 
have  an  angry-red  appearance;  areas  of 
abrasion  and  hemorrhage  and  collections  of 
thick,  tenacious  mucus  appear.  These  path- 
ologic conditions  may  occur  in  varying  de- 
grees. Some  rather  obstinate  perplexing 
gastrointestinal  problems  have  been  clarified 
by  gastroscopy  and  the  abnormal  gastric 
mucous  membrane  is  more  fully  appreciated. 

Case  4.  Mrs.  A.,  aged  52,  had  had  bloody  emesis 
every  few  weeks,  for  a period  of  six  months;  the 
quantity  lost  was  not  great  except  on  one  occasion. 
She  also  complained  of  vague  indigestion.  Trans- 
fusions had  been  given  to  correct  the  anemia.  The 
general  physical  examination  was  negative.  Gastric 
analysis  showed  free  HCL  varying  between  0 and 
30,  and  the  total  acids  varied  between  17  and  59  over 
a 2-hour  period.  The  x-rays  of  the  gallbladder, 
stomach,  duodenum  and  colon  were  negative.  The 
blood  examination  and  smears  suggested  an  atypical 
type  of  anemia,  possibly  pernicious.  Gastroscopic 
examination  revealed  marked  gastritis  of  a mixed 
type.  There  were  areas  of  atrophic  gastritis  with 
considerable  exudation,  as  well  as  areas  of  definite 
hypertrophic,  inflamed  folds.  It  was  felt  that  this 
patient  had  some  atypical  anemia  associated  with 
gastritis,  and  she  was  put  on  dilute  HCL  and  liver 
with  excellent  results.  The  gastrosconic  examina- 
tion was  of  vital  importance  in  this  diagnosis  and 
in  the  direction  of  treatment. 

Experience  has  proved  that  the  location  of 
a gastric  ulcer  may  prevent  it  from  showing 
on  an  x-ray.  This  is  particularly  true  of  les- 
ions on  the  posterior  wall  of  the  stomach, 
not  close  to  the  lesser  curvature,  which  can- 
not be  visualized  except  on  a lateral  view  tak- 
en at  just  the  exact  angle.  In  some  in- 
stances, ulcer  may  be  suspected  because  of 
existing  spasm  or  changes  in  the  mucosal 
pattern,  but  may  not  be  identified,  as  in  Case 
2 where  there  was  nothing  on  the  x-ray  to 
suggest  a gastric  ulcer.  The  appearance 
through  the  gastroscope  was  that  of  folds 
approaching  an  ulcerating  margin  which 
could  have  been  either  ulcer  or  ulcerating 
carcinoma. 

As  a me^ns  of  differentiating  gastric  ulcer 
from  gastric  carcinoma,  gastroscopy  has 
proved  valuable,  but  not  to  the  extent  that 
one  can,  in  all  cases,  distinguish  between  the 
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two.  One  need  only  refer  to  the  surgeon 
who  can  see  and  palpate  the  lesion,  but  who 
is  even  then  unable  to  make  the  differentia- 
tion; or  to  the  pathologist,  who  with  the  ex- 
cised specimen  before  him  is  yet  unwilling  to 
commit  himself  until  sections  have  been 
made.  Even  then,  as  so  clearly  exposed  by 
Cole  of  New  York,  the  expert  holds  various 
opinions  in  some  problamatical  histologic  pic- 
tures, and  it  remains  for  time  to  tell  the 
story.  However,  gastroscopy  many  times 
does  prove  extremely  valuable.  It  is  also 
helpful  at  times  in  determining  the  extent  of 
the  disease  and  whether  operation  is  advis- 
able. On  two  occasions  when  we  have  stat- 
ed that  the  lesions  were  inoperable,  they 
have  definitely  proved  so  at  exploration  and 
in  a third  case,  the  x-ray  evidence  was  also 
against  exploratory.  As  our  experience 
grows,  the  number  of  exploratory  operations 
will  be  reduced  by  the  combined  evidence  of 
x-ray  and  gastroscopy. 

In  bleeding  gastric  ulcer,  gastroscopy  may 


decide  the  issue  for  or  against  operation  as 
in  one  of  our  cases  where  a large  vessel  ex- 
posed in  the  base  of  a gastric  ulcer  was  easily 
seen  through  the  scope.  Operative  meas- 
ures were  definitely  advised  in  this  case  and 
at  the  operating  table,  it  could  be  easily  seen 
that  this  particular  ulcer  was  ready  for  a 
sudden  fatal  hemorrhage.  In  the  severe, 
acute  gastric  hemorrhage,  however,  we  do 
not  yet  advocate  gastroscopy. 

Following  operations  on  the  stomach,  com- 
plications sometimes  develop  which  x-ray 
does  not  clearly  define.  In  such  an  event 
gastroscopy  may  be  an  aid  toward  the  diag- 
nosis of  gastritis,  gastro jejunal  ulcer  or  re- 
current malignancy.  We  have  found  gastro- 
scopy helpful  not  only  in  ascertaining  the 
diagnosis  of  gastrojejunal  ulcer  in  some 
cases,  but  also  in  determining  the  amount  of 
healing  which  is  taking  place.  This  is  of  con- 
siderable advantage  in  deciding  for  or  against 
surgery  in  this  most  troublesome  complica- 
tion of  gastroenterostomy. 


Acute  Appendicitis  With  Perforation  " 

JOSEPH  WEINBERG,  M.  D. 

From  the  Department  of  Surgery,  University  of  Nebraska 
Medical  College 
Omaha,  Nebr. 


The  high  death  rate  in  acute  appendicitis 
can  be  traced  to  two  definite  sources.  The 
first  and  most  important  of  these  is  the  use 
of  cathartics  to  relieve  the  so-called  belly- 
ache. The  majority  of  cases  of  perforation 
of  the  appendix  give  a history  of  having  had 
a cathartic  some  time  between  the  onset  of 
illness  and  perforation.  A review  of  the  his- 
tories of  cases  of  perforation  at  the  Univers- 
ity of  Nebraska  Hospital  during  the  past 
three  years  shows  that  90%  have  been  thus 
treated  within  a few  days  before  coming  to 
the  hospital.  The  correction  of  this  evil  is  a 
matter  of  public  education,  since  almost  all 
doctors  are  aware  of  its  inherent  danger. 

The  second  major  element  is  the  failure  to 
recognize  the  obscure  case  of  appendicitis. 
Mont  Reid,  in  a recent  editorial  on  appendi- 
citis, states  that  not  more  than  50%  of  cases 
of  acute  appendicitis  will  show  the  classical 
signs  and  symptoms  of  onset  of  pain  in  the 
upper  abdomen,  migration  of  pain  to  the 
right  lower  quadrant,  vomiting,  and  tender- 

♦Presented  at  the  October,  1938,  meeting  of  the  Omaha  Mid- 
West  Clinical  Society. 


ness  of  McBurney’s  area.  Therefore,  it  is 
important  that  we  as  physicians  be  on  the 
watch  for  obscure  cases.  Mistakes  in  diag- 
nosis are  bound  to  occur  in  a disease  so  var- 
ied in  its  manifestations  but  if  one  has  these 
variations  in  mind,  he  will  suspect  acute  ap- 
pendicitis when  there  is  abdominal  discom- 
fort, and  will  include  the  procedures  of  white 
blood  count  and  rectal  examination  in  all  ob- 
scure cases  as  well  as  in  evident  ones.  To 
procrastinate  with  the  hope  that  the  diag- 
nosis will  be  apparent  after  a day  or  two  of 
observation  is  to  invite  the  possibility  of  per- 
foration. The  answer,  then,  to  this  difficul- 
ty in  diagnosis  is  more  thorough  examination 
with  the  possibility  of  appendicitis  in  mind. 

Generally  speaking,  children  offer  much 
greater  difficulty  in  the  diagnosis  of  acute 
appendicitis  than  do  adults.  In  the  first 
place,  they  are  subject  to  frequent  digestive 
disturbances,  and  parents  are  prone  to  mini- 
mize the  symptoms,  calling  in  a physician 
only  when  the  disease  is  far  advanced.  Also, 
it  is  more  difficult  to  elicit  evidence  of  the 
disease  by  palpitation  in  children.  As  a rule 
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their  appendix  lies  free  in  the  abdomen  and 
causes  little  irritation  of  the  parietal  perito- 
neum, and  this  irritation  is  probably  respon- 
sible for  the  tenderness  and  resistance  of  the 
abdominal  wall.  Too,  the  appendix  of  the 
child  usually  lies  higher  in  the  abdomen,  and 
it  is  not  uncommon  to  find  the  tenderness  at 
the  level  of  the  umbilicus  or  higher.  The 
rectal  examination  is  especially  valuable  in 
dealing  with  children,  as  it  reveals  a moder- 
ately indurated  mass  of  slightly  increased 
temperature.  But  even  this  sign  may  be  ab- 
sent if  the  appendix  lies  very  high;  thus  it 
will  be  found  occasionally  that  the  only  indi- 
cation is  a moderate  resistance  to  palpation 
on  the  right  side  of  the  abdomen,  and  this, 
in  the  child,  should  make  one  strongly  sus- 
pect the  possibility  of  appendicitis.  If  the 
case  is  complicated  by  perforation  with  gen- 
eral peritonitis,  the  board-like  rigidity  which 
is  so  characteristic  in  the  adult  may  be  no 
more  than  a moderate  rigidity  in  the  child. 
As  a rule,  the  white  blood  count  will  be  ele- 
vated to  between  12,000  and  25,000.  Eleva- 
tion of  the  white  blood  cell  count  is  more  con- 
stantly present  in  children  than  it  is  in 
adults,  but  even  in  the  former  the  absence  of 
this  elevation  should  not  be  relied  upon  as  a 
grounds  for  excluding  the  chance  of  acute  ap- 
pendicitis. 

Difficulty  in  diagnosis  may  be  encountered 
when  the  appendix  lies  in  the  pelvis  or  is  ret- 
rocecal. The  most  consistent  symptom  of 
pelvic  appendicitis  is  abdominal  pain,  either 
mild  or  severe.  There  is  often  no  nausea. 
Because  the  pain  is  usually  in  the  mid-line, 
other  conditions  such  as  cystitis  or  disease 
of  the  pelvic  organs  may  be  suspected.  The 
tenderness  may  be  moderate,  and  rigidity 
may  be  slight.  Rectal  examination  and  white 
blood  count  may  be  the  determining  factors 
in  making  the  diagnosis. 

Retrocecal  appendicitis  offers  especial  dif- 
ficulty because  the  symptoms  are  often  vague 
and  because  the  condition  often  simulates 
renal  or  ureteral  colic.  The  patient  com- 
plains of  low  abdominal  pain  on  the  right 
side,  but  there  is  little  or  no  tenderness  on 
palpation  of  the  lower  right  sector  of  the  ab- 
domen. However,  if  pressure  is  made  over 
the  brim  of  the  pelvis,  with  the  palpating 
fingers  pressing  into  the  soft  tissue  just 
medial  to  the  crest,  a definite  localized  ten- 
derness can  almost  always  be  elicited.  This 
type  of  case  is  often  associated  with  perfora- 
tion, probably  because  the  vague  symptoms 
fail  to  impress  patient  and  physician  with  the 


seriousness  of  the  situation.  One  should  not 
be  misled  by  the  presence  of  red  and  white 
blood  cells  in  the  urine.  This  is  a frequent 
finding  in  retrocecal  appendicitis,  probably 
because  of  the  close  proximity  of  the  appen- 
dix to  the  ureter. 

Once  the  diagnosis  is  made,  operation 
should  be  performed  within  a few  hours,  un- 
less there  is  some  definite  contra-indication. 
Briefly,  my  own  procedure  in  dealing  with  the 
non-perforated  acute  appendix  is  as  follows. 
No  preliminary  enema  is  given,  as  it  not  only 
delays  operation  but  may  actually  irritate  the 
region  of  the  inflamed  appendix.  The  appen- 
dix is  exposed  through  a right  rectus  incision 
in  which  the  anterior  sheath  is  incised,  the 
rectus  muscle  exposed  medially,  and  the  pos- 
terior sheath  and  peritoneum  incised.  With 
this  technique  no  large  blood  vessels  need  be 
divided,  and  there  is  no  difficulty  in  enlarg- 
ing the  incision  upward  or  downward,  if 
necessary.  The  mesenteriole  with  its  artery 
is  ligated  and  divided,  and  the  appendix  is  ex- 
cised following  double  ligation  and  cauteriza- 
tion of  the  stump  with  phenol.  The  stump  is 
not  peritonealized  because  to  do  so  leaves  the 
possibility  of  a blind  abcess  pocket  at  the  end 
of  the  cecum.  Another  reason  for  not  using 
a purse  string  suture  is  the  probable  danger 
of  contaminating  the  suture  by  passing 
through  the  mucosa  of  the  cecum. 

When  we  come  to  consider  the  manage- 
ment of  appendicitis  with  perforation  we  are 
in  a more  controversial  field.  The  three  pro- 
cedures ordinarily  used,  each  of  which  has  its 
recognized  advocates,  are:  (1)  deferred  oper- 
ation; (2)  immediate  operation  with  removal 
of  appendix;  (3)  immediate  operation  with 
deferred  removal  of  appendix.  It  has  been 
my  practice  for  many  years  to  use  the  meth- 
od of  immediate  operation  with  deferred  re- 
moval of  appendix.  This  practice  was  begun 
on  the  basis  of  theoretical  considerations  and 
has  been  continued  because  of  the  excellent 
results  obtained.  In  a series  of  twenty  cases 
there  have  been  no  deaths.  This  includes  all 
cases  operated  on  by  this  method.  The  only 
exception  to  its  use  is  in  the  case  of  undisput- 
ed wide-spread  peritonitis  in  which  the  pa- 
tient appears  to  be  much  too  toxic  to  with- 
stand the  slightest  surgical  procedure.  This 
exception  will  be  discussed  more  fully  in  the 
paragraph  which  follows. 

The  Oschner  or  “deferred”  method  of 
treatment  is  efficient  and  life  saving  in  very 
toxic  cases.  Pallor,  rapid  pulse,  and  evidence 
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of  anxiety  are  signs  of  the  seriousness  of  the 
condition  of  the  patient.  The  administration 
of  fluids  intravenously,  complete  Fowler  po- 
sition, no  fluids  or  solids  by  mouth,  and  duo- 
denal suction  by  means  of  the  Wangensteen 
apparatus  may  tide  the  patient  over  a critical 
period  and  allow  surgical  intervention  at  a 
safer  time.  Often  it  is  difficult  to  determine 
whether  or  not  perforation  has  taken  place. 
The  cessation  of  pain  is  one  of  the  guides  in 
diagnosing  perforation,  but  this  may  occur 
in  gangrene  in  the  absence  of  perforation. 
Deferred  operation  in  such  a case  might  allow 
a perforation  to  occur  which  would  have  been 
avoided  by  an  early  operation.  Another  ar- 
gument against  deferred  operation  is  that  the 
diagnosis  of  acute  appendicitis  may  be  incor- 
rect. I have  had  three  experiences  in  which 
a pre-operative  diagnosis  of  appendicitis  with 
perforation  was  made  from  seemingly  good 
evidence,  and  at  operation  it  was  found  that 
the  peritonitis  was  the  result  of  perforation 
of  another  viscus.  In  one  the  gallbladder 
was  perforated,  in  another  a duodenal  ulcer 
was  perforated,  and  in  the  third  there  was 
perforation  of  a carcinoma  of  the  stomach. 
In  the  first  two  immediate  operation  resulted 
in  recovery.  The  use  of  the  deferred  treat- 
ment in  these  cases  would,  in  all  probability, 
have  resulted  in  fatalities.  This  possibility 
of  error  in  diagnosing  the  cause  of  peritonitis 
is  by  itself  important  enough  to  influence  one 
against  deferred  operation  except  in  the  ex- 
tremely toxic  cases. 

The  practice  of  immediate  operation  with 
removal  of  the  appendix  in  all  cases  in  which 
the  appendix  is  accessible  is  objectionable  be- 
cause of  the  trauma  induced  by  the  removal 
of  the  appendix  in  the  presence  of  pus.  While 
it  is  usually  assumed  that  the  additional 
trauma  induced  by  the  removal  of  the  appen- 
dix which  is  easily  accessible  is  too  insignifi- 
cant to  be  a determining  factor  in  morbidity 
or  mortality,  this  trauma  is  more  important 
that  it  would  seem  at  first  glance.  The  open- 
ing up  of  new  avenues  of  infection  along  the 
lymphatics  and  blood  vessels  in  the  region  of 
the  appendix  may  be  sufficient  to  turn  the 
balance  against  the  patient’s  recovery.  Also, 
it  is  impossible  to  remove  an  appendix,  no 
matter  how  readily  it  may  present  itself, 
without  breaking  the  continuity  of  the  peri- 
toneal surface  in  the  region  of  the  appendix. 
For  these  reasons,  removal  of  the  appendix 
is  an  ill-advised  procedure  in  this  stage. 

The  method  of  immediate  drainage  with 
deferred  removal  of  the  appendix  is  simple, 


and  takes  no  more  time  than  is  required  to 
describe  it.  If  time  permits,  intravenous 
fluids  are  administered  while  the  operating- 
room  is  being  prepared.  The  incision  is  made 
over  the  probable  site  of  the  appendix,  keep- 
ing to  the  right  of  the  rectus  muscle  in  order 
to  minimize  disturbance  of  the  general  peri- 
toneal cavity.  Gentle  exploration  is  made 
to  confirm  the  diagnosis  of  appendicitis.  No 
gauze  packs  are  introduced  into  the  peritoneal 
sac,  and  curved-edged  retractors  are  used 
without  strong  traction.  As  soon  as  it  is 
determined  that  the  appendix  is  the  cause  of 
the  disease,  several  rubber  dam  (penrose) 
drains  are  placed  in  the  region  of  the  appen- 
dix, and  the  abdominal  incision  is  closed 
loosely  with  one  or  two  through  and  through 
silk  worm  gut  sutures,  not  including  the  peri- 
toneum. A guaze  pad  is  placed  over  the 
wound,  and  the  patient  is  returned  to  his  bed 
while  he  is  kept  in  complete  Fowler  position. 

During  the  next  few  days  5%  glucose  in 
normal  saline  solution,  alternating  with  nor- 
mal saline  solution,  is  given  intravenously  in 
quantities  of  from  3,000  to  6,000  cc.  daily  in 
adults,  and  correspondingly  smaller  quanti- 
ties in  children.  The  amount  of  intravenous 
fluid  administered  and  the  type  of  solution 
depend  upon  the  apparent  need  of  the  patient, 
determined  largely  by  the  urine  output  and 
specific  gravity.  If  there  is  evidence  of  post- 
operative ilius,  the  Wangensteen  type  of  duo- 
denal suction  is  used  without  delay.  One 
must  be  on  guard  against  the  occurrence  of 
mechanical  obstruction  of  the  intestine.  This 
occurs  not  infrequently  as  the  result  of  fib- 
rinous adhesion,  usually  at  the  site  of  the  ap- 
pendix. The  simplest  method  of  relieving  the 
obstruction  is  the  insertion  of  the  gloved  fin- 
ger into  the  wound,  either  with  or  without 
anesthesia.  This  is  far  easier  and  less  haz- 
ardous than  short-circuiting  anastomoses, 
and  is  just  as  effective.  After  an  interval 
of  one  week  or  more,  depending  upon  the  con- 
dition of  the  patient,  the  appendix  may  be  re- 
moved with  comparative  safety. 

SUMMARY 

This  discussion  of  appendicitis  with  per- 
foration is  concerned  with  prophylaxis  and 
treatment.  The  first  of  these  is  the  more 
important  because  the  occurrence  of  perfora- 
tion can  be  substantially  reduced  by  teaching 
the  importance  of  early  removal  of  the  dis- 
eased appendix  and  the  danger  of  giving 
cathartics  for  the  relief  of  “belly  ache.”  The 
subject  of  treatment  is  still  a controversial 
one.  For  some  years  I have  been  using  a 
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method  which  is  sound  in  theory  and  has 
proved  to  be  more  satisfactory  in  practice 
than  have  other  methods  I have  used.  This 
method  is  based  on  immediate  drainage  of 
the  appediceal  region  with  deferred  removal 
of  the  appendix.  The  only  exceptions  to  its 


use  have  been  those  instances  in  which  the 
patient’s  condition  was  too  critical  to  permit 
even  the  slightest  surgical  procedure.  Thus 
far  there  have  been  no  deaths  with  this 
method  in  a series  which  includes  several  ex- 
tremely critical  cases. 


Pediatric  Symposium* 

Newer  Developments  in  Child  Nutrition 

PHILIP  C.  JEANS,  M.  D., 

Iowa  City,  Iowa. 


All  of  us  as  physicians  are  interested  in 
the  health  and  growth  of  our  children.  The 
rate  and  type  of  physical  growth  in  child- 
hood depend  on  a number  of  factors ; they  de- 
pend upon  the  balance  in  the  endocrine  fac- 
tors, and  to  a considerable  extent  that  is  he- 
reditary. Over  heredity  we  have  very  little 
control.  Growth  is  affected  also  by  chronic 
disease,  and  sometimes  we  have  not  very 
much  control  over  that.  It  is  affected  by  the 
environment,  particularly  as  it  concerns  ra- 
diant energy.  But  the  most  controllable  fac- 
tor of  the  various  influences  over  growth  and 
health  is  nutrition.  The  character  of  the 
diet  is  one  item  over  which  intelligent  guid- 
ance gives  the  most  satisfying  results.  For 
our  daily  bread  there  is  a considerable 
choice  of  varieties,  and  a certain  amount  of 
selection  is  permitted  and  practiced.  The  av- 
erage family  makes  its  selection  of  foods  on 
the  basis  of  personal  preference,  and  in  part 
upon  the  basis  of  cost,  but  to  a considerable 
extent  on  the  basis  of  preference. 

Preference  and  instinct  are  not  safe  guides 
in  the  selection  of  food.  Once  wre  had  no 
better  guides.  In  the  development  of  nutri- 
tion, food  was  first  classed  as  a fuel,  and  it 
was  evaluated  largely  on  this  basis.  Then 
chemical  analysis  showed  that  food  was  com- 
posed of  protein,  fat  and  carbohydrate.  We 
then  paid  attention  to  these  constituents  in 
the  diet.  Subsequently  it  was  recognized  that 
various  proteins  had  different  biological 
values,  and  it  became  necessary  to  differen- 
tiate between  these  varieties  of  protein  in 
usefulness. 

An  understanding  of  the  importance  of 
minerals  came  into  existence  about  the  same 
time  as  the  recognition  of  the  variation  in 
protein  values. 

A knowledge  of  the  vitamins  came  much 

*Read  before  The  Annual  Assembly  Nebraska  State  Medical 
Association,  April  28,  1938. 


later  than  other  developments  we  have  been 
mentioning.  At  the  beginning  of  the  pres- 
ent century,  vitamins  were  unknown.  At  that 
time  it  began  to  be  apparent  experimental 
animals  could  not  be  raised  on  diets  consist- 
ing of  pure  protein,  fat,  and  carbohydrate. 
Certain  other  things  were  of  importance. 
The  growth  of  this  knowledge  was  gradual. 
It  was  not  until  1911  that  the  first  vitamin 
came  into  known  existence.  This  was  the 
anti-beri  beri  vitamin,  and  it  was  given  the 
name  Vitamine  for  this  original  name. 

About  1916,  fat  soluble  A and  water  solu- 
ble B came  into  existence,  there  being  a du- 
plication between  water  soluble  B and  the 
previous  vitamin.  It  was  not  until  1919  it 
was  definitely  established  scurvy  was  a diet- 
ary deficiency  disease  and  was  caused  by  de- 
ficiency of  a specific  vitamin.  At  this  time 
the  term  vitamins  came  into  general  use  for 

A,  B and  C. 

In  1922,  vitamin  D was  distinguished  from 
vitamin  A,  and  a little  later,  vitamin  E be- 
came known.  The  fact  that  vitamin  B is  a 
complex  material  became  known  in  1925. 
Since  that  time  there  has  been  rapid  develop- 
ment in  our  knowledge  of  this  complex. 

B,  has  been  synthesized  and  crystallized. 
Certain  other  factors  of  the  B complex  have 
been  isolated,  identified,  and  even  synthe- 
sized. 

Vitamin  C has  been  synthesized  and  iso- 
lated from  foods.  Recently  it  has  been 
shown  vitamin  D is  of  at  least  two  varieties. 
We  have  not  only  vitamin  D,  but  several  oth- 
er vitamins  available  in  pure  form. 

Our  knowledge  of  vitamins  is  far  from 
complete.  There  are  many  investigators  at 
work  and  facts  are  being  discovered  in  some 
fields  at  such  a rate  that  orientation  is  dif- 
ficult. All  of  these  developments  are  of  in- 
terest to  the  scientist.  How  much  value  are 
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they  to  the  housewife  in  the  preparation  of 
meals  in  the  home?  All  are  convertible  into 
practical  values,  and  to  some  extent  have 
been  converted  in  that  fashion.  It  is  a rou- 
tine practice  to  give  orange  juice  and  cod  liv- 
er oil  or  equivalents  to  babies.  It  has  not 
been  many  years  since  neither  was  given  to 
babies  routinely.  It  has  not  been  so  very 
long  since  the  tomato  was  considered  a poi- 
son. Then  it  became  edible.  Now  it  is  known 
to  be  an  excellent  source  of  vitamins  A and 
C.  These  trends  illustrate  that  knowledge 
gained  in  the  laboratory  and  by  clinical  ob- 
servation has  a practical  application  and  is 
being  applied.  Application  always  lags  some- 
what behind  the  acquisition  of  the  knowl- 
edge. 

Since  we  have  learned  more  about  these 
truths  of  nutrition,  it  has  become  more  ob- 
vious there  is  a relationship  between  health 
and  growth  and  these  various  nutritional 
factors.  Certain  studies  of  racial  diets  have 
shown  this.  Races  living  under  the  same 
environmental  conditions  may  have  radical- 
ly different  diets  and  different  disease  rates 
and  constitutions.  These  differences  are  de- 
pendent upon  dietary  deficiencies. 

There  is  abundant  evidence  to  show  that 
survival  of  the  individual  or  race  is  no  cri- 
terion that  the  diet  has  been  good.  The 
classical  example  is  the  rat  colony  of  Sher- 
man. For  many  years  he  had  a colony  main- 
tained on  a stock  diet.  These  rats  grew  and 
reproduced  and  every  year  did  the  same.  One 
might  think  their  diet  adequate.  He  im- 
proved the  diet  of  a group  of  them  by  addi- 
tion of  a further  amount  of  milk,  and  found 
they  grew  at  a more  rapid  rate.  They  reached 
maturity  earlier,  had  a delayed  senescence, 
and  a longer  period  of  maturity.  It  is  diffi- 
cult to  say  to  what  extent  this  applies  to 
the  human  being  since  it  is  impossible  to 
watch  a human  being  over  generations. 
There  are  certain  parts  of  this  experiment 
that  may  be  applied  to  the  human.  Certain- 
ly by  giving  an  abundant  well  chosen  diet  to 
babies  and  children  we  make  them  grow  at 
a more  rapid  than  the  average  rate.  This 
does  not  mean  we  would  have  a race  of 
giants,  but  rather  that  mature  growth  would 
be  attained  earlier  and  perhaps  reach  its 
optimum.  If  one  looks  back  over  published 
growth  tables,  quite  a difference  between 
them  will  be  noted. 

In  1921,  Baldwin  published  some  tables  of 
growth.  In  1929  and  1933  others  were  pub- 
lished by  Kornfeld  and  Stuart,  respectively. 


It  is  obvious  the  babies  of  the  Kornfeld  and 
Stuart  tables  grew  at  a more  rapid  rate  than 
those  of  the  Baldwin  tables.  The  indication 
is  this  increase  of  growth  is  due  to  better 
nutrition  and  greater  knowledge  of  how  to 
feed  these  individuals.  At  the  time  of  pub- 
lication of  Baldwin’s  tables  in  1921,  neither 
cod  liver  oil  nor  organge  juice  was  used  rou- 
tinely. Since  that  time  their  use  has  become 
routine.  As  a consequence,  of  this,  and  other 
improvements  in  nutrition,  growth  of  babies 
has  become  greater. 

Under  our  own  observation  we  have  a 
metabolism  ward  into  which  we  take  babies 
at  birth  or  shortly  after  and  keep  them  for 
a considerable  period,  watching  the  effects 
of  various  diets  upon  their  growth — always, 
of  course,  feeding  good  diets.  It  has  been  our 
observation  these  babies  managed  in  this 
manner  have  grown  at  a more  rapid  rate 
than  the  babies  represented  in  average 
growth  tables.  The  same  has  been  true  of 
certain  groups  of  older  children  under  close 
observation,  such  as  patients  with  diabetes. 
Practically  at  any  age  during  the  growth 
period  one  can  by  close  supervision  of  the 
diet  cause  increased  growth.  It  seems  very 
likely  one  can  apply  the  Sherman  findings 
in  rats  to  a certain  extent  to  the  human  be- 
ing. In  the  evaluation  of  nutritional  status 
the  age-height-weight  tables  are  commonly 
employed  and  serve  a useful  purpose. 

It  is  desirable  to  recognize  that  these  ta- 
bles give  an  incomplete  picture.  They  repre- 
sent averages.  When  a child  is  well  fed,  he 
grows  better  than  the  average.  They  do  not 
tell  us  of  certain  other  features  of  nutrition 
fully  as  important  as  height  and  weight — for 
example,  the  condition  of  the  teeth,  the 
amount  and  condition  of  the  musculature  or 
bone  framework  or  hemoglobin,  all  of  which 
depend  upon  nutritional  factors  for  their  in- 
tegrity. 

From  what  I have  just  said,  one  might 
infer  it  is  my  idea  the  diet  of  the  average 
child  is  not  entirely  adequate  and  it  should 
receive  more  attention  than  it  does.  I think 
that  is  really  the  case.  Of  a number  of  ex- 
amples which  could  be  cited  in  evidence  of 
this  point,  perhaps  the  best  illustration 
would  be  that  of  dental  caries.  It  is  our  be- 
lief and  one  generally  established  that  tooth 
decay  is  dependent  in  a considerable  meas- 
ure upon  nutritional  factors.  It  is  our  own 
belief  it  is  dependent  primarily  upon  nutri- 
tional factors  and  other  factors  are  entirely 
of  secondary  importance  and  of  no  conse- 
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quence  when  the  diet  is  good.  It  has  been 
our  experience  if  a child  with  active  tooth 
decay  is  placed  in  a hospital  under  close 
dietary  supervision,  within  two  months  or 
perhaps  slightly  more,  the  caries  will  be  com- 
pletely arrested,  with  nothing  more  being 
done  than  the  feeding  of  a good  diet — not  a 
special  diet,  but  one  which  is  complete  in  all 
nutritional  factors  so  far  as  we  know  them 
at  present. 

Believing  as  we  do — and  if  you  will  grant 
that  as  a premise — that  nutrition  plays  a 
primary  role  in  dental  caries  and  in  its  pre- 
vention, and  recognizing  that  anywhere  from 
70  to  80  per  cent  of  our  children  have  tooth 
decay,  then  it  becomes  obvious  a high  pro- 
portion of  our  children  are  not  getting  the 
kind  of  diet  they  ought  to  have.  If  unsatis- 
factory from  the  point  of  view  of  tooth  de- 
cay, it  is  probably  unsatisfactory  from  the 
point  of  view  of  other  dietary  factors  as 
well.  All  nutritionists  emphasize  that  the  av- 
erage American  diet  is  defective,  deficient. 
This  is  nothing  new.  The  average  American 
diet  is  built  around  bread,  meat  and  potatoes 
— entirely  satisfactory  in  some  respects  but 
inadequate  to  give  us  a complete  diet.  In  or- 
der to  supplement  this  diet  and  make  it  com- 
plete, certain  foods  are  necessary.  These 
have  been  spoken  of  as  protective  foods  be- 
cause they  supplement  the  average  diet  to 
make  it  complete. 

The  protective  foods  consist  of  dairy  prod- 
ucts and  fruits  and  vegetables — foods  avail- 
able everywhere  and  to  almost  everybody; 
yet  they  are  the  ones  that  need  emphasis 
and  the  ones  not  being  consumed  in  suffi- 
cent  quantity  to  give  us  a satisfactory  diet. 

The  average  American  diet  is  deficient  in 
calcium,  in  vitamins  A and  B and  D and  to 
some  extent  in  G.  All  of  these  with  the  ex- 
ception of  D are  relatively  easily  obtained  in 
protective  foods  so  that  there  need  be  no 
deficiency  if  the  protective  foods  were  con- 
sumed in  appropriate  quantities.  Perhaps  the 
chief  deficiency  is  calcium.  Outstanding 
among  the  foods  containing  calcium  is  milk. 
It  has  received  a good  deal  of  nutritional  em- 
phasis. But  it  has  not  yet  received  the  em- 
phasis it  deserves.  There  is  still  a great  deal 
of  prejudice  among  physicians  against  milk. 
It  is  our  outstanding  source  of  calcium.  A 
quart  of  milk  contains  from  four  to  six  times 
as  much  calcium  as  all  of  the  rest  of  the 
child’s  daily  diet  put  together.  It  is  com- 
monly stated  a child  needs  a gram  of  calcium 


a day.  A good  diet  for  the  child  without  milk 
contains  from  0.2  to  0.3  gram  of  calcium. 
With  milk  supplement,  the  other  require- 
ment is  easily  reached. 

There  is  a great  deal  of  discussion  concern- 
ing the  quantity  of  milk  necessary  or  desired. 
One  hears  much  pro  and  con — mostly  against 
the  idea  milk  is  really  necessary.  For  some 
years  we  have  studied  this  question  with 
children,  with  accurate  metabolic  observa- 
tions, measuring  the  amount  of  calcium  tak- 
en in  and  the  amount  excreted,  and  know- 
ing the  difference  was  retained  for  growth 
of  bone.  By  this  kind  of  observation  it  is 
possible  to  determine  the  amount  of  intake 
necessary  to  produce  a satisfactory  growth 
and  deposition  of  lime  in  bone;  and  it  has 
been  our  experience  that  in  general  a pint 
of  milk  a day  for  the  older  child  is  not 
enough.  Everywhere  you  hear  the  statement 
made  that  it  is. 

This  goes  back  to  the  difference  between 
survival  and  good  nutrition.  Of  course  it 
will  promote  survival  and  allow  a moderate 
retention  of  calcium,  but  it  does  not  permit 
the  best  nutrition.  There  are  exceptions  to 
everything,  almost.  They  are  found  in  in- 
dividuals unusually  efficient  nutritionally. 
One  will  find  an  individual  who  will  retain 
enough  calcium  with  a pint  of  milk  a day. 
In  laying  down  nutritional  rules,  one  should 
take  into  account  those  least  efficient  as 
well  as  those  most  efficient.  When  this  is 
done,  I should  say  a pint  of  milk  a day  is 
not  enough  for  the  growing  child.  At  least 
one  and  one-half  pints  are  required.  There 
are  many  pediatricians  who  object  to  milk  in 
such  quantity,  on  the  basis  it  is  not  neces- 
sary, and  that  milk  in  the  quantity  recom- 
mended deprives  a child  of  his  appetite. 

I would  take  issue  with  both  statements. 
The  question  of  appetite  and  malnutrition 
will  come  up  in  another  discussion.  I think 
we  should  use  the  nutritional  requirement  as 
the  basis  for  judgment,  rather  than  the  mis- 
leading apparent  effect  on  appetite.  There  are 
certain  substitutes  one  can  use  to  give  an  in- 
dividual the  required  amount  of  calcium. 
The  calcium  phosphates  are  well  utilized  and 
widely  available.  However,  when  the  child 
does  not  drink  milk,  it  is  exceptional  to  find 
him  taking  calcium  phosphate. 

Another  dietary  essential  that  is  likely  to 
be  deficient  is  vitamin  A.  It  is  relatively 
abundant  in  common  foods.  There  is  no 
good  reason  why  it  should  be  deficient  if  one 
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eats  anything  like  the  kind  of  diet  he  ought 
to  have.  Nevertheless,  vitamin  A deficiency 
seems  to  be  prevalent.  This  statement  is 
based  upon  determination  of  ability  to  adapt 
to  darkness,  which  is  dependent  upon  vita- 
min A storage  in  the  body  and  this  in  turn 
on  the  quantity  of  intake.  There  has  been  a 
good  deal  of  discussion  as  to  whether  some 
of  the  tests  for  dark  adaptation  are  a meas- 
ure of  Vitamin  A deficiency.  I think  the 
fundamental  principle  of  these  tests  is  sound 
and  when  properly  controlled,  they  are  use- 
ful. The  application  of  the  tests  has  shown 
a surprising  amount  of  vitamin  A deficiency. 
Naturally  the  amount  is  greatest  in  the  low- 
er economic  levels,  and  least  in  the  higher. 
At  all  levels  we  find  some. 

There  has  been  a good  deal  said  about 
whether  we  need  more  vitamin  A in  diet — 
a good  deal  of  advertising  concerning  differ- 
ent vitamin  A products.  It  is  difficult  to  go 
into  that  very  much  without  encroaching  up- 
on one  of  the  papers  of  the  symposium.  One 
can  bring  out  this  point:  In  devising  an  ex- 
perimental diet  for  our  work — a diet  low  in 
vitamin  A and  adequate  in  everything  else — 
it  was  found  to  be  exceedingly  difficult  of 
accomplishment,  for  when  a diet  is  low  in 
vitamin  A special  knowledge  and  special 
foods  are  required  to  make  it  complete  ex- 
cept for  A.  When  an  individual  is  deficient  in 
vitamin  A,  the  chances  are  great  he  is  defi- 
cient in  a good  many  other  things. 

The  problem  of  vitamin  B is  very  much  the 
same  as  that  of  vitamin  A.  Vitamin  B is 
widely  distributed  in  common  foods.  If  we 
partook  as  we  should  of  protective  foods, 
there  would  be  little  question  of  getting  an 
adequate  amount  of  this  material.  I under- 
stand vitamin  B will  receive  some  discussion 
in  one  of  the  succeeding  papers.  The  ques- 
tion is  whether  there  is  need  for  the  use  of 
concentrates  of  vitamin  B or  some  of  the 
other  vitamins. 

Vitamin  B really  would  not  need  to  be 
given  in  concentrated  form  except  for  some 
special  therapeutic  indication.  Among  the 
sick  there  are  many  such  occasions.  Among 
the  well,  it  seems  to  me  it  is  much  more  pref- 
erable to  obtain  vitamin  B from  the  protec- 
tive foods  than  from  concentrates. 

There  is  still  a great  deal  we  do  not  know 
about  some  members  of  the  vitamin  B com- 
plex. It  has  recently  been  brought  out  one 
member  of  this  complex  known  as  nicotinic 


acid  seems  to  be  the  material  responsible  for 
prevention  of  pellagra.  Another  material  is 
vitamin  G.  There  is  still  a great  deal  to  be 
learned  of  the  usefulness  of  this  material  in 
humans. 

Of  vitamin  D we  have  a meager  supply  in 
our  food.  All  the  other  materials  are  pres- 
ent in  abundance  in  a good  diet,  but  vitamin 
D is  not.  Egg  yolk  and  milk  and  butter  are 
said  to  contain  vitamin  D,  but  with  ordinary 
methods  of  feeding  hens  and  cows,  these 
sources  contain  so  little  we  can  ignore  them. 
We  have  to  look  to  sunshine  or  special  food 
sources  for  vitamin  D.  Everyone  realizes 
the  baby  needs  vitamin  D and  it  is  a univer- 
sal custom  to  give  it.  There  is  a great  deal 
of  disagreement  as  to  the  amount  that 
should  be  given.  It  is  not  a routine  practice 
to  give  it  to  the  older  child.  The  child  during 
the  growth  period  needs  vitamin  D at  all 
ages  and  during  all  periods  of  growth.  In 
textbooks  are  found  discussions  of  seasonal 
growth.  It  has  been  observed  when  the  diet 
is  uniform  throughout  the  year,  seasonal 
variations  in  growth  did  not  occur.  Conse- 
quently seasonal  growth  is  a manifestation 
of  nutritional  insufficiency.  It  is  one  of  sev- 
eral indications  the  older  child  needs  vitamin 
D.  Vitamin  D has  something  to  do  with 
tooth  decay.  It  is  not  the  only  factor.  Its 
administration  will  not  stop  tooth  decay  in 
all  cases.  When  such  a large  proportion  of 
children  have  tooth  decay,  it  may  be  taken 
as  an  indication  vitamin  D is  needed  by  some 
of  those  children. 

It  is  our  own  idea,  based  upon  experiment- 
al observation,  that  a teaspoonful  of  cod  liver 
oil  or  its  equivalent  is  a satisfactory  dose 
throughout  the  growth  period  from  early  in- 
fancy, except  possibly  for  prematurely  born 
babies.  Here  it  has  not  been  established 
whether  or  not  this  amount  is  enough.  When 
one  sees  the  dosage  stated  in  terms  of  5,000 
units  a day,  whereas  it  is  known  400  units  or 
less  will  protect  these  individuals,  at  least 
against  rickets,  one  realizes  some  rather  pe- 
culiar ideas  seem  to  have  grown  up  as  to  the 
amount  necessary  for  the  prematurely  born 
baby. 

If  one  includes  different  proprietary  prep- 
arations, one  could  list  nearly  fifty  different 
varieties  of  vitamin  D material.  It  is  our 
own  idea,  based  upon  experimental  work  and 
recently  corroborated  in  literature  that  vita- 
min D is  directly  associated  with  growth. 
This  has  been  demonstrated  particularly  in 
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the  case  of  infants.  Babies  who  get  an  ade- 
quate amount  of  vitamin  D grow  more  rap- 
idly than  those  who  get  an  inadequate 
amount.  Strangely  enough,  it  seems  babies 
who  get  around  400  units  grow  at  a greater 
rate  than  those  who  get  more.  Doses  of 
1,500  units  or  more  affect  the  baby’s  appetite 
sufficiently  to  bring  growth  back  to  the  av- 
erage growth  curve. 

In  summary  of  what  I have  been  talking 
about,  let  me  bring  out  the  fact  growth  is  a 
function  of  nutrition,  and  it  is  in  the  nutri- 
tional factors  we  have  more  control  over 


growth  than  in  any  other  factors  having  to 
do  with  growth. 

There  are  many  defects  in  the  average 
diet.  One  can  lay  aside  safely  all  other  de- 
tails about  the  various  vitamins  and  just  re- 
member that  if  sufficient  emphasis  is  put 
on  protective  foods,  that  all  the  vitamins  and 
all  the  minerals  and  everything  we  need,  so 
far  as  our  present  knowledge  goes,  will  be 
provided  in  abundance  in  diet,  with  the  ex- 
ception of  Vitamin  D,  and  here  we  have  to 
take  some  special  precaution  to  see  enough 
is  taken. 


Anorexia" 

ANDREW  G.  DOW,  M.  D., 
Omaha. 


Loss  of  appetite  is  common  enough  at  all 
ages,  and  the  loss  of  appetite  in  children  is 
a reason  for  many  parents  bringing  their 
children  to  the  physician’s  office. 

As  you  listen  to  the  mother’s  story,  meal- 
times instead  of  being  pleasant  social  fam- 
ily occasions,  are  a dreaded  ordeal.  Constant 
scolding  of  children  at  mealtime  easily  pro- 
duces a shortness  of  temper  which  makes 
for  clashes  between  parents  and  so  a vicious 
circle  of  discord  is  started. 

When  a parent  attempts  to  force  food  into 
the  child  against  the  child’s  will,  they  engage 
in  a conflict  in  which  victory  remains  with 
the  child  because  no  child  reasons  beyond 
simple  and  apparent  logic,  and  so  to  him  no 
evident  reason  exsists  why  victory  should 
not  be  his. 

A great  many  mothers  wish  to  force  feed 
their  child  because  he  is  not  as  large  as  their 
neighbor’s  child,  or  because  they  have  as 
their  ideal  a big  child.  Great  stature  has 
been  thought  of  as  synonymous  with  health 
and  resistance  to  disease.  In  reality,  size  and 
state  of  health  are  two  separate  and  distinct 
elements  of  life.  Then  there  is  the  height 
and  weight  chart  which  wrongfully  applied 
may  be  a scourge  for  the  spirit  of  the  moth- 
er. In  the  hands  of  the  untrained,  it  can  so 
readily  be  wielded  as  an  instrument  of  tor- 
ture. One  has  but  to  measure,  weigh,  and 
compare,  and  you  often  have  an  answer  that 
sends  a mother  to  the  wailing  place  with  the 
lament,  “My  child  is  subnormal,  mainour- 

♦Read  before  the  Annual  Assembly  of  The  Nebraska  State 
Medical  Association,  April  28,  1938. 


ished,  underweight,  and  I am  a failure.”  She 
immediately  force  feeds  him  into  gastro  in- 
testinal upsets.  Height  and  weight  charts 
are  very  useful,  but  must  be  interpreted  for 
the  individual  child  with  regard  for  his  he- 
reditary tendencies  as  to  type  and  size,  by  a 
physician  who  can  best  determine  whether 
or  not  his  physical  condition  is  satisfactory. 

There  are  several  reasons  why  a child  will 
not  eat:  First.  He  is  sick.  Many  children 

will  stop  eating  many  days  before  there  is 
any  apparent  sign  of  acute  illness.  It  is  a 
well  known  clinical  fact  that  the  parenteral 
infections  reduce  the  child’s  tolerance  for 
foods.  While  it  is  necessary  to  give  the  sick 
child  a ration  that  it  can  digest,  it  is  quite 
as  important  to  watch  the  nutritional  be- 
havior of  the  child  sick  with  infection,  as  it 
is  to  deal  with  the  infection  itself.  Attempts 
to  force  a child  to  eat,  especially  large 
amounts  of  fat  and  protein,  may  result  in 
persistent  indigestion.  Often  an  anorexia  is 
the  result  of  chronic  alimentary  intoxica- 
tion. 

Second.  A child  may  not  be  hungry  at 
each  particular  meal.  Each  individual  has 
his  own  rate  of  using  food  and  this  rate  may 
vary  from  day  to  day,  according  to  activity 
and  other  factors.  One  is  not  truly  hungry 
until  the  body  has  used  up  its  supplies  of  food 
and  needs  more.  No  child  voluntarily  eats 
the  same  amount  of  food  each  day,  and  it  is 
useless  and  detrimental  to  prescribe  and  force 
the  exact  amount  of  food  a child  should  eat 
at  each  meal.  It  is  of  much  more  importance 
to  follow  the  total  intake  over  a period  of 
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several  days  and  see  that  that  total  is  suf- 
ficient to  make  a weight  curve  more  or  less 
steadily  progress  upward. 

Third.  The  role  of  infection  plays  a great 
part  in  appetite.  Often  there  are  hidden  foci 
of  infection  which  are  baffling  until  a com- 
plete history  of  the  case  is  taken  and  a thor- 
ough physical  examination  is  made.  All  foci 
of  infection  should  be  eradicated  as  tonsils 
and  adenoids,  chronic  colds,  bronchitis,  tu- 
berculosis, pyelitis,  etc. 

Fourth.  Allergy  in  one  of  its  many  forms 
may  be  a cause  of  vomiting  and  anorexia.  In 
some  cases  it  would  appear  that  dislike  for 
certain  foods  is  based  upon  an  allergic  reac- 
tion to  them,  but  this  is  not  always  the  case 
and  children  often  like  foods  to  which  they 
are  allergic. 

Fifth.  Constipation  or  incomplete  bowel 
evacuations  are  very  commonly  associated 
with  the  loss  of  appeite.  Constipation  may 
be  the  cause  of  an  anorexia  or  often  the  re- 
sult of  anorexia  due  to  the  insufficient  food 
intake. 

Sixth.  Teething,  particularly  with  a slight 
amount  of  fever,  is  usually  associated  with 
anorexia.  Anorexia  may  be  exhibited  by 
children  with  disorders  of  the  mouth  or 
throat  because  of  the  pain  produced  by  eat- 
ing. In  a large  proportion  of  the  children, 
this  is  not  usually  serious  and  lasts  only  a 
few  days. 

Seventh.  The  role  of  psychology  and  be- 
havior problems  in  relation  to  anorexia,  are 
sometimes  baffling  to  both  the  parents  and 
physician.  Often  by  not  eating  the  child 
gets  something  he  wants  more  than  food ; the 
undivided  solicitous  attention  of  the  adults 
about  him.  Sometimes  these  children  have 
to  be  tube  fed  for  a while  or  a change  of  en- 
vironment advised.  The  parents  duties  are 
to  provide  suitable  food  and  having  placed 
the  child  in  contact  with  that  food,  with  the 
proper  technique  of  feeding,  their  part  is 
ended.  The  child  must  be  provided  with  regu- 
lar meals  of  good  quality.  The  diet  must  be 
studied  to  determine  whether  it  is  sufficient 
in  calories  and  properly  balanced.  It  may  be 
found  that  the  child  eats  between  meals  and 
often  unsuitable  food  and  at  mealtime  there 
is  naturally  no  desire  for  food  at  this  time. 
Table  manners  should  not  receive  too  much 
attention  because  eventually  the  child  will 
copy  the  manners  he  sees.  The  child  should 
remain  at  the  table  a definite  length  of  time 
and  not  allowed  to  cut  short  the  meal  to  run 


out  and  play.  Food  should  be  served  without 
comments  from  adults  as  to  dislikes  of  cer- 
tain dishes.  There  is  too  much  suggestion  in 
this. 

Eighth.  Fatigue  alone  is  often  a cause  of 
loss  of  appetite  and  loss  of  weight.  Forced 
rest  periods  should  constitute  part  of  the 
daily  routine  in  these  cases.  Fresh  air,  24 
hours  out  of  24  hours  should  not  be  forgot- 
ten. 

If  the  anorexia  has  continued  for  some- 
time, or  the  child  has  not  had  an  adequate 
diet  in  the  past,  the  problem  of  avitaminosis 
is  quite  likely  to  enter  the  picture,  particu- 
larly vitamin  “B.”  This  can  now  be  readily 
supplied  in  concentrated  form  and  it  often 
acts  to  stimulate  lack  of  appetite.  Too  much 
milk  in  the  diet,  particularly  in  the  second 
six  months  of  life,  often  leads  to  a lack  of  de- 
sire for  other  foods  and  an  anemic  condition 
results. 

An  iron  tonic  is  often  given  with  beneficial 
results,  but  it  must  be  in  a palatable  form. 
If  Cod  Liver  Oil  is  given,  it  should  not  be 
taken  before  meals. 

If  we  physicians  can  be  sure  that  we  are 
not  dealing  with  a pathological  case,  we  may 
wisely  and  safely  assure  the  parents  to  let 
hunger  lead  to  appetite  and  appetite  urge  on 
to  the  acquisition  of  food.  Let  us  allow  the 
children  the  privilege  of  hunger  and  the  joy 
of  appeasing  it. 


Charley-Horse  As  Term  Covers 
Numerous  Injuries 

That  commonly  used  term  denoting  bodily 
injury,  charley-horse,  may  cover  a multitude 
of  hurts  and  happenings,  some  of  which  are 
trivial  and  some  are  not.  Dr.  J.  C.  Elsom 
writes  of  this  broad  field  in  his  article  “Char- 
ley-Horse”  appearing  in  the  November  issue 
of  Hygeia. 

From  simple  skin  bruises  to  injuries  of 
the  deep-lying  bone  and  muscle  tissues,  the 
term  charley-horse  covers  them  all.  Actual 
tearing  of  muscle  fibers  is  a common  result 
in  charley-horse.  This  of  course  causes  sud- 
den and  immediate  disability.  The  sheath 
which  encloses  muscle  fibers  may  also  be 
torn,  resulting  in  rupture,  or  hernia,  of  parts 
of  the  muscle,  which  becomes  painful  and 
swollen. 

Prompt  and  correct  diagnosis  of  any  such 
ailment  should  be  made,  for  it  should  be  re- 
membered that  a charley-horse  deserves  ade- 
quate rest  and  utmost  respect. 


Nutrition  as  Affected  by  the  Economic  Level" 

GEORGE  E.  ROBERTSON,  B.  SC.,  M.  D., 


At  the  time  of  the  White  House  Confer- 
ence on  Child  Health  and  Protection  in  1931 
there  were  said  to  be  some  6,000,000  under- 
nourished children,  or  about  one-eighth  of 
the  total  child  population  under  18  years  of 
age.  How  this  figure  has  changed  since 
that  time  can  not  be  stated  definitely.  The 
fragmentary  information  which  is  available 
from  local  studies  is  very  difficult  to  evalu- 
ate since  the  effects  of  the  depression  have 
varied  markedly  in  different  sections  of  the 
country.  The  lack  of  universal  agreement  on 
a single  method  of  measuring  the  child’s  nu- 
tritional condition  makes  the  correlation  of 
surveys  very  complicated.  Further,  very 
few  extensive  community  studies  have  been 
done  with  the  exactness  and  thoroughness 
necessary  to  present  a complete  picture  of 
the  child’s  nutritional  state,  many  surveys 
being  based  entirely  on  information  gained 
from  school  records  of  height  and  weight. 
The  inadequacy  of  such  surveys  in  the  light 
of  present  day  knowledge  of  nutrition  is  at 
once  apparent. 

The  goal  of  modern  nutrition  is  optimal 
nutrition  rather  than  either  minimal  or  av- 
erage nutrition.  The  basis  for  this  goal  is 
the  physiological  ideal,  defined  as  “a  state  of 
health  such  that  no  improvement  can  be  ef- 
fected by  a change  in  the  diet.”  Modern  nu- 
trition recognizes  the  domination  of  qualita- 
tive considerations  over  quantitative  factors 
in  the  achievement  of  this  physiological  ideal. 
Through  the  identification  of  certain  mani- 
fest deficiency  states  arising  from  faulty 
diets,  modern  practice  in  nutrition  recognizes 
that  a number  of  foods  are  essential  to  well- 
being and  classifies  these  as  “protective 
foods.”  Owing  to  the  difficulties  in  the  rec- 
ognition of  borderline  or  latent  deficiency 
states,  modern  practice  in  nutrition  demands 
that  these  protective  foods  be  included  in  the 
modern  diet  in  amounts  well  beyond  the  esti- 
mated or  determined  minimum  quantity 
These  qualitative  demands  in  diet  present 
the  chief  hazard  to  the  achievement  of  an  op- 
timal nutritional  state  to  all  individuals  but 
more  especially  to  the  growing  child,  in  whom 
the  demands  are  the  most  exacting.  The  haz- 
ard is  greatly  increased  when  low  income 
makes  necessary  a curtailment  in  the  food 
budget  and  a resultant  dietary  deprivation. 

♦Read  before  the  Annual  Assembly  of  The  Nebraska  State 
Medical  Association,  April  28,  1938. 
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It  is  naturally  assumed  that  a fairly  large 
part  of  the  population,  through  necessity  as 
a rule  but  occasionally  by  choice,  exists  on 
diets  which  are  deficient  to  a greater  or  less 
degree  in  the  qualitative  elements  or  protec- 
tive foods.  That  absolute  deficiency  in  these 
substances  is  not  widespread  is  testified  to 
by  the  fact  that  there  is  a rather  low  inci- 
dence of  readily  recognizable  deficiency 
states. 

McLester(1)  presents  the  impressions  gath- 
ered from  a selected  group  of  twenty-five 
physicians  interested  in  nutrition  and  living 
in  different  parts  of  the  United  States.  There 
is  more  or  less  general  agreement  among 
this  group  that,  except  for  an  increase  which 
occurred  in  the  first  years  of  the  depression, 
there  has  been  no  disproportionate  increase 
recently  in  manifest  deficiency  diseases. 
McLester  also  concludes  that  the  nutritive 
state  of  the  American  school  child  has  not 
suffered  and  that  there  is  no  widespread  un- 
dernutrition as  a result  of  the  depression. 

The  recognition  of  borderline  states  in  nu- 
trition, especially  the  subclinical  deficiency 
states  is  most  difficult.  It  is  very  probable 
that  many  instances  of  subclinical  deficiency 
are  entirely  overlooked.  How  much  of  a peril 
these  unrecognized  deficiency  states  present 
to  health,  to  what  degree  they  are  responsi- 
ble for  lessened  efficiency  of  the  body,  and 
how  great  an  influence  they  may  exert  on 
the  growth  processes  during  childhood  are 
questions  which  have  not  been  answered 
fully  at  the  present  time.  That  they  must 
have  a definite  influence  in  these  ways  is 
open  to  little  question. 

The  incidence  of  the  subclinical  deficiency 
states  can  be  roughly  estimated  by  investiga- 
tions into  the  makeup  of  the  diets  commonly 
employed  at  different  economic  levels.  One 
is  immediately  struck  by  the  fact  that  these 
studies  indicate  a widespread  usage  of  sub- 
optimal  diets  not  only  in  the  low  income 
classes  but  also  in  the  classes  in  which  in- 
come is  sufficient  to  provide  all  dietary  es- 
sentials. 

In  a recent  survey  of  nutrition  made  in 
England  in  an  attempt  to  evaluate  the  inter- 
relationship between  income,  food  and  health, 
the  tentative  conclusion  was  reached  “that  a 
diet  completely  adequate  for  health  accord- 
ing to  modern  standards  is  reached  at  an  in- 
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come  level  above  that  of  half  of  the  popula- 
tion”^). The  standard  of  adequacy  of  diet 
adopted  for  this  survey  was  the  “physiologic- 
al ideal  diet”  expected  to  maintain  perfect 
nutrition. 

In  the  survey  the  whole  population  was 
divided  into  six  classes  according  to  income 
per  individual.  The  lowest  and  highest  in- 
come groups  included  in  each  but  ten  per 
cent  of  the  whole  population.  The  remaining 
eighty  per  cent  of  the  population  was  divided 
into  four  intermediate  groups  of  equal  size, 
representing  in  each  twenty  per  cent  of  the 
population.  In  the  lowest  income  group  were 
included  many  families  in  which  there  were 
a disproportionate  number  of  children  or 
other  dependents  per  wage  earner.  In  this 
group  it  was  estimated  that  half  of  the  per- 
sons were  children  below  the  age  of  14  years 
and  that  a total  of  twenty  to  twenty-five  per 
cent  of  the  child  population  of  England  were 
included  in  the  group.  The  incomes  in  this 
group  were  less  than  10s  (about  $2.50)  per 
week  of  which  less  than  4s  (about  $1.00) 
were  spent  for  food  each  week  for  each  in- 
dividual. 

Diets  were  investigated  from  1,152  family 
budgets,  including  a range  from  very  poor 
families  spending  less  than  2s  (about  50 
cents)  a week  per  person  for  food  to  fam- 
ilies with  yearly  incomes  of  more  than 
L-2000  ($10,000)  spending  15s  ($3.75)  and 
more  for  the  weekly  food  budget.  The  com- 
position of  the  average  diet  of  each  group 
was  examined. 

Certain  of  the  information  gained  from 
this  survey  can  be  compared  with  informa- 
tion gained  from  observations  made  in  this 
country,  when  such  information  is  available. 


TABLE  1 

CONSUMPTION  OF  MILK 

Pints  Per  Week 

Groups  Per  Head 

I 1.0  to  1.7 

II 1.7  to  2.3 

III  2.3  to  2.7 

IV  2.7  to  3.5 

V 3.5  to  4.9 

VI 4.9  to  6.0 

Adequate  10.5  to  14.0 

United  States  rural 4.0 

New  York  City 5.2 

Philadelphia  4.5 

Pacific  coast  cities 5.5 

South  (Ind.)  3.0  to  8.0 

Richmond,  Va. 2.9 

Table  1 summarizes  the  information 
gained  in  the  various  income  groups  as  to 


the  consumption  of  milk,  stated  in  terms  of 
pints  per  individual  per  week.  In  the  lowest 
income  group,  in  which  was  included  from 
twenty  to  twenty-five  percent  of  the  chil- 
dren of  England,  the  average  individual 
consumption  ranged  from  1.0  to  1.7  pints  per 
week  or  approximately  3 ounces  of  milk  per 
capita  per  day.  Even  in  the  highest  income 
group  the  average  daily  consumption  per  in- 
dividual averaged  only  about  12  l/o  ounces, 
the  weekly  consumption  ranging  between 
4.9  to  6.0  pints.  The  average  for  all  income 
groups  which  was  established  by  the  survey 
was  3.1  pints  per  head  per  week  or  slightly 
more  than  7 ounces  daily. 

In  the  emergency  diet  recommendations  of 
the  United  States  Department  of  Agricul- 
ture the  level  of  milk  intake  is  maintained  at 
1 pint  a day.  The  range  between  minimum 
and  optimum  intake  is  generally  considered 
to  lie  between  1)4  to  2 pints  of  milk  daily 
or  10.5  to  14  pints  per  week.  The  low  income 
level  and  average  intake  in  the  English  sur- 
vey were  far  removed  from  this  level  of  ade- 
quacy. 

Surveys  and  estimations  of  milk  consump- 
tion in  the  United  States (3)  show  a similar 
widespread  deficiency  in  the  amount  of  milk 
in  the  American  diet.  The  estimated  allow- 
ance of  milk  per  capita  of  the  inhabitants  of 
the  rural  areas  is  4.0  pints  per  week,  vary- 
ing from  a low  of  2.5  pints  in  the  North  At- 
lantic states  to  7.4  pints  in  the  west  North 
Central  region.  In  surveys  made  in  various 
cities  the  intake  varied  from  a low  of  2.9 
pints  per  head  per  week  in  Richmond,  Va., 
to  between  5 and  6 pints  per  week  per  capita 
in  several  large  cities  on  the  Pacific  coast. 
In  general  the  consumption  was  lower  in  the 
low  income  areas  and  higher  in  the  higher 
income  groups. 


TABLE  2 

CONSUMPTION  OF  BREAD  AND  FLOUR 

Ounces  Per  Head 


Groups  Per  Week 

I  68 

II  68 

III  68 

IV  67 

V  65 

VI  62 

Average 66 

U.  S.  Average 70 


The  consumption  of  flour  as  determined  in 
the  English  survey  was  remarkably  uniform 
in  all  groups.  Table  2 is  taken  from  one  of 
the  graphs  in  the  report.  In  this  table  the 
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consumption  in  the  various  income  groups 
is  compared  with  the  estimated  consumption 
of  flour  and  bread  in  the  United  States  as  a 
whole.  Foods  of  this  type  represent  the 
cheapest  type  of  palatable  foodstuff  from  the 
standpoint  of  the  caloric  value  and,  in  the 
amounts  as  used  in  the  diets,  provide  about 
1,000  calories  per  day  per  capita.  Since  these 
foodstuffs  are  used  in  a highly  processed 
form,  they  contribute  little  or  nothing  in  the 
way  of  protective  action  except  against  starv- 
ation. Their  value  nutritionally  would  be  ma- 
terially increased  if  they  were  used  in  a con- 
dition approximating  their  native  state.  It 
is  well  known  that  a diet  which  is  relatively 
high  in  carbohydrates  may  prevent  weight 
loss  to  the  extent  that  a child  may  not  be 
underweight  for  height  yet  his  nutritional 
condition  may  be  far  removed  from  that 
which  accompanies  robust  health. 

As  to  fat  consumption  the  English  report 
shows  that  as  income  rises  the  consumption 
of  margarine  falls  and  that  of  butter  rises; 
but  if  butter,  margarine,  lard,  suet  and 
dripping  are  grouped  together,  the  total  fat 
consumption  rises  steadily  with  income.  Sim- 
ilar to  the  graphs  for  milk  and  fat,  the  con- 
sumption of  meat,  fish,  eggs,  sugar,  vegeta- 
bles and  fruits  increases  with  income. 

Considering  the  groups  individually  (Table 
1)  the  average  diet  of  the  poorest  group, 
comprising  4(4  million  people  is,  by  the 
standard  adopted,  deficient  in  every  constitu- 
ent examined.  The  second  group,  comprising 
9 million  people,  is  adequate  in  protein,  fat 
and  carbohydrates,  but  deficient  in  all  the 
vitamins  and  minerals  considered.  The  third 
group,  comprising  another  9 million,  is  defi- 
cent  in  several  of  the  important  vitamins 
and  minerals.  Complete  adequacy  is  almost 
reached  in  group  IV  and  the  still  wealthier 
groups  present  diets  showing  a surplus  of  all 
constituents  considered.  To  raise  the  con- 
sumption of  the  low  income  groups  to  a level 
of  adequacy  would  require  increases  of  from 
12  to  25  percent,  in  the  dietary  content  of 
meat,  milk,  butter,  eggs,  fruits  and  vegeta- 
bles. 

In  the  low  income  group  the  food  dollar 
must  be  made  to  supply  the  maximum  in 
food  value.  This  too  often  results  in  the  pur- 
chase of  the  cheapest  foods  which  will  silence 
hunger.  Studies  made  by  the  United  States 
Department  of  Agriculture (4)  have  shown 
that  there  is  a direct  relationship  between 
the  expenditure  for  food  and  the  quality  of 


the  diet.  As  the  amount  expended  for  the 
diet  as  a whole  increases,  the  use  of  each 
type  of  foodstuff  increases,  the  most  marked 
increase  being  in  vegetables  and  fruits,  and 
next  in  meat  products. 

The  educational  efforts  of  relief  and  wel- 
fare workers  have  done  a great  deal  to  im- 
prove the  quality  of  the  diets  of  the  low  in- 
come groups.  Individual  help  which  has  been 
given  in  the  preparation  of  the  budget  for 
foods  has  been  responsible  for  a much  wider 
dissemination  of  knowledge  as  to  the  re- 
quirements for  adequacy  in  diet.  However, 
there  is  still  a large  group  of  families  which 
can  not  manage  so  as  to  maintain  adequate 
dietaries  on  a limited  food  budget. 

Surveys  and  reports  on  the  state  of  nutri- 
tion of  the  American  children  reach  almost 
diametrically  opposed  conclusions  depending 
upon  the  point  of  view  of  the  observer.  So- 
cial workers  and  physicians  who  through  the 
privilege  of  close  contact  have  gained  an  ap- 
preciation of  the  value  of  and  need  for  wel- 
fare work,  furnish  reports  which  clearly  in- 
dicate anxiety  as  to  the  nutritional  condition 
of  a fairly  large  proportion  of  the  children 
in  the  underprivileged  class.  The  fact  that  a 
portion,  possibly  the  major  portion,  of  this 
class  has  had  its  nutritional  position  bettered 
by  categorical  and  work  relief  is  not  dis- 
puted. But  there  are,  in  every  community, 
families  who  are  not  aided  by  funds  of  this 
sort,  the  families  who  are  on  direct  relief 
rolls,  administered  locally. 

Direct  relief  is  usually  managed  in  such  a 
way  that  it  is  a success  only  from  the  tax- 
payers’ standpoint  and  a failure  from  the 
standpoint  of  permitting  anything  resem- 
bling adequacy  in  diet.  In  the  Department 
of  Agriculture  survey (4)  in  industrial  centers 
a weekly  average,  expenditure  of  $2.00  or 
more  per  capita  appeared  necessary  as  a min- 
imal allowance  for  adequacy  in  diet.  Yet  the 
taxpayer  may  applaud  when  this  amount  is 
allotted  for  food  for  a family  of  five  and  the 
director  of  relief  may  thus  be  able  to  effect 
a distinct  decrease  in  the  disbursement  of 
relief  funds. 

In  the  poorer  districts  of  Omaha  many 
children  would  never  receive  milk  were  it  not 
for  the  Free  Milk  Fund.  Many  would  not  and 
do  not  receive  cod  liver  oil  unless  it  is  fur- 
nished them  by  the  Visiting  Nurses’  Associa- 
tion. In  one  of  the  Infant  and  Pre-school  Hy- 
giene Clinics  located  in  one  of  the  poorer  dis- 
tricts dietary  instruction  is  of  little  avail  in 
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many  instances  because  of  financial  inability 
to  secure  the  vegetables,  eggs  and  meat  need- 
ed for  the  growing  child.  The  exact  incidence 
of  such  nutritional  want  can  not  be  stated 
since  no  surveys  have  been  made. 

In  Omaha  during  the  summer  of  1937  a 
day  camp  for  underprivileged  children  was 
conducted  for  one  month  as  an  experimental 
and  demonstrational  project.  One  hundred 
and  twenty  children  were  selected  from  the 
various  social  agencies  in  the  city.  Many  of 
these  were  chosen  because  of  nutrition  needs 
and  most  of  the  agencies  could  have  sent 
many  more  if  the  number  had  not  been  lim- 
ited. By  furnishing  the  children  with  an  ade- 
quate noon  meal  only,  together  with  an  ordi- 
nary camp  recreation  program,  it  was  pos- 
sible to  improve  the  nutritional  state  of  all 
but  three  of  the  entire  group.  Weight  gains 
for  the  four  week  period  were  as  high  as  five 
pounds  and  the  average  gain  for  the  entire 
group  was  over  two  pounds. 

In  the  last  few  years  a group  of  children 
in  an  area  of  special  need  in  Omaha  have 
been  supplied  with  hot  breakfasts  at  school. 
These  children  have  shown  a definite  im- 
provement in  nutrition  as  well  as  an  improve- 
ment in  their  school  work.  School  lunches 
supplied  to  children  in  similar  areas  have 
brought  about  very  gratifying  weight  gains. 
Projects  such  as  these  are  tending  to  main- 
tain adequate  nutrition  among  school  chil- 
dren. The  need  for  them  is  not  new  but  is, 
without  doubt,  more  acute.  If  similar  need 
exists  among  pre-school  children,  and  there 
is  every  reason  to  believe  that  it  does,  the 
need  can  be  only  partially  answered  by  the 
Pre-school  Clinic. 

Records  of  the  National  Health  Inventory 
indicate  that  one-third  of  the  population  of 
this  country  is  ill-fed,  ill-housed,  ill-clothed 
and  ill  provided  with  the  opportunity  for 
health  and  life.  Illness  among  persons  on  re- 
lief is  68  per  cent  higher  than  among  those 
in  comfortable  circumstances.  The  cases  of 
chronic  illness  among  those  on  relief  is  87 
percent  higher  than  among  those  with  com- 
fortable incomes.  In  relief  families  one  in 
every  20  family  heads  is  unable  to  work  be- 
cause of  illness,  while  among  those  in  com- 
fortable circumstances  only  one  in  250  is 
similarly  disabled (5).  Adequate  nutrition, 
adequate  shelter  and  adequate  clothing  for 
this  group  must  not  be  overlooked  or  be 
overshadowed  by  inquiries  into  the  adequacy 
of  medical  care. 


SUMMARY 

1.  The  use  of  subop timal  diets  is  wide- 
spread in  all  economic  classes  but  especially 
so  in  the  low  income  groups. 

2.  While  the  deficiency  diseases  in  mani- 
fest form  are  not  frequent,  subclinical  defi- 
ciency states  must  occur  more  frequently 
than  they  are  recognized. 

3.  While  the  nutritional  condition  of  a 
portion  of  the  low  income  group  has  been  im- 
proved by  relief  measures  and  dietary  edu- 
cation, there  are  many  families  whose  food 
budgets  are  so  low  that  an  adequate  diet  is 
impossible. 

4.  The  value  of  supplementary  measures 
such  as  free  milk  distribution,  school  lunches, 
etc.,  have  been  of  inestimable  value  in  main- 
taining the  nutritional  position  of  the  Amer- 
ican child. 
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DISCUSSION 

DR.  CLYDE  MOORE,  (Omaha):  On  account  of  the 
lateness  of  the  hour  and  the  fact  the  subject  has  been 
so  well  discussed  by  the  various  essayists,  I think 
you  would  prefer  to  hear  Dr.  Jeans’  conclusions  on 
this  subject.  (Applause). 

DR.  ROBERTSON:  I should  like  to  ask  Dr.  Jeans 
what  level  he  thinks  might  be  the  level  of  toxicity  in 
the  administration  of  vitamins  A and  D? 

DR.  JEANS,  (closing):  I am  not  sure  it  is 
fair  to  omit  some  of  this  discussion  as  scheduled. 
The  whole  Symposium,  after  the  first  address,  has 
gone  so  well  there  is  little  for  me  to  add.  There  are 
several  things  I made  notes  to  make  comments  on. 

There  is  no  question  but  what  the  economic  level 
has  a marked  effect  upon  the  nutrition  of  indivi- 
duals; also,  it  has  a greater  effect  than  it  needs  to 
have,  because  of  the  lack  of  knowledge  on  the  part 
of  people  as  to  how  they  can  best  expend  what  funds 
they  have.  A recent  report  of  a survey  by  the  De- 
partment of  Agriculture  shows  that  more  than  one- 
half  the  families  on  the  minimum  level  of  expendi- 
ture for  food  have  a third-rate  diet.  The  same  sur- 
vey showed  at  this  same  level  one-fifth  of  the  fami- 
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lies  had  excellent  diet.  It  merely  shows  it  can  be 
done  on  low  levels  of  expenditure  if  intelligent 
thought  is  given  to  the  task. 

It  is  also  to  be  pointed  out  although  nutritional  de- 
ficiency is  greatest  at  the  lowest  economic  level,  it 
exists  at  all  levels.  The  ability  to  purchase  food 
does  not  always  determine  food  of  the  right  sort  is 
given.  Dental  caries  is  a good  example  of  that.  One 
finds  it  in  the  best  of  families. 

The  presentation  of  Anorexia  leaves  little  to  be 
said.  There  is  so  much  commercial  advertising  con- 
cerning the  relationship  of  Vitamin  B to  lack  of  ap- 
petite, I might  reiterate  in  the  great  majority  of 
children  brought  to  the  doctor  because  of  lack  of  ap- 
petite, the  difficulty  is  not  primarily  with  Vitamin 
B,  but  with  the  training  and  environmental  factors. 
Even  though  these  children  may  be  deficient  to  some 
extent  in  Vitamin  B,  its  administration  will  not  cor- 
rect the  difficulty.  They  need  retraining. 

This  sounds  simple  to  say,  but  I am  sure  you  will 
appreciate  it  is  one  of  the  most  difficult  tasks  that 
confront  the  physician.  It  is  most  discouraging.  It 
is  almost  impossible  to  create  new  feeding  habits  in 
the  same  environment  and  under  the  same  conditions 
that  permitted  bad  feeding  habits.  The  easiest  way 
out,  if  it  can  be  accomplished,  is  to  make  a complete 
environmental  change.  It  is  here  the  hospital  and 
the  institution  come  in.  In  occasional  instances  we 
have  been  able  to  get  the  children  into  the  home  of  a 
friend  or  neighbor  or  relative,  so  that  the  change 
can  be  accomplished  without  prejudice  or  expense. 
In  a few  instance  one  can  change  the  environment 
right  in  the  home  without  a great  deal  of  change, 
particularly  for  very  young  children,  by  having  them 
take  all  their  meals  in  a different  part  of  the  house, 
with  everything  changed  as  much  as  possible,  and  at 
the  same  time  change  the  scheme  of  things — the  re- 
gimen for  feeding  and  the  approach.  The  hospital 
has  the  advantage  in  that  these  things  are  changed 
automatically,  the  child  must  readjust  to  everything 
and  it  is  easipr  to  get  him  adjusted  to  correct  feeding 
habits. 

There  is  another  point  I am  reminded  of.  That  is 
a high  fat  diet  is  not  necessarily  indicated  in  cases 
of  malnutrition,  whether  associated  with  anorexia  or 
not.  We  have  done  some  experimental  work  on  this 
phase  and  have  found  for  average  malnourished 
children  one  could  get  a gain  at  35  calories  per  kilo 
with  a high  carbohydrate  and  low  fat  diet;  whereas 
a similar  gain  was  not  obtained  until  50  calories 
were  reached  with  a high  fat  diet.  The  advantage  of 
a low  fat  and  adequate  protein  diet  for  malnourished 
children  is  that  it  seems  the  greater  the  rate  of  mal- 
nutrition, the  less  the  ability  to  utilize  large  amounts 
of  fat. 

The  point  stressing  the  need  of  fatty  acids  is  good. 
It  might  be  supplied  in  some  measure  with  the  small 
amount  of  fat  administered — cod  liver  oil  being  rela- 
tively rich  in  fatty  acids. 

I think  Dr.  Hancock’s  presentation  of  the  obese 
child  is  eminently  sane.  There  is  little  I can  com- 
ment on.  Whether  it  is  caused  by  endocrine  dis- 
turbance or  not,  it  is  clear  the  food  intake  is  greater 
than  the  need  under  conditions  existing;  consequent- 
ly a reduction  in  food  intake  is  indicated,  regardless 
of  whether  endocrine  disturbance  is  present. 

I had  a conversation  with  Dr.  Talbot  on  some  of 
these  metabolic  points,  discussing  particularly  the 
obese  child  with  a basal  metabolic  rate  of  minus  15 


or  20.  It  is  the  general  idea  when  a rate  of  minus 
20  is  encountered,  particularly  in  association  with 
obesity,  it  is  definitely  an  endocrine  disturbance,  and 
something  in  the  way  of  endocrine  therapy  should 
be  done.  I am  sure  all  who  have  had  dealings  with 
obese  children  have  had  the  experience  that  adminis- 
tration of  thyroid,  even  with  a basal  metabolic  rate 
of  minus  20,  may  at  times  produce  severe  nervous 
symptoms.  One  must  take  with  a grain  of  salt  some 
of  these  basal  metabolic  rates  of  minus  20  and  minus 
15.  Dr.  Talbot  agrees  that  with  some  obese  chil- 
dren, perhaps  minus  20  is  not  abnormal. 

With  relationship  to  the  role  of  nutrition  in  in- 
fants, there  is  what  seems  to  me  to  be  a fallacy,  es- 
pecially in  the  more  recent  publications,  particularly 
in  regard  to  Vitamin  A.  Vitamin  A is  often  said  to 
be  an  anti-infective  agent  with  reference  particularly 
to  respiratory  infections.  A number  of  studies  have 
been  reported  in  which  Vitamin  A has  been  given  to 
one  group  in  an  orphanage  and  not  to  another,  and 
the  number  of  respiratory  infections  counted  in  both 
groups;  and  it  has  been  found  the  infections  were 
equal  in  number  in  the  two  groups. 

There  are  two  possible  fallacies  there.  In  some 
of  those  studies  the  diet  was  reasonably  good  in 
Vitamin  A to  begin  with.  One  would  not  expect  to 
get  improvement  by  the  addition  of  more.  In  a 
more  recent  study,  the  amount  of  Vitamin  A was  re- 
duced greatly,  and  still  the  number  of  respiratory  in- 
fections was  no  greater  in  the  controlled  normal 
group.  Here  one  might  point  out  there  are  very  few 
nutritionists — probably  none — who  would  hope  or  ex- 
pect to  obtain  a specific  immunity  against  infectious 
disease  by  any  nutritional  means.  One  would  not 
expect  to  build  resistance  against  smallpox  or  meas- 
les in  such  a way.  The  common  cold  is  a specific  in- 
fectious disease,  and  one  would  not  expect  to  de- 
crease the  incidence  by  a nutritional  regimen.  One 
might  expect  to  cut  short  the  duration  by  reducing 
secondary  infection.  As  to  the  actual  number  of  in- 
fections, I do  not  believe  one  should  expect  to  reduce 
them  as  long  as  they  are  specific  communicable  dis- 
eases. 

This  question  as  to  the  use  of  concentrates,  there 
are  two  points  from  which  it  might  be  discussed. 
There  is  the  idea  that  when  a material  is  greatly 
concentrated  it  is  not  as  well  utilized  as  when  more 
widely  dispersed.  About  as  familiar  an  example  as 
any  is  the  supposed  difference  between  cod  liver  oil 
and  viosterol.  It  is'  the  common  practice  to  give 
larger  doses  of  viosterol  than  of  cod  liver  oil  for  the 
purpose  of  accomplishing  the  same  effect.  For  a 
time  it  seemed  the  difference  might  be  in  the  variety 
of  vitamin  D,  the  latter  being  a cholesterol  product. 
Whatever  difference  there  may  be  because  of  this 
difference  in  origin,  it  is  not  enough  to  account  for 
the  difficulty  encountered.  There  is  clinical  evidence 
that  the  greater  the  concentration,  the  poorer  the 
utilization.  It  is  probably  on  this  basis  that  more 
vitamin  D is  required  in  the  form  of  viosterol  than 
of  cod  liver  oil;  so  that  the  concentration  of  material 
does  make  a difference.  If,  by  using  a larger  dose 
of  viosterol  the  same  effect  is  obtained,  the  differ- 
ence in  relative  efficacy  is  overcome  by  the  greater 
dosage. 

The  question  arises  concerning  what  clinical  use 
there  may  be  for  purified  and  concentrated  forms  of 
the  vitamins.  It  is  my  concept  they  are  useful  for 
specific  therapeutic  indications.  If  one  has  a case 
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of  scurvy,  one  might  wish  to  get  a rapid  cure  by  the 
use  of  ascorbic  acid.  However  rapid  results  are  ob- 
tained with  orange  juise. 

There  is  no  special  need  for  purified  forms  of  vita- 
min D.  For  those  who  object  to  the  after  effects  of 
fish  oil  other  forms  are  available.  I do  not  know  of 
any  special  use  for  concentrates  in  routine  daily  use 
for  the  normal  individual.  There  are  many  occa- 
sions in  clinical  practice  and  for  special  indications 
when  they  would  be  very  nice  to  have  available,  par- 
ticularly for  experimental  work  of  various  sorts. 

As  to  the  toxic  level  of  Vitamin  D,  I do  not  have 
the  figures  at  hand.  We  have  done  no  work  our- 
selves at  such  high  levels,  but  I am  sure  you  are 
aware  high  levels  have  been  used  in  the  treatment 
of  arthritis  and  other  conditions.  At  those  levels 
certainly  moderate  toxic  effects  have  been  produced. 
They  have  been  disregarded  because  of  the  thera- 
peutic goal,  and  often  one  disregards  undesirable  re- 
actions when  a therapeutic  goal  is  sought.  When 
the  treatment  has  been  stopped,  the  toxic  effects 
have  ceased  as  well,  and  no  permanent  damage  has 
resulted. 

To  get  back  to  more  conservative  dosage  of  Vita- 


min D,  so  far  as  anything  I know  or  any  work  we 
have  done,  I ao  not  know  of  any  reason  to  give  any 
person  more  than  a thousand  units  of  Vitamin  D a 
day.  It  is  probable  the  greatest  need  for  Vitamin  D 
at  any  period  comes  during  lactation — even  greater 
than  for  the  prematurely  born  baby.  Some  women 
do  well  with  adequate  calcium  intake  without  Vita- 
min D.  Quite  a number  of  women,  particularly  af- 
ter successive  pregnancies,  will  require  as  much  as 
800  unites  a day.  For  routine  use  in  childhood,  I do 
not  know  of  any  reason  for  giving  more  than  the 
equivalent  of  a teaspoon  of  cod  liver  oil  daily. 

The  Vitamin  D content  of  cod  liver  oil  varies  from 
350  to  600  units  to  the  teaspoonful.  That  is  in  my 
opinion  an  adequate  amount  from  birth  to  the  end 
of  the  growing  period.  I am  not  aware  of  any  ill 
effects  of  overdosage  of  Vitamin  A.  That  may  be 
merely  because  of  my  ignorance.  If  one  ingests  tre- 
mendous doses  of  carotene,  there  may  be  an  increase 
of  this  pigment  in  the  blood,  with  discoloration  of 
the  skin  in  some  cases.  I think  there  exists  an  un- 
usual pathologic  state  in  those  individuals,  in  that 
they  are  unable  to  take  care  of  large  quantities. 
Even  with  that  state  present,  there  are  no  toxic 
symptoms  or  effects,  to  the  best  of  my  knowledge. 
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When  one  is  confronted  with  the  rather 
common  clinical  picture  of  a middle  aged  in- 
dividual who  complains  of  increasing  fatigue 
of  several  months  duration,  accompanied  by 
such  symptoms  as  inability  to  climb  stairs 
because  of  palpitation  and  shortness  of 
breath,  transient  dizziness  on  abrupt  change 
of  position,  a tendency  toward  recurring  dys- 
pepsia and  flatulence,  a disagreeable  soreness 
of  the  tongue,  and  a grape-fruit  pallor  of  the 
skin,  a variety  of  possible  causes  naturally 
arises  in  the  mind  of  the  examining  physi- 
cian. Amongst  these  possibilities,  anemia  is 
found  to  be  a rather  common  offender.  With 
the  finding  of  the  hemoglobin  to  be  60  per 
cent  and  the  red  blood  cell  count  3,000,000 
per  cubic  millimeter,  the  physician  may  di- 
rect the  patient  along  two  possible  courses. 
The  first,  by  a trial  and  error  method  of 
various  therapeutic  anti-anemic  drugs,  and 
the  second,  by  attempting  a thorough  invest- 
igation of  the  patient  to  discover  the  basic 
cause  and  type  of  the  anemia,  and  then,  if 
possible,  to  remove  or  correct  the  cause  and 
then  rationally  treat  the  anemia.  Be  as  it 
may,  whichever  the  group  and  whatever  the 
cause,  the  majority  of  cases  are  improved 
under  various  forms  of  therapy.  Occasional- 
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ly,  however,  it  is  disturbing  to  the  patient 
and  to  the  physician  to  find  that  week  after 
week  and  in  spite  of  treatment  a continuation 
of  symptoms  and  a persistent  low  level  of 
the  blood  count.  By  the  term  “refractory” 
anemia,  one  usually  means  obstinance,  or  dif- 
ficulty in  controlling  the  degree  of  anemia, 
by  the  usual  therapeutic  methods.  Obviously, 
the  number  of  cases  termed  “refractory" 
are  a great  deal  higher  in  the  first  hit  and 
miss  group  than  in  the  second  group  where 
a definite  diagnosis  was  first  made  and  the 
cause  corrected. 

We  have  attempted  to  review  this  series 
of  so-called  atypical  or  refractory  patients 
that  have  been  referred  to  the  University 
Hospital  in  the  past  four  years.  After  a 
critical  analysis  of  these  vague  diagnoses,  we 
have  classified  them  into  three  groups:  (1) 
due  to  incorrect  diagnosis  or  incomplete 
study,  (2)  due  to  inadequate  treatment  and 
(3)  due  to  unknown  causes,  or  the  true  idio- 
pathic group.  Without  doubt  the  latter  small 
group  offers  the  most  perplexing  and  exas- 
perating problems  with  which  to  deal,  yet, 
with  time  a certain  number  of  these  cases 
have  gradually  unfolded  into  various  explan- 
ations for  their  apparent  refractoriness.  For 
the  sake  of  emphasis,  yet  at  the  risk  of  repe- 
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tition  of  certain  well  known  facts  about  dis- 
eases of  the  blood,  we  wish  to  point  out  a few 
observations  that  have  resulted  from  the 
study  of  these  three  groups. 

INCORRECT  DIAGNOSIS 

Early  diagnoses  of  the  various  anemias 
are  important  and  the  physician  should  be 
alert  to  detect  early  signs  and  not  allow  the 
disease  to  progress  to  a text-book  picture. 
Contrary  to  general  opinion,  an  expensive 
laboratory  is  not  necessary  to  make  the  usual 
hematological  diagnosis,  providing  an  accur- 
ate blood  count  with  careful  study  of  the 
stained  smear,  a simple  hematocrit  determin- 
ation, a gastric  analysis,  and  examination  of 
the  stool  and  urine  can  be  made.  It  is  the 
exception  that  additional  and  more  complex 
laboratory  and  roentgen-ray  studies  are 
necessary,  but  if  so,  their  indications  are 
usually  obvious  from  either  the  clinical  pic- 
ture or  the  above  minimal  laboratory  studies, 
or  both. 

That  there  is  need  for  increased  diagnostic 
acumen  is  reflected  by  an  analysis  of  the 
last  24  cases  of  pernicious  anemia  admitted 
to  the  University  Hospital.  The  correct  diag- 
nosis was  made  by  the  referring  physician  in 
only  7 cases,  or  29.2  per  cent.  The  remaining 
17  patients  were  admitted  with  such  diag- 
noses as  anemia,  secondary  anemia,  carcino- 
ma of  the  gastro-intestinal  tract,  cardio- 
vascular disease,  neurasthenia,  polyneuritis, 
nephritis,  etc.  That  the  true  diagnosis  could 
often  be  made  from  the  clinical  history  and 
examination  alone  was  born  out  by  the  ad- 
mission diagnosis  of  the  intern  in  the  receiv- 
ing room  of  the  hospital.  In  15  of  the  24 
cases,  or  62.5  per  cent,  the  intern  made  the 
correct  diagnosis  without  the  aid  of  labora- 
tory studies.  The  chief  source  of  error  in  the 
intern’s  diagnosis  was  calling  the  cases  car- 
cinoma of  the  stomach.  The  differential  di- 
agnosis of  pernicious  anemia  and  carcinoma 
of  the  stomach  may  be  most  difficult  when 
the  latter  is  associated  with  a macrocytic 
anemia.  If  repeated  examinations  of  the 
stool  disclose  the  presence  of  a persistent  oc- 
cult blood,  roentgen-ray  examination  will  be 
indicated.  The  blood  picture  associated  with 
cancer  is  not  pathognomonic,  nor  does  it 
give  any  information  as  to  the  site  of  the 
lesion  or  the  extent  of  the  malignant  pro- 
cess^. 

Anemia  is  a symptom  and  not  a disease. 
Unless  suspected  and  a detailed  diagnostic 
investigation  made,  such  conditions  as  carci- 


noma of  the  stomach  or  bowel,  degenerative 
diseases  of  the  liver,  chronic  nephritis,  myxe- 
dema, hemolytic  anemia  aleukemic  leukemia, 
hypoplastic  anemia,  etc.,  may  be  overlooked 
in  the  light  of  the  anemic  syndrome  and 
slight,  if  any,  effect  noted  by  giving  iron  or 
liver,  alone  or  in  combination.  The  basic  di- 
agnosis must  be  made  early,  or  what  appears 
to  be  a simple  form  of  anemia  may  cause  the 
patient  needless  expense,  increased  suffering, 
and  even  loss  of  valuable  time  by  possibly  re- 
sulting, for  example,  in  the  appearance  or 
progress  of  neural  cord  lesions  of  pernicious 
anemia,  or  an  early  carcinoma  of  the  bowel 
to  be  come  inoperable.  In  other  instances,  it 
is  not  unusual  for  an  anemic  patient  to  be 
told  he  has  pernicious  anemia  and  be  start- 
ed on  liver  therapy  without  adequate  and  def- 
inite diagnostic  evidence.  Only  after  several 
weeks  of  poor  or  no  increase,  in  the  blood 
counts  does  the  physician  become  suspicious 
and  label  the  case  “atypical.”  On  investiga- 
tion, a simple  gastric  analysis  may  prove  to 
show  free  hydrochloric  acid  and  the  erythro- 
cytes to  be  of  the  hypochromic  type  and  iron 
therapy  found  to  cause  a prompt  improve- 
ment in  the  symptoms  and  blood. 

Furthermore,  one  cannot  expect  appreci- 
able improvement  in  the  blood  if  the  source 
of  iron  depletion  is  not  found  and,  if  possible, 
removed  or  corrected.  To  obtain  adequate 
response  and  to  prevent  recurrences  the  pres- 
ence of  chronic  bleeding  hemorrhoids,  polyps, 
cervical  erosions,  and  prolonged,  profuse 
menstrual  periods  must  be  eliminated.  Min- 
ot(2>  has  recently  pointed  out  that  deficient 
diets  should  receive  attention  as  a possible 
source  of  nutritional  anemia,  and  that  iron  is 
only  one  of  several  possible  deficient  factors. 
If  chronic  infections  or  toxic  processes  are 
not  recognized  as  a part  or  a complication  of 
the  clinical  picture,  the  hematological  re- 
sponse to  treatment  will  not,  as  a rule,  be  sat- 
isfactory. This  is  also  true  when  the  anemia 
is  caused  or  aggravated  by  a state  of  lowered 
metabolism.  The  anemia  of  myxedema 
though  clinically  similar  to  pernicious  ane- 
mia, is  hematologically  different.  Unless 
thyroid  extract  is  administered,  the  anemia 
will  appear  to  be  “refractory”  to  either  or 
both  iron  or  liver  extract,  and  thereby  be 
falsely  termed  “refractory.”  We  have  had 
such  experience  in  five  cases  of  this  series <3). 

INADEQUATE  TREATMENT 

In  the  past  ten  years,  there  has  been  a uni- 
versal renewal  of  interest  in  the  various  types 
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and  treatments  of  anemia  that  has  caused  the 
recognition  of  new  symptom-complexes  that 
were  often  labelled  vaguely  as  “neurasthen- 
ic.” With  increased  experimental  investiga- 
tion and  clinical  experience,  the  old  Blaud  pill 
has  gradually  given  away  to  an  ever  increas- 
ing number  of  more  easily  assimilated  iron 
preparations,  and  liver  extract  in  one  form 
or  another.  Some  of  the  drug  houses  have, 
in  turn,  found  a new  and  profitable  outlet  for 
brightly  colored  advertising  booklets  and 
blotters,  and  in  their  efforts  to  outdo  one  an- 
other in  the  race  for  the  physicians  attention, 
have  set  up  all  sorts  of  weird  combinations 
and  dosages  of  iron  and  liver  extract  in  an 
amazing  number  of  forms,  shapes  and  colors 
with  a final  dash  for  good  measure  of  vita- 
mins, bone  marrow,  hemoglobin,  splenic  ex- 
tract and  copper.  This  deluge  of  advertising 
material  has  appeared  in  spite  of  numerous 
good  clinical  observations  that  in  the  great 
majority  of  cases,  iron  is  the  major  deficien- 
cy in  the  hypochromic  anemias,  and  the  liver 
extract  is  the  treatment  for  uncomplicated 
pernicious  anemia.  The  present  day  status 
of  anti-anemic  drugs  has  served  not  only  to 
increase  the  price  per  unit  dose  to  the  pa- 
tient, but  to  confuse  the  physician  and  give 
rise  to  the  practice  of  “shot-gun”  medication 
directed  broadside  at  the  anemic  patient  with 
the  hope  that  if  one  ingredient  doesn’t  help, 
the  other  will.  Unfortunately,  this  type  of 
therapy  in  many  instances  improves  the 
blood  count  and  everyone  is  satisfied.  How- 
ever, the  decision  then  arises  as  to  whether 
the  patient  should  continue  his  medication 
that  is  so  necessary  for  one  with  pernicious 
anemia.  In  all  fairness  to  the  patient,  this 
question  should  have  been  answered  with  a 
definite  diagnosis  before  starting  treatment. 
In  other  cases,  neither  the  number  nor  the 
doses  of  the  multiple  ingredients  contained 
therein  are  enough  to  offset  the  anemia  and 
the  case  becomes  “atypical”  or  “refractory.” 
By  this  time,  the  original  blood  picture  has 
become  altered  and  a clear  cut  diagnosis  is 
often  made  difficult.  Only  rarely  is  it  neces- 
sary to  use  a combination  of  iron  and  liver 
extract;  their  routine  use  together  is  not  to 
be  encouraged. 

There  are  other  factors  in  this  group  of 
cases  that  deserves  attention.  Though  the 
clinical  picture  and  blood  studies  were  suffi- 
cient to  make  the  original  correct  diagnosis 
of  the  type  of  anemia,  either  the  primary 
cause,  the  presence  of  coexisting  diseases,  or 
the  various  complications  were  either  not 


found  or  their  importance  appreciated.  Such 
factors  have  a definite  influence  on  the  re- 
sults of  treatment,  and  depending  on  their 
existence,  certain  changes  and  modifications 
have  to  be  made,  for  that  individual.  Many 
of  these  details  have  previously  been  pointed 
out  in  preceding  issues  of  The  Journal(4).  In 
the  present  analysis  of  this  series  of  patients, 
however,  one  was  impressed  with  the  prob- 
lem of  parenteral  liver  therapy.  Because  of 
the  lack  of  any  accepted  and  uniform  method 
of  standardization  of  potency  of  the  anti- 
anemic  principle  of  liver,  there  has  been  wide 
variation  in  the  effects  of  the  various  avail- 
able products.  Difficulty  in  maintaining  a 
normal  blood  picture  has  resulted  because  the 
same  patient  has  received  the  plain  solution 
or  a highly  concentrated  product  at  different 
times.  Confusion  has  arisen  in  the  minds  of 
the  physician  as  to  the  frequency  and  dose  of 
the  intramuscular  extract.  The  use  of  the 
same  brand  and  type  of  liver  product  should, 
however,  eliminate  this  difficulty. 

Along  this  same  line,  it  is  now  generally 
accepted  that  there  is  little  difference  in  the 
efficacy  of  the  various  inorganic  iron  pro- 
ducts, providing  they  are  given  in  adequate 
dosages.  The  ferric  salts  require  larger 
doses  than  the  ferrous  salts(5>.  One  must 
consider,  however,  other  factors  that  may  in- 
terfere with  the  absorption  and  utilization  of 
iron.  For  example,  abnormal  physiology  of 
the  gastro-intestinal  tract  may  frequently 
give  rise  to  subminimal  response  to  otherwise 
adequate  therapy.  If  gastric  achlorhydria  is 
present,  iron  is  less  effectively  absorbed  than 
in  patients  with  a normal  gastric  secretion(6) 
(7).  In  several  cases  referred  to  the  hospital 
for  a simple  hypochromic  anemia  in  which 
there  had  been  poor  or  incomplete  regenera- 
tion of  the  blood  with  iron  therapy,  a gastric 
analysis  showed  an  absence  of  free  hydro- 
chloric acid.  With  the  simple  addition  of 
acid  therapy  to  the  same  type  and  dose  of 
iron,  a prompt  response  of  the  blood  occurred. 
On  the  other  hand,  the  administration  of  free 
hydrochloric  acid  to  the  patient  with  pernic- 
ious anemia  is  not  such  a therapeutic  neces- 
sity. Many  authorities  are  of  the  opinion 
that  the  “physiological  anemia,”  or  hydremia 
of  pregnancy  from  which  a certain  number  of 
women  develop  a true  iron  deficiency  type  of 
anemia  are  due,  at  least  in  part,  to  the  tem- 
porary reduction  in  gastric  acidity  with  re- 
sultant interference  of  iron  absorption  and 
utilization.  Another  interesting  point  in 
considering  gastric  acidity  and  its  relation  to 
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hematopoiesis  is  seen  in  the  persistent  ane- 
mia of  the  post-hemorrhagic  syndrome  of 
peptic  ulcer  in  which,  as  a part  of  the  Sippi 
regime,  alkaliis  are  given  in  large  and  fre- 
quent doses.  Kellogg  and  Mettier<8>  have 
shown  the  bone  marrow  failed  to  respond  to 
the  ingestion  of  dietary  iron  while  the  pa- 
tients were  undergoing  the  alkaline  therapy, 
but  on  withdrawal  of  the  alkalii,  an  increase 
in  the  concentration  of  hemoglobin  occurred. 
They  concluded  that  alkalinization  of  the  up- 
per part  of  the  gastro-intestinal  tract  inter- 
fered with  the  utilization  of  the  dietary  iron 
for  the  synthesis  of  hemoglobin.  In  addi- 
tion, one  must  keep  in  mind  that  intractable 
nausea  and  vomiting  or  prolonged  diarrhoea 
may  in  themselves  cause  a deficiency  as  re- 
sult of  a marked  impairment  of  absorption  of 
available  iron. 

IDIOPATHIC 

With  the  recognition  and  adequate  treat- 
ment of  the  first  two  groups,  many  of  the 
so-called  “refractory”  cases  were  promptly 
reclassified.  There  remains,  however,  a 
small  number  of  cases  which  are  truly  prob- 
lems, both  as  to  diagnosis  and  as  to  treatment 
At  this  point  it  might  be  pointed  out  that 
bone  marrow  biopsies  have  been  of  distinct 
value  in  some  of  the  more  complicated  prob- 
lems. Though  a simple  technical  procedure 
their  correct  interpretation  demands  a good 
deal  of  study  and  experience. 

In  our  original  series  there  were  eleven 
cases  in  which  a definite  diagnosis  could  not 
be  made  even  after  a most  thorough  and 
painstaking  study.  With  longer  periods  of 
observation  in  some  cases,  and  in  others 
which  eventually  came  to  post-mortem  ex- 
amination, we  were  finally  led  to  the  under- 
standing of  the  true  basic  pathology  that  ac- 
counted for  the  apparent  refractory  anemia. 
For  example,  two  cases  of  hypoplastic  ane- 
mia, one  of  early  Banti’s  disease,  and  one  of 
aleukemic  leukemia  were  disclosed  as  result 
of  this  additional  information.  Of  the  re- 
maining seven  cases,  two  have  died  and  in 
spite  of  post-mortem  examinations,  no  de- 
monstrable cause  for  their  anemia  was  found. 
Three  other  cases  in  which  all  forms  of  anti- 
anemic  therapy  failed  were  subjected  to 
splenectomy  without  apparent  beneficial  ef- 
fect. 

This  problem  has  been  recently  taken  up 
by  Rhoades  and  Barker(9>  who  analyzed  100 
cases  of  refractory  anemia  of  severe  degree 
which  did  not  respond  to  the  usual  therapeu- 


tic methods.  They  proved  the  existence  of 
two  major  groups — those  in  which  the  ane- 
mia is  associated  with  a recognized  disease 
entity  and  is  presumably  secondary,  and 
those  in  which  it  occurs  independently.  Tem- 
porary remissions  occurred  in  25  percent  and 
permanent  remissions  in  6 percent.  They 
found  no  treatment  effective. 

CONCLUSIONS 

1.  Many  of  so-called  “refractory”  or 
“atypical”  anemias,  may  be  due,  in  part,  to 
an  incorrect  diagnosis  or  incomplete  treat- 
ment. 

2.  More  attention  should  be  directed  to- 
ward establishing  a definite  diagnosis  before 
treatment  is  given. 

3.  With  establishment  of  the  diagnosis, 
the  type  of  treatment  is  indicated. 

4.  True  refractory  anemia  is  rare,  the  di- 
agnosis difficult,  the  prognosis  poor,  and  the 
treatment  ineffective. 
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A lecturer  tells  us  that  prehistoric  men 
were  never  bow-legged  or  round-shouldered. 
Still,  we  would  rather  be  bow-legged  than 
prehistoric. — Montreal  Star. 
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INTRODUCTION 

An  individual  may  live  from  day  to  day 
lacking  in  well-being  and  zest  for  life  due  to 
his  manner  of  reacting  to  circumstances.  So 
long  as  his  energy,  his  bodily  functions  and 
his  ability  to  respond  to  a situation  are  not 
impaired,  he  has  only  what  mankind  invari- 
ably has — trouble,  complexes,  emotional  dis- 
turbance and  frustration.  But  when  the  un- 
rest reaches  into  his  physiology  so  that  he 
can  no  longer  sleep  well  or  eat  with  hearti- 
ness or  satisfaction;  when  his  consciousness 
of  his  body  becomes  agog  with  fear,  and  his 
attention  switches  from  his  trouble  to  the 
reaction  within  him,  then  he  has  a neurosis ! 
(1)  This  may  be  a transient  state  such  as 
certain  anxiety  reactions.  Or,  it  may  become 
a pattern  response  of  the  individual — an  ac- 
tual illness.  In  fact  the  neuroses  in  many 
cases  are  more  an  impairment  of  the  whole- 
ness of  the  individual  than  those  disorders 
we  call  organic. 

PSYCHOLOGIC  ETIOLOGY 

According  to  Cannon — “an  escape  from 
the  insistent  demands  of  the  pathologist  for 
morphological  evidence  of  disease,  and  also 
from  the  vagueness  and  mysticism  of  the 
psychological  healers,  can  be  found  in  an  un- 
derstanding of  the  physiological  processes 
which  accompany  profound  emotional  experi- 
ence.” Prolongation  <2>  of  certain  principal 
depressing  emotional  conditions  which  ini- 
tiate the  series  of  emotional  reactions,  is  im- 
portant to  the  development  of  a neurosis. 
These  emotional  conditions  are  fear,  anxiety, 
boredom,  feelings  of  inferiority  and  jealousy. 
It  is  the  frequency  and  duration  of  the  emo- 
tional reaction  chiefly,  which  sets  it  off  in 
simple  state  from  its  occurrence  in  neuroses. 

For  instance,  many  individuals  blush  if 
they  are  embarrassed;  a neurotic  may  blush 
every  time  he  comes  into  company.  Palpita- 
tion occurs  in  many  people  as  an  emotional 
reaction  to  situations  which  promote  fear  and 
anxiety.  In  the  neurotic  it  may  occur  when 
he  is  undisturbed,  or  even  on  awakening.  In 
general  certain  people  have  these  reactions 
prolonged  until  they  become  an  illness  for  one 
of  the  following  reasons. 

'Read  at  the  regular  meeting  of  The  Lancaster  County  Medi- 
cal Society  on  Nov.  1,  1938. 


1.  The  emotional  reaction  is  dreaded  eith- 
er because  it  is  so  uncomfortable  in  itself 
or  because  of  the  consequences  it  is  supposed 
to  bring  about.  Example — a person  fearing 
that  palpitation  means  organic  heart  disease. 

2.  The  reaction  may  be  prolonged  because 
of  associations  which  produce  a conditioned 
reflex.  Example — an  individual  having  a 
headache  every  time  he  eats  a certain  food — 
which  may  be  a psycho-allergic  phenomenon. 

3.  Symptoms  may  continue  because  the 
patient  derives  an  advantage  from  their  pres- 
ence. Example — a neurotic  woman  whose  ill- 
ness made  it  necessary  for  her  to  stay  in  a 
sanitarium,  by  which  she  was  relieved  of  the 
care  of  an  invalid  mother.  (In  this  regard  it 
is  extremely  important  to  bear  in  mind  that 
the  patient  with  a neurosis  is  unaware  that 
he  keeps  his  symptoms  because  of  their  ad- 
vantage). 

In  hysteria  we  are  dealing  with  an  indivi- 
dual who  answers  the  difficulties  of  his  en- 
vironment by  a negative  response.  The  re- 
action is  of  such  a nature  that  it  is  clearly 
impossible  for  him  to  continue  to  perform  his 
duties  at  all  for  the  time  being.  He  seems  to 
be  marked  out  as  a person  with  a particular 
constitutional  make-up.  It  is  interesting  to 
note  that  the  uneducated  seem  to  be  more  af- 
flicted with  this  condition. 

PSYCHOPATHOLOGY 

We  agree  with  Dr.  Abraham  Myerson  that 
it  is  best  to  dispense  with  the  term  “function- 
al disease,”  and  state  at  once  that  concrete 
etiology  and  pathology  are  unknown  in  the 
neuroses.  There  can  be  no  function  without 
a structured.  And  our  inability  to  localize 
the  etiology  to  a specific  organ  or  tissue 
makes  it  all  the  more  illogical  to  conclude 
that  a function  is  disturbed.  Nevertheless, 
we  may  understand  much  about  the  nature 
of  the  neuroses,  even  though  we  cannot  local- 
ize the  disturbance  specifically.  The  diffi- 
culty is  understandable  when  we  realize  that 
the  very  nature  of  a nerve  impulse  is  still  a 
matter  of  speculation. 

In  this  paper  we  are  adhering  very  closely 
to  the  system  refined  by  T.  A.  Ross.  Ac- 
cording to  Ross  there  are  two  phenomena 
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which  account  for  all  the  physical  manifesta- 
tions of  the  neuroses.  These  are  the  emo- 
tional reaction  which  occurs  without  previous 
training,  and  its  important  modification,  the 
conditioned  reflex. 

Watson  states  that  an  emotion  is  an  he- 
reditary “pattern  reaction”  involving  pro- 
found changes  of  the  bodily  mechanisms  as  a 
whole,  but  particularly  of  the  visceral  and 
glandular  systems.  For  a serviceable  way  to 
mark  off  an  emotional  reaction  from  an  in- 
stinctive reaction  we  might  consider  the  fol- 
lowing: The  shock  of  an  emotional  stimulus 

throws  the  organism  for  the  moment  at  least 
into  a chaotic  state.  When  in  the  first 
shock  of  an  emotional  state,  the  subject 
makes  few  adjustments  to  objects  in  his  en- 
vironment. The  subject  in  an  instinctive  act 
usually  does  something;  he  throws  his  hand 
up  for  defense,  blinks  his  eyes  or  ducks  his 
head;  runs  away,  bites,  scratches,  kicks  and 
grasps  whatever  his  hand  touches.  When 
adjustments  called  out  by  the  stimulus  are 
internal  and  confined  to  the  subject’s  body, 
we  have  emotion,  as  for  example,  blushing; 
when  the  stimulus  leads  to  adjustment  of  the 
organism  as  a whole  to  objects,  we  have  in- 
stinct. Watson  considers  fear,  rage  and  love 
as  the  original  and  fundamental  emotional 
reactions. 

A reflex,  on  the  other  hand,  implies  the 
simplest  type  of  activity  that  can  ordinarily 
be  produced.  It  is  an  abstraction  because  re- 
flex action  in  the  eye,  leg.  hand  or  foot  can 
never  take  place  in  isolation.  Action  is  al- 
tered in  other  parts  of  the  body  as  well,  al- 
though the  pattern  is  confined  to  some  fairly 
circumscribed  glandular  or  muscular  tissue. 
Loeb  considers  an  instinct  as  a system  of 
chained  reflexes.  This  is  a useful  concept 
only  in  a schematic  way.  Fairly  serviceable 
classification  of  instincts  in  the  animal  world 
include  food-getting,  home  building  activi- 
ties, attack  and  defense,  migration,  etc.  In 
man  there  may  be  rudimentary  elements  of 
many  of  these  activities,  but  long  before  the 
organism  is-  in  a situation  to  exercise  such  in- 
tegrations, habit  has  over-laid  everything. 
Observations  seem  to  show  that  combinations 
or  integrations  occur  among  emotional,  in- 
stinctive and  habit  activities. 

Emotional  reactions (4)  are  either  positive 
or  negative  in  nature.  The  positive  emotion- 
al reaction  corresponds  to  the  advanced  prim- 
itive man  who  tried  to  fight  his  enemy  or 
who  ran  away  actively  and  who  in  doing  so 


secreted  a good  deal  of  adrenalin.  The  fol- 
lowing are  examples : vomiting  at  sight  of  ob- 
noxious food,  palpitation  of  heart  in  condi- 
tion of  stress,  screaming  of  infant  with  loud 
noise,  crying  of  infant  when  restrained  phys- 
ically, smiling,  etc.  of  an  infant  on  stroking 
or  manipulation  of  erogenous  zones,  striking 
out  in  anger,  blushing  in  anger  or  embarrass- 
ment. 

The  negative  emotional  reaction  may  be 
said  to  correspond  to  that  primitive  man  who 
eluded  his  enemies  by  lying  quite  still.  There 
are  few  negative  responses  natural  to  human 
beings.  Among  these  are  fainting  unrelated 
to  physical  causes  and  holding  the  breath  in 
anger  and  frustration.  Running  away  from 
something  may  be  a negative  emotional  reac- 
tion, as  well. 

In  conditioned  reflex  phenomenon  there  is 
a learned  substituted  reaction  pattern  which 
replaces  the  inherent  pattern  of  stimulus  and 
response.  The  work  of  Pavlow  with  dogs  is 
the  classical  example.  There  are  numerous 
examples  in  the  mass  of  objects  tied  up  with 
individual’s  fear  responses.  The  infant’s 
control  of  the  mother  by  crying  is  a simple 
pattern.  An  example  which  illustrates  the 
conditioning  mechanism  is  alarm  response 
such  as  jumping  in  an  ex-soldier  when  he 
hears  a loud  blast  that  in  anyway  simulates 
the  noise  of  artillery. 

These  phenomena  are  the  essential  part  of 
the  manifest  structure  of  the  neuroses.  The 
events  or  facts  which  relate  to  the  pattern  in 
a causative  way  may  be  hidden  in  the  intric- 
ate mental  processes  of  the  individual.  We 
should  therefore  consider  the  nature  of  these 
processes.  A mental  process  implies  choice 
or  at  least  the  appearance  of  choice.  The 
conscious  factor  in  mentation  appears  to  be 
variable.  As  for  instance  an  individual  walk- 
ing on  the  street  is  not  cognizant  of  every- 
one he  passes  and  yet  if  he  did  not  guide  his 
actions  he  would  bump  into  them.  This  ar- 
gues the  existence  of  a mind  or  of  mental 
processes  which  are  not  always  conscious. 
Also  there  are  things  on  the  margin  of  con- 
sciousness which  keep  surging  in  and  out, 
e.  g.  the  people  on  the  street.  There  are  all 
the  things  that  a person  knows,  but  which 
are  not  in  consciousness  for  the  moment  nor 
in  the  margin.  An  illustration  is  the  multi- 
plication table  which  was  not  in  my  con- 
sciousness a moment  ago  but  is  now.  More 
important  to  the  neuroses  are  the  events 
which  have  been  forgotten,  but  which  still  in- 
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fluence  action,  although  the  subject  cannot 
by  any  voluntary  means  recall — a kind  of  un- 
consciousness. The  proof  has  been  found  in 
hypnosis:  an  order  to  write  a letter  is  fol- 
lowed in  conscious  state  although  the  indivi- 
dual does  not  know  why  he  writes — yet  there 
is  choice.  Another  evidence  of  the  uncon- 
scious is  the  power  of  certain  individuals  to 
waken  an  hour  earlier  than  usual.  Dreams 
throw  light  on  this  unconscious  thinking. 
Against  the  psychoanalytic  view,  Ross  holds 
that  a conscious  conflict  which  is  openly 
evaded  may  cause  neurotic  symptoms  as 
much  as  an  unconscious  one. 

The  hysterical  reaction  or  symptom  is  a 
negative  emotional  reaction,  and  therefore 
an  under-reaction  or  absence  of  reaction.  The 
manifest  anxiety  has  been  converted  into  the 
hysterical  symptom.  It  is  not  universally 
true  that  by  this  conversion  consciousness 
has  gotten  rid  of  what  was  troubling  it  most, 
viz.  anxiety.  Many  afflicted  individuals  will 
display  manifestations  of  both  anxiety  reac- 
tion and  hysteria.  Unlike  the  anxiety  reac- 
tion, which  may  be  found  in  small  measures 
in  normal  individuals,  the  hysterical  symp- 
tom is  never  found  in  normal  people. 

SYMPTOMATOLOGY  (5) 

1.  Mental  Symptoms 

A.  Amnesia: 

Loss  of  memory  for  definite  blocks  of  time.  A 
definite  epoch  is  wiped  out.  Such  losses  of  memory 
are  common  after  times  of  the  utmost  stress.  A 
cruder  thing  than  the  loss  of  memory  due  to  repres- 
sion. The  latter  drops  out  certain  incidents  but  the 
patient  is  unaware.  In  amnesia  everything  for  some 
period  is  forgotten  and  the  patient  is  aware  that 
there  is  a gap. 

B.  Fugues — a dissociation. 

In  certain  circumstances,  for  which  there  is  after- 
wards amnesia,  the  patient  may  wander,  and  when 
he  comes  to  himself  he  may  find  that  he  is  a consid- 
erable distance  from  the  place  from  which  he  set  out. 

He  cannot  be  unconscious  of  the  surroundings  be- 
cause he  conducts  himself  with  organization  or  care. 
The  state  may  last  a few  hours  only  or  for  several 
days. 

C.  Double  personality — dissociation. 

Two  separate  consciousnesses  which  do  not  hold 
any  sort  of  communication  with  each  other.  Except 
for  such  short  episodes  as  a fugue,  the  condition  is 
rare. 

D.  Hallucination. 

Where  the  attempt  to  push  the  disagreeable  com- 
plex out  of  consciousness  has  been  only  partially 
successful,  some  portion  of  it  may  remain  and  this 
may  be  the  origin  of  an  hallucination. 

E.  Somnambulism. 

This  differs  from  fugue  in  some  respects.  It 


comes  on  with  no  greater  stimulus  than  that  of  going 
to  sleep.  He  may  remember  the  occurrence  as  a 
very  vivid  and  consecutive  dream  or  he  may  remem- 
ber nothing  about  it  at  all. 

In  both  fugue  and  somnambulism  there  has  been 
a failure  to  deal  satisfactorily  with  a disagreeable 
experience  during  the  ordinary  waking  life.  The 
somnambulist  has  shirked  some  problem  by  trying  to 
put  it  out  of  his  mind,  and  all  that  he  has  succeed- 
ed in  doing  has  been  to  put  it  into  some  other  part 
of  his  mind,  in  which  its  activity  becomes  re-estab- 
lished as  soon  as  his  main  personal  consciousness 
loses  control,  either  when  sleep  comes  on  as  in  som- 
nambulism, or  when  the  shock  of  a disagreeable  as- 
sociation occurs  as  at  the  outset  of  the  fugue. 

Neither  the  somnambulist  or  the  person  with  a 
fugue  is  unconscious  nor  asleep  in  any  proper  sense 
of  the  word. 

F.  Hysterical  Fits. 

Attacks  of  temper  with  floods  of  tears  due  to  loss 
of  higher  mental  control,  accompanied  by  sensation 
of  a ball  in  the  throat  “Globus  Hystericus,”  may  pass 
into  the  hysterical  convulsion. 

Hysterical  vs.  epileptic. 

1.  Arms  and  legs  used  wildly  as  in  self-defense. 

2.  Seldom  hurts  himself  seriously. 

3.  Deep  reflexes  present  after  a convulsion. 

4.  May  be  absence  of  conjuntival  reflex. 

5.  May  be  hysterical  anaesthesia  of  cornea. 

6.  Pupils  usually  react  to  light  during  attack. 

G.  Delirium:  Trance. 

After  attacks  of  violent  nature,  either  with  emo- 
tional displays  of  temper  or  with  convulsions,  there 
may  be  states  of  delirium,  trance,  or  even  stupor. 
The  patient  may  talk  continuously  in  a seemingly  in- 
coherent way,  but  the  talk  will  have  reference  to 
something  which  has  had  a disturbing  influence  on 
her  in  the  past,  and  it  may  be  possible  to  get  consid- 
erable information  which  may  be  useful  in  the  dis- 
covery of  complexes. 

In  the  trance  state  the  patient  will  be  with  her  eyes 
open,  immobile,  often  in  some  dramatic  position.  If 
she  is  spoken  to  she  will  not  answer;  not  a flicker 
will  disturb  her  eyelids  even  with  shouting.  It  is 
uncommon  for  the  state  to  last  for  days.  Throwing 
cold  water,  etc.  will  usually  terminate  the  phenome- 
non. Not  remembered  after.  The  apparently  se- 
vere hysteric  may  be  a true  psychotic. 

2.  Somatic  Symptoms 

A.  Sensory. 

1.  Anaesthesia  of  the  skin  is  common— does  not 
correspond  to  an  anatomical  distribution. 

Physician  can  increase  the  symptom  by  taking  an 
interest  in  it. 

2.  Anaesthesia  of  the  special  senses  occurs:  blind- 
ness, deafness,  anosmia,  and  loss  of  taste.  Test  for 
labyrinth  reaction: 

Head  on  walking  stick  held  in  hands  and  runs 
around  the  stick  a dozen  times.  If  patient  is  able 
to  walk  straight  the  deafness  is  due  to  organic  dis- 
ease of  the  inner  ear.  Again  in  the  functional  case 
there  will  be  a temporary  nystagmus  after  such  a 
test;  in  labyrinthive  deafness  this  will  be  absent. 

3.  Hyperalgesias  of  skin  areas,  tenderness  of  the 
spine,  increased  sensibility  to  the  disagreeable  ef- 
fects of  light,  hyperacousis,  and  so  on.  Hysterical 
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headache — sometimes  described  as  like  a nail  being 
driven  into  the  skull. 

B.  Motor. 

Paralysis  or  abnormal  movements  of  any  voluntary 
action  of  the  body:  flaccid  paralysis,  spastic  paral- 
ysis, contracture,  clonic  or  choreiform  movements. 
(Paralysis  may  be  a monoplegia,  a paraplegia  or  a 
hemiplegia).  Neurological  differentiation. 

C.  Vasomotor  symptoms. 

Limbs  often  blue  and  cold  and  sometimes  have  a 
boggy  feel  (reflex  paralysis  may  cause  a true  nerve 
vasomoter  change).  The  nails  may  show  atrophy. 
There  may  be  a great  wasting  in  size  of  paralyzed 
limbs — more  than  seems  accountable  by  mere  disuse. 
Reflex  paralysis — hysterical  paralysis.  A false  ac- 
cusation of  shamming  does  great  harm  to  a hysteric. 

Loss  of  function  may  also  occur  in  the  viscera. 
There  may  be  a tendency  to  faint  on  small  provoca- 
tion; loss  of  voice  because  of  paralysis  of  the  ad- 
ductors of  vocal  cords.  Diagnosis  is  easy,  for  in 
the  aphonic  cases  the  patient  is  able  to  cough  with  a 
clear  sound,  and  where  there  is  mutism  he  is  able  to 
write  without  difficulty,  and  does  so  with  excessive 
fluency.  (Not  according  to  anatomical  distribution). 

Difficulty  in  swallowing  is  not  uncommon.  Said 
to  be  greater  for  fluids  than  solids. 

Hysterical  vomiting — frequently  brought  up  im- 
mediately. 

Anorexia  Nervosa:  a form  of  hysteria  in  which 
there  is  complete  loss  of  the  sense  of  appetite.  Al- 
most always  a young  unmarried  woman.  She  wastes 
till  she  has  become  a bag  of  bones.  The  menses  are 
absent  early.  Yet  for  a long  time  she  will  preserve 
her  energy.  She  will  say  she  is  not  ill.  From  the 
beginning  she  will  get  food  surreptitiously.  It  is 
complications  as  tuberculosis  that  may  cause  death. 

The  hysterical  symptom  is  in  many  cases  a pro- 
tection against  anxiety  reaction.  The  hysteric  wishes 
to  deceive  himself  above  all  others. 

DIAGNOSIS^) 

The  diagnosis  of  a hysterical  somatic  mani- 
festation rests  on  the  history  and  a knowl- 
edge of  physical  signs  which  accompany  dis- 
ease of  the  nervous  system. 

1.  Taking  the  history. 

When  a patient  in  a physician’s  practice 
complains  of  illness  for  which  the  physician 
can  find  no  adequate  physical  cause,  a spe- 
cial appointment  should  be  made  at  a time 
when  a clear  hour  can  be  given  for  the  pur- 
pose of  going  over  the  genesis  of  the  condi- 
tion. With  either  the  incipient  or  the  fully 
developed  case,  the  first  interview  is  one  of 
the  most  important  of  all.  If  the  patient  ar- 
rives with  the  kind  of  symptoms  which  sug- 
gest the  presence  of  a neurotic  state,  and  the 
physician  is  pressed  for  time,  he  should  defer 
the  history  taking  until  he  has  at  least  a full 
hour  to  spare.  For  the  first  few  interviews, 
no  period  less  than  this  is  of  much  value.  The 
patient  has  a good  deal  to  say,  and  he  must 


be  allowed  to  say  it  spontaneously.  He  should 
be  asked  to  say  what  is  wrong,  and  full  notes 
should  be  taken  of  all  that  he  complains  of: 
if  he  is  given  rein,  the  complaints  will  prob- 
ably be  numerous,  but  even  if  he  is  allowed 
full  liberty,  as  he  most  certainly  should  be,  he 
will  not  be  able  to  state  everything  of  which 
he  does  complain.  Therefore,  when  he  is 
done,  the  physician  should  inquire  about  the 
health  of  all  those  systems  of  the  body  which 
the  patient  has  omitted  to  mention.  It  is 
particularly  important  to  inquire  about  every 
region  and  function  of  the  body  so  that  none 
will  seem  to  have  been  specially  selected. 

After  the  whole  of  the  symptoms  have 
been  obtained  the  history  should  be  taken. 
This  must  not  be  rigid.  Even  though  con- 
fusing to  the  listener,  the  patient  should  be 
allowed  to  tell  his  story.  Restrictions  may 
be  taken  as  rebuffs  and  thereby  inhibit  the 
expression  of  important  information.  If  he 
has  difficulty  in  starting  it  will  be  convenient 
to  begin  with  the  story  of  the  present  at- 
tack. The  patient  should  be  asked  to  say 
what  he  considers  were  the  casual  factors  in 
bringing  on  the  attacks  which  he  is  describ- 
ing and  also  previous  attacks.  No  comment 
of  a critical  nature  should  be  passed.  Until 
the  physician  has  examined  the  patient  he  is 
not  in  a position  to  say  anything.  The  mem- 
ory stimulation  frequently  carries  over  an 
interview  and  it  is  therefore  well  to  have  the 
patient  write  down  his  impression  between 
interviews.  If  the  patient  should  complain 
about  note  taking  it  is  best  to  forego  this 
procedure. 

Following  the  history  of  attacks  the  whole 
life  history  of  the  patient  should  be  inquired 
into,  beginning  with  childhood,  again  leaving 
the  patient  to  tell  his  story.  It  is  uncommon 
for  history  taking  to  require  more  than  three 
or  four  sittings.  Occasionally  it  will  take 
longer;  the  patient  only  can  decide.  It  is  ab- 
solutely essential  that  no  third  person  should 
be  present  during  interviews.  The  presence 
of  a nurse  or  other  third  person  is  only  nec- 
essary during  the  physical  examination  of 
individuals  of  the  opposite  sex. 

2.  The  physical  examination)") 

After  the  history  has  been  completed,  the 
next  step  is  the  physical  examination.  This 
must  be  thorough.  The  patient  should  be  in 
bed  or  on  an  examining  table,  for  he  must  be 
examined  from  top  to  toe.  It  is  not  fully 
realized  what  a powerful  therapeutic  instru- 
ment lies  in  the  hands  of  every  physician  in 
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the  shape  of  the  art  of  physical  examination. 
Some  of  these  patients  have  been  examined 
often ; many  of  them  know  how  each  system 
of  the  body  should  be  dealt  with;  many  of 
them  have  been  examined  by  first-class  clini- 
cians. It  is  possible  that  the  opinions  of 
some  leader  of  the  profession  are  about  to  be 
challenged  during  the  course  of  treatment. 
The  physician  will  have  little  chance  of  ob- 
taining a hearing  unless  his  examination  is 
quite  the  most  complete  that  the  patient  has 
ever  gone  through.  In  addition  to  the  im- 
portance of  what  the  patients  may  think,  the 
physician  has  no  right  to  differ  from  anyone 
else  unless  he  has  been  as  thorough  as  the 
other  examiner  was. 

There  is  one  exception  to  the  rule  of  an 
elaborate  examination  in  cases  of  hysteria; 
little  should  be  done  in  the  way  of  examining 
conditions  of  anaesthesia.  If  much  attention 
is  paid  to  this  symptom  it  will  extend  in 
area,  and  if  the  physician  himself  seems  to 
think  that  it  is  of  importance  the  patient  will 
assuredly  not  think  otherwise.  Neither 
should  the  symptom  be  ignored.  The  area  of 
anaesthesia  should  be  mapped  out  once;  no 
correction  or  revision  of  it  should  be  at- 
tempted, and  some  remark  should  be  made 
such  as  that  that  sort  of  thing  is  common. 
The  anaesthesia  should  never  be  alluded  to 
again.  It  is  essential  here,  even  more  in  hys- 
teria than  in  anxiety  states,  that  the  exami- 
nation should  be  made  once  for  all;  when  it 
has  been  completed,  and  the  opinion  has  been 
given,  there  must  be  no  further  doubt  in  the 
physician’s  mind.  He  must  never  want  to 
reassure  himself  on  any  point.  The  easy  re- 
moval of  the  hysterical  manifestation  de- 
pends entirely  on  the  patient  knowing  that 
the  doctor  is  absolutely  certain  in  his  own 
mind  about  its  nature. 

3.  Differential  Diagnosis!8) 

According  to  Ross  there  are  two  diseases 
which  are  apt  to  be  confused  with  hysteria. 
Disseminated  Sclerosis  presents  difficulties 
because  one  of  its  earliest  manifestations 
may  be  what  looks  like  hysterical  paralysis. 
There  may  be  no  physical  signs  of  organic 
disease  at  all.  The  patient  will  recover  from 
this  manifestation,  but  later  may  develop 
some  other  symptom  which,  with  his  previ- 
ous experience  of  the  case,  the  physician  will 
be  apt  to  diagnose  as  a further  hysterical 
symptom  unless  he  again  makes  as  careful  an 
examination  as  he  did  the  first  time ; but  by 
now  there  may  be  some  unequivocal  sign  such 
as  an  upturned  toe  with  the  plantar  reflex, 


or  absence  of  the  abdominal  reflexes.  This 
should  make  us  remember  that  hysterical 
symptoms  do  not  prevent  a patient  from  de- 
veloping organic  disease.  Paralysis  agitans 
without  gross  agitation  of  movements  is  also 
confused  with  hysteria.  The  patient  is  losing- 
power,  and  is  clumsy  in  his  movements;  the 
loss  is  often  in  one  hand,  or  is  hemiplegia  in 
distribution.  There  is  often  a history  of 
strain  and  even  of  shock  which  makes  the 
diagnosis  of  hysteria  very  tempting.  The 
history,  however,  does  not  show  any  rapid 
development  of  the  condition,  which  is  the 
usual  thing  in  hysteria.  There  is  a slow  loss 
of  the  finer  movements,  which  makes  button- 
ing the  clothes  an  increasingly  difficult  af- 
fair; there  is  slowly  progressing  clumsiness. 
When  the  patient  is  examined  there  is  loss 
of  expression  of  the  face,  which  usually  be- 
comes rigid  and  immobile  at  an  early  date. 
The  arm  affected  is  stiff  rather  than  spastic ; 
the  movements  are  performed  accurately  but 
slowly.  There  is  no  sign  of  involvement  of 
the  pyramidal  tract ; the  reflexes  are  normal. 
Later  the  increasing  rigidity  makes  the  pic- 
ture more  easy  to  recognize.  In  addition  to 
these  two  conditions,  hysteria  must  be  dif- 
ferentiated from  malingering.  As  a matter 
of  practice  a patient  with  apparently  hysteri- 
cal symptoms  should  never  be  accused  of 
malingering.  Even  if  he  is,  the  reason  why 
he  is  malingering  needs  inquiry  just  as  much 
as  why  he  has  an  hysterical  palsy ; and  if  the 
accusation  is  made,  there  is  not  the  slightest 
chance  of  that  patient,  whether  an  hysteric 
or  a malingerer,  going  any  farther  with  the 
same  physician.  A malingerer  may  even  be 
suffering  from  some  grave  organic  disease, 
and  be  compelled  to  malinger  because  no  one 
pays  any  attention  to  his  complaints  or  puts 
him  off  by  saying  that  there  is  nothing- 
wrong. 

(To  be  continued  in  next  issue  of  this  Journal) 


Vitamin  K 

Vitamin  K,  which  is  supposed  to  be  the 
antihemorrhagic  factor  in  food,  has  been 
found  in  alfalfa  leaves,  dog,  pig  and  lamb 
livers,  The  Journal  of  the  American  Medical 
Association  for  Dec.  31  reports  in  a Current 
Comment. 

The  efficacy  of  Vitamin  K,  in  patients 
with  obstructive  jaundice  with  easy  bleed- 
ing, is  increased  when  the  intestinal  bile  is 
restored  to  normal.  The  effect  is  still  great- 
er if  bile  and  vitamin  K are  given  together. 
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EDITORIAL 


LEGISLATORS  ARE  HUMAN 

The  State  Legislature  is  in  session.  It  is 
our  understanding  that  the  present  Unicam- 
eral Body  is  composed  of  men  and  women 
whose  endeavors,  unlike  the  usual  run  of  law- 
makers, are  along  strict  lines  of  public  serv- 
ice without  regard  to  ward  politics.  They  are 
practical  persons  appreciative  of  the  tasks 
before  them  and  the  duties  for  which  they 
were  elected  by  their  constituents.  Being 
human  they  are  undoubtedly  subject  to  the 
accepted  virtues  and  shortcomings  common 
to  all  of  us.  That  they  are  eager  to  achieve 
creditable  political  standing  is  perfectly  nat- 
ural. 

We  emphasize  these  qualities  as  a premise 
that  bills  ultimately  passed  and  incorporated 
into  our  statute  books,  or  proposals  rejected 
as  unacceptable  are  so  ordered  following 
careful  deliberation  on  the  part  of  those  re- 
sponsible for  their  fate.  Bills  are  submitted 
to  the  legislature  only  because  some  indi- 
vidual or  group  is  interested.  If  there  is  no 
opposition  they  are  passed.  A bill  is  defeat- 
ed only  when  other  individuals  or  groups  are 
capable  of  convincing  the  legislators  that  it 
is  detrimental  to  the  interests  of  the  voters. 
This  is  the  American  system  of  government, 


and  we  like  it.  That  many  nonsensical  laws 
exist,  and  that  many  more  nonsensical  laws 
will  be  placed  on  our  statute  books  in  time  to 
come  is  perhaps  unavoidable. 

Legislators  cannot  be  expected  to  possess 
encyclopedic  knowledge  required  in  the  evalu- 
ation of  all  phases  of  the  hundreds  of  bills 
submitted  to  their  desks.  The  information 
on  which  they  rely  necessarily  comes  from 
sources  interested  in  the  proposed  document, 
except  in  cases  where  the  introducer  of  the 
bill  has  made  a special  study  of  the  problems 
involved. 

This  situation  physicians  must  fully  real- 
ize. Bills  pertaining  to  the  various  phases 
of  private  and  industrial  medical  practice  and 
public  health  may  appear  simple  to  us.  To 
the  layman  however,  they  look  so  compli- 
cated that  our  representatives  often  find 
themselves  in  a maze  of  arguments  which 
only  add  confusion  to  the  dilemma.  Most 
legislators  are  eager  to  do  what  is  best  for 
their  constituents.  Most  legislators,  too,  are 
willing  to  hear  and  digest  all  of  the  factors 
involved  in  a given  bill.  But  the  information 
must  be  made  readily  available.  We  believe 
that  on  matters  of  health  the  physician  can 
render  invaluable  service  to  his  legislator  by 
affording  him  facilties  whereby  such  infor- 
mation as  he  seeks  can  be  supplied  him  in 
simple  terms.  The  doctor  need  not  be  biased. 
Whatever  is  best  for  the  public  remains  best 
for  the  doctor.  The  converse  is  also  true. 


CANCER  CONTROL 

The  time  is  now  upon  us  for  our  annual 
concentration  on  the  problem  of  cancer. 
Much  progress  has  been  made  in  the  last  few 
years  in  practically  every  phase  of  this  pro- 
tean disease.  Only  a short  time  ago  our  na- 
tional speakers  on  Cancer  stated  emphatical- 
ly that  heredity,  trauma,  diet  and  other  re- 
lated factors  had  nothing  to  do  with  cancer. 
This  is  all  being  changed  rapidly  and  due  to 
these  changes  which  have  sound  scientific 
and  clinical  background  the  general  practi- 
tioner is  beginning  to  realize  that  the  diag- 
nosis is  no  longer  necessarily  a prediction  of 
early  death. 

A great  number  of  cancers  are  now  amen- 
able to  palliative  measures  and  in  many  in- 
stances definite  cures  are  obtained.  The  day 
is  past  when  a patient  is  treated  only  for  the 
visible  cancer.  We  have  learned  that  this 
failure  of  the  tissues  to  rebuild  destroyed  or 
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worn-out  cells  with  fresh  cells  which  follow 
normal  biological  processes  is  often  due  to  re- 
mote causes  which  can  be  influenced  by  prop- 
er treatment.  The  day  is  long  past  when  one 
type  of  treatment  for  cancer  is  just  as  good 
as  another  and  the  intelligent  layman  knows 
this  fact.  It  therefore  behooves  everyone  to 
observe  carefully  facts  which  are  known  to 
be  of  value  in  the  management  of  cancer  as 
well  as  that  which  has  been  developed  as  new 
in  this  field  and  may  be  of  clinical  use.  Can- 
cer is  now  recognized  even  by  the  laity  as  not 
due  to  one  cause  nor  amenable  to  a single 
cure.  Much  is  being  written  on  the  subject 
for  lay  consumption  and  much  of  it  contains 
important  truths.  The  doctor  should  always 
be  better  informed  on  questions  of  such  wide 
interest  as  cancer,  than  his  lay  neighbor  who 
is  well  aware  of  the  value  of  timely  discovery. 
It  behooves  us  all,  therefore,  to  study  the 
cancer  problem  ?t  least  once  each  year.  The 
imnortance  of  early  diagnosis  cannot  be  over- 
estimated. Appreciation  of  early  signs  and 
symptoms,  a knowledge  of  advances  in  diag- 
nostic and  therapeutic  measures  as  related  to 
cancer  should  be  systematically  summarized 
at  least  once  annually.  Now  is  the  time. 

James  F.  Kelly,  M.  D.,  F.  A.  C.  R., 

Chairman.  Cancer  Committee 

Nebraska  State  Medical  Association. 


ANNOUNCEMENTS 


Have  you  paid  your  dues?  If  not,  please 
forward  immediately  a check  to  your  local 
secretary,  covering  local  dues  plus  $10.00  for 
state  dues. 


THE  ANNUAL  MEETING 

The  Annual  Meeting  of  the  Nebraska  State 
Medical  Association  will  be  held  in  Grand  Is- 
land May  2,  3,  and  4.  There  will  be  excellent 
facilities  for  entertaining  the  Association  at 
the  meeting.  An  interesting  scientific  pro- 
gram has  already  been  arranged  with  guest 
speakers  in  many  important  fields  of  medi- 
cine and  on  many  subjects  of  interest  to  all 
members  of  the  profession.  Dr.  Rock  Sleys- 
ter,  President-elect  of  the  A.  M.  A.,  will  be  a 
guest  of  honor. 

During  the  meeting  there  will  be  an  eve- 
ning devoted  to  a discussion  of  Socialized 
Medical  Practice  with  distinguished  guests 
participating.  This  should  be  of  great  inter- 


est to  everyone  and  a large  attendance  is  an- 
ticipated. 

There  will  be  Scientific  Exhibits,  Commer- 
cial Exhibits,  Noon-day  lunch  meetings,  the 
Annual  Banquet  and  all  the  attractions  you 
have  found  at  the  meetings  the  last  few 
years.  Every  hour  of  your  time  can  be  spent 
for  the  full  three  days  in  pleasant  and  profit- 
able fashion. 

Mark  the  date  on  ycur  calendar  now  and 
plan  to  be  in  Grand  Island  for  the  first  day 
of  the  meeting,  May  the  second. 


ANNUAL  SPRING  CLINIC  OF  THE 
ST.  JOSEPH  CLINICAL  SOCIETY 

The  St.  Joseph  Clinical  Society  will  hold 
its  eighth  annual  spring  clinic  on  March  28th 
and  29th,  at  the  Hotel  Robideaux,  St.  Joseph, 
Mo.  There  will  be  no  registration  fee.  The 
purpose  of  the  meeting  is  to  offer  a concen- 
trated post-graduate  course  in  recent  ad- 
vances in  clinical  medicine  and  surgery  as  in- 
terpreted by  eminent  clinicians  who  will  be 
our  guest  speakers.  Over  60  such  guest 
speakers  have  already  honored  the  society  in 
the  past.  This  year’s  speakers  offer  an 
especially  attractive  series  of  clinical  lec- 
tures. Aware  of  the  ever  increasing  import- 
ance of  more  recent  social  trends  as  thev  af- 
fect organized  medicine,  we  have  secured  Dr. 
Morris  Fishbein  who  will  deliver  an  address 
to  which  the  general  public  will  be  invited. 
Two  luncheons  and  banquets  will  be  reserved 
for  relaxation  and  entertainment.  The  St. 
Joseph  Clinical  Society  extends  a cordial  in- 
vitation to  all  members  of  the  medical  pro- 
fession who  mav  wish  to  be  our  guests  at 
this  clinical  gathering. 

Dr.  Gershom  J.  Thompson:  “Transurethral  Prosta- 
tic Resection.” 

Dr.  Q.  W.  Newell:  “Cancer  of  the  Uterus.” 

Dr.  Fred  J.  Taussig:  (Round  table  discussion) 
“Treatment  of  Septic  Abortion.” 

Dr.  F.  J.  Taussig:  “The  Co-ordination  of  Radium 
with  Surgery  in  the  Treatment  of  Cervix  Cancer.” 

Dr.  Willis  C.  Campbell:  “Some  Aspects  of  Surgery 
of  the  Hip  Joint.” 

Dr.  Heyworth  N.  Sanford:  “Jaundice  in  the  New 
Born.” 

Dr.  Heyworth  N.  Sanford:  (Banquet)  “Some  Ob- 
servations on  Disturbances  of  Blood  Coagulation.” 

Dr.  August  A.  Werner:  “The  Effect  of  the  Duct- 
less Glands  in  Growth  and  Development.” 

Dr.  Ralph  A.  Kinsella:  “The  Pneumonias.” 
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Dr.  Walter  C.  Alverez:  “Useful  Hints  in  the  Treat- 
ment of  Indigestion.” 

Dr.  Maurice  C.  Howard:  “Problems  of  Gastric 
Hemorrhage.” 

Dr.  Morris  Fishbein:  (noon  luncheon)  “American 
Medicine  and  the  National  Health  Program.” 

Dr.  Morris  Fishbein:  (open  public  address)  “The 
Social  Aspects  of  Medical  Care.” 

Dr.  J.  A.  Myers:  “Modem  Methods  in  Diagnosis 
and  Therapy  of  Tuberculosis.” 

Dr.  Coyne  H.  Campbell:  “Practical  Points  in  the 
Management  of  Neurotic  Symptoms,  Inhibitions  and 
Anxiety.” 

Dr.  Manuel  Grodinsky:  “Pyogenic  Infections  of  the 
Hand  and  Foot.” 

A special  program  of  lectures  and  demon- 
strations in  surgery  and  medicine  will  be 
held  under  the  direction  of  The  Mayo  Found- 
ation from  April  11  to  15,  inclusive.  Morn- 
ings will  be  devoted  to  surgical  and  medical 
clinics.  In  the  afternoons  and  evenings  pre- 
sentations of  various  surgical  subjects  will 
be  made  and  symposiums  will  be  conducted 
on  heart  disease,  arthritis,  gynecology,  gas- 
tro-enterology,  oxygen  therapy,  pneumonia 
and  bronchial  asthma.  Visiting  physicians 
are  invited  to  attend. 


THE  AMERICAN  CONGRESS  ON  OBSTET- 
RICS AND  GYNECOLOGY 

An  American  Congress  on  Obstetrics  and 
Gynecology  was  proposed  by  the  Central  As- 
sociation of  Obstetricians  and  Gynecologists 
to  study  our  present-day  problems  on  obstet- 
rics and  gynecology  and  their  solution. 

National,  sectional,  and  local  societies  of 
obstetrics  and  gynecology  have  passed  reso- 
lutions approving  such  a congress.  Repre- 
sentatives of  these  societies  petitioned  The 
American  Committee  on  Maternal  Welfare, 
Inc.,  of  which  Dr.  Fred  L.  Adair  is  Chairman, 
to  sponsor  the  meeting.  This  committee  ac- 
cepted the  responsibility  and  decided  to  hold 
the  meeting  in  Cleveland,  Ohio,  September 
11-15,  1939.  The  major  committees  have 
been  appointed  and  are  now  planning  the  pro- 
gram and  the  organization. 

To  present  a program  of  our  present-day 
medical,  nursing,  and  health  problems  from 
a scientific,  practical,  educational,  and  eco- 
nomic viewpoint  so  far  as  they  relate  to  hu- 
man reproduction  and  maternal  and  neonatal 
care.  The  program  and  exhibits  will  be  pre- 
sented in  such  a manner  that  they  will  be  of 
value  not  only  to  the  medical  profession  but 


to  nurses  and  all  persons  and  agencies  con- 
cerned with  the  problems  of  human  repro- 
duction and  maternal  and  neonatal  care,  as 
well  as  to  the  lay  groups. 

This  is  not  in  any  sense  a legislative  body 
and  will  take  no  action  relative  to  Maternal 
and  Infant  care.  Its  purpose  is  as  clearly 
stated  a Congress  for  the  presentation  of  sci- 
entific material  mostly  of  factual  sype.  It  is 
hoped  that  this  will  lead  to  better  under- 
standing among  professional  groups  of  the 
problems  involved  in  human  reproduction 
and  to  a better  understanding  and  coordina- 
tion of  effort  among  the  groups  who  are  par- 
ticipating in  the  Congress. 

Dr.  Ralph  Luikart  of  Omaha  is  a member 
of  the  Congress  delegated  by  the  Central  As- 
sociation of  Obstetricians  and  Gynecologists. 


WOMAN’S  AUXILIARY 

President — Mrs.  C.  W.  Pollard.  301  Happy  Hollow  Blvd., 
Omaha. 

Secretary — Mrs.  Herman  Johnson.  6211  Chicago  St.,  Omaha 
Treasurer — Mrs.  Elmer  Hansen.  2425  South  St.,  Lincoln 
Press  and  Publicity — Mrs.  C.  Fred  Ferciot,  2738  Sewell  St., 
Lincoln. 


The  mid-year  board  meeting  of  the  Aux- 
iliary to  the  Nebraska  State  Medical  Asso- 
ciation, was  held  January  16th  at  the  Hotel 
Cornhusker  in  Lincoln.  Twenty-three  were 
present  at  the  ten  o’clock  business  meeting- 
and  all  were  guests  of  the  Lancaster  mem- 
bers of  the  State  Board  for  luncheon. 

The  reports  of  the  active  counties  were  of 
interest  to  all.  Douglas  County  reported  a 
very  active  program  which  should  be  an  in- 
spiration. Quoting  from  reports,  “The  net 
proceeds  of  a benefit  musical  tea  held  at  the 
home  of  Mrs.  William  Schmitz,  was  $187.95, 
which  was  divided  between  the  Serum  Center 
and  Conservation  of  Hearing  project.’’  “A 
talk  by  Dr.  Clarence  Hyland  on  ‘Human 
Convalescent  Serum’  was  sponsored  by  the 
Auxiliary  at  which  heads  of  various  Omaha 
organizations  were  guests,  October,  26, 
1938.” 

October  18,  1938,  a membership  tea  was 
held  at  the  home  of  Mrs.  M.  C.  Howard.  Six- 
ty members  were  present.  Mrs.  C.  C.  Tom- 
linson was  the  honored  guest  and  speaker. 
“The  Auxiliary  sold  tickets  to  the  Neuhaus 
Lecture  Course  on  a fifty-fifty  basis  to  raise 
money  for  the  Serum  Center  and  Community 
Chest.” 

The  newly  organized  Auxiliaries  were  wel- 
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corned  by  the  President,  Mrs.  Pollard.  Mrs. 
Charles  E.  Abbot,  of  Minden,  gave  an  excel- 
lent report. 

The  Lancaster  County  Auxiliary  met  for 
a Coffee-Sandwich  luncheon,  Monday,  Feb- 
ruary 6th,  at  the  home  of  Mrs.  James  Mac 
Woodward.  Forty  members  were  present  to 
hear  a talk  by  Mr.  M.  C.  Smith,  secretary  to 
the  Nebraska  State  Medical  Association  on 
“Medical  Legislation.” 

March  6th.  the  Lancaster  County  members 
will  be  entertained  at  a tea  at  the  beautiful 
new  home  of  Dr.  and  Mrs.  Clayton  F.  An- 
drews. 

The  Auxiliary  to  the  Douglas  County 
Medical  Society  held  a regular  meeting  Janu- 
ary 17th,  at  the  Old  English  Inn,  a Dutch 
treat  luncheon  was  served,  after  which  the 
president,  Mrs.  James  F.  Kelly  called  the 
meeting  to  order.  Mrs.  Kelly  gave  a report 
on  the  State  Meeting  which  she  attended  in 
Lincoln.  Mrs.  0.  J.  Cameron,  Public  Rela- 
tions Chairman,  gave  a report  on  the  Inter- 
Club  Council  Meeting,  which  she  attended  as 
delegate  from  our  group. 


HISTORY  OF  THE  NEBRASKA  WOMEN’S 
AUXILIARY  TO  THE  MEDICAL 
ASSOCIATION 

Arrangements  for  the  formation  of  a 
Woman’s  Auxiliary  to  the  Nebraska  Medical 
Association  were  begun  at  the  time  of  the 
Annual  State  Medical  meeting  in  Lincoln, 
Nebraska,  May  13,  1925,  at  the  suggestion  of 
Mrs.  F.  A.  Long  of  Madison.  The  following 
day,  at  the  home  of  Mrs.  J.  E.  M.  Thomson, 
a committee  consisting  of  Mesdames  Thom- 
son of  Lincoln,  Sandbury  of  Holdrege,  Wert- 
man  of  Milford,  was  selected  to  draw  up  a 
constitution.  Tentative  officers  were  se- 
lected. Mrs.  F.  A.  Long,  president,  and  Mrs. 
Clarence  Rubendall  of  Omaha,  secretary- 
treasurer. 

During  the  following  month  invitations 
were  sent  to  doctors  wives  all  over  the  state. 
The  twelve  who  met  to  discuss  the  object  of 
the  organization  were  Mesdames  Teal,  Walk- 
er, Rowe,  Thomson  and  Flansburg  of  Lin- 
coln ; Long  of  Madison ; Rubendall  and  Rice 
of  Omaha;  Sandbury  of  Holdrege;  Hustead 
of  Falls  City;  Melerian  of  Plainview;  Wert- 
man  of  Milford. 

The  object  of  the  organization  was  “to 
advance  through  the  wives  of  the  doctors 


the  aims  of  the  medical  profession  and  to  as- 
sist in  the  entertainment  at  all  of  the  medical 
conventions.”  Membership  dues  were  placed 
at  $1.00  per  year,  per  member. 

1925- 26 — President,  Mrs.  F.  A.  Long. 

First  annual  meeting  was  in  Omaha,  May, 
1926.  The  House  of  Delegates  of  the  Ne- 
braska Medical  Association  allowed  the  Aux- 
iliary to  complete  its  organization  by  a reso- 
lution, “That  the  Nebraska  State  Medical 
Association  hereby  recognize  and  welcome 
the  Woman’s  Auxiliary  to  the  Nebraska 
State  Medical  Association,  at  this,  our  regu- 
lar meeting  held  in  Omaha,  May,  1926.” 
Eleven  counties  were  organized:  Lancaster, 
Douglas,  Pawnee,  Madison,  Stanton,  Pierce, 
Antelope,  Adams,  Merrick,  Phelps  and  Dodge. 

1926- 27 — President,  Mrs.  Clarence  Ruben- 
dall Omaha. 

The  Auxiliary  was  affiliated  with  the  Ne- 
braska Federation  of  Women’s  Clubs  and  the 
Nebraska  Tuberculosis  Association  for  health 
education  purposes.  Washington  County 
was  organized.  $100.00  was  given  to  help 
furnish  a children’s  sun  parlor  at  the  Uni- 
versity Hospital. 

1927- 28 — President,  Mrs.  George  Walker, 
Lincoln. 

1928- 29 — President.  Mrs.  S.  A.  Preston, 
Fremont. 

There  were  now  eleven  Auxiliaries.  265 
paid  memberships. 

1929- 30 — President,  Mrs.  A.  P.  Overgaard, 
Omaha. 

The  plan  of  having  an  Advisory  Board 
from  the  Medical  Association  was  adopted. 
317  paid  members. 

1930- 31— President,  Mrs.  E.  W.  Rowe,  Lin- 
coln. 

Two  new  Auxiliaries  were  organized  and  a 
new  constitution  was  adopted.  Hygeia  was 
placed  in  many  schools.  The  first  Advisory 
Council  was  appointed,  Drs.  B.  F.  Bailey,  R. 
B.  Adams,  K.  S.  J.  Hohlen  of  Lincoln  and 
Overgaard  of  Omaha. 

1931- 32 — President,  Mrs.  Morris  Nielsen, 
Blair. 

She  said,  “The  greatest  task  we  have  be- 
fore us  now  is  not  how  much  we  do,  but  how 
well  we  do  it.”  County  Auxiliaries,  16. 
Memberships,  305.  Sold  144  subscriptions  to 
Hygeia. 

1932- 33 — President,  Mrs.  Clyde  Boeder, 
Omaha. 
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County  Auxiliaries,  20.  The  Medical  As- 
sociation’s Speakers’  Bureau  was  used  to 
give  talks  to  different  organizations. 

1933- 34 — President,  Mrs.  B.  F.  Williams, 
Lincoln. 

Counties  began  to  make  plans  for  work 
and  present  them  to  the  State  Convention. 
A “members-at-large”  committee  was  formed 
this  year.  The  second  vice-president  was 
recommended  as  assistant  to  the  Organiza- 
tion Chairman. 

1934- 45 — President,  Mrs.  C.  C.  Tomlinson, 
Omaha. 

She  stated,  “The  imperative  need  of  today 
is  an  undistorted  sense  of  values,  construc- 
tive thought  and  sound  judgment.” 

1935- 36 — President,  Mrs.  H.  R.  Miner, 
Falls  City. 

She  stated,  “Determined  effort  through 
success  and  failure,  has  achieved  for  the 
Auxiliary  a firm  foundation  upon  which  to 
build  an  increasingly  useful  organization.” 

1936- 37 — President,  Mrs.  J.  Mac  Wood- 
ward, Lincoln. 

The  History  of  the  Auxiliary  was  brought 
up  to  date.  The  first  sorrow  came  to  the 
Auxiliary  with  the  death  of  its  first  Presi- 
dent, Mrs.  F.  A.  Long,  Madison.  No  crusader 
of  the  olden  day  could  have  been  more  sin- 
cere and  untiring  in  efforts  than  was  Mrs. 
Long  when  she  conceived  the  idea  of  an  Aux- 
iliary and  followed  it.  We  owe  a debt  of 
gratitude  to  her  and  her  workers  in  that 
early  period. 

1937- 38 — President,  Mrs.  Earl  Farns- 
worth, Grand  Island. 

Several  important  things  have  been  ac- 
complished. Hygeia  has  been  placed  in 
schools  of  least  three  cities  in  the  state.  Tri- 
County  No.  2 received  honorable  mention  in 
the  National  Hygeia  Contest.  There  was  a 
Hygeia  exhibit  at  the  State  Teachers’  meet- 
ing. The  Auxiliary  assisted  in  establishing 
a Serum  Center,  and  in  the  sale  of  T.  B. 
seals.  We  contributed  to  the  Student  Loan 
Fund.  The  Auxiliary  has  been  represented 
at  the  meetings  of  the  General  Advisory 
Committee  of  the  State  Department  of 
Health  when  it  met,  at  meetings  of  the  State 
Adult  Education  Committee,  the  School 
Health  Advisory  Committee  in  Omaha,  at 
meetings  for  discussion  of  cancer  control  and 
on  May  Day  Health  Round-ups.  The  Aux- 
iliary exhibited  this  year  at  the  San  Fran- 
cisco Medical  Meeting.  We  are  especially 
proud  to  have  one  of  our  past  presidents  pre- 


side as  our  National  President  in  St.  Louis 
in  May  this  year. 

Mrs.  Floyd  Rogers,  Historian. 


NEWS  AND  VIEWS 


The  Hospital  Council  of  Omaha  has  inaug- 
urated a hospital  insurance  system  with  of- 
fices in  the  Omaha  National  Bank  building. 
The  institution  is  known  under  the  name 
“Associated  Hospital  Service  of  Nebraska.” 
It  offers  hospital  coverage  at  75c  per  month 
per  individual  and  calls  for  a group  system 
with  five  as  the  minimum  unit.  This  group 
hospital  system  is  run  on  a non-profit  basis 
and  has  the  endorsement  of  the  Omaha- 
Douglas  County  Medical  Society  in  compli- 
ance with  the  approval  of  the  House  of  Dele- 
gates of  the  American  Medical  Association 
at  the  last  special  session  in  September. 

The  Associated  Hospital  Service  of  Ne- 
braska is  under  the  leadership  of  Rev.  H.  E. 
Hess,  with  the  board  of  directors  consisting 
of  representatives  of  all  the  accepted  hos- 
pitals in  Omaha.  Drs.  J.  J.  Keegan  and  John 
W.  Duncan  represent  the  Omaha-Douglas 
County  Medical  Society  on  this  board.  The 
organization  has  been  approved  by  the  state 
insurance  commissioner.  Mr.  J.  H.  Pfeiffer, 
a former  advertising  man,  is  the  executive 
secretary. 


The  board  of  supervisors  of  Gage  County 
recently  considered  a recommendation  by  the 
Gage  County  Medical  Society  that  the  latter 
organization  contract  as  a unit  to  care  for  the 
poor.  The  spokesmen  for  the  plan  were  Drs. 
J.  C.  Waddell  and  F.  W.  Buckley  of  Beatrice. 
Under  the  terms  of  this  tentative  contract 
the  society  would  provide  all  medical  serv- 
ices for  unemployed  persons  and  emergency 
relief  cases.  It  would  not  include  W.  P.  A. 
workers  and  recipients  of  old  age,  depend- 
ent children  or  blind  assistance. 


Children  of  eight  schools  in  Richardson 
County  were  given  the  Schick  test  in  Janu- 
ary, with  the  following  results : 

District  53,  positive,  20 , negative,  10 ; Dis- 
trict 99,  positive,  33,  negative  14;  District 
94,  positive,  5,  negative,  2;  District  75,  posi- 
tive, 2,  negative,  1 ; District  104,  positive,  11, 
negative,  none;  District  73,  positive,  11,  neg- 
ative, 5;  Salem,  positive,  62,  negative,  66; 
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Christ  Lutheran  school,  positive,  22,  nega- 
tive, 14. 


Six  patients  were  given  120  days  of  serv- 
ice at  Methodist  hospital  during  1938  with 
funds  provided  by  the  Belle  Dewey  Memorial 
fund,  the  annual  report  of  fund  trustees  re- 
ported today.  Value  of  the  service  was 
$752.60. 


The  local  chapter  of  the  Red  Cross  at  Lex- 
ington is  sponsoring  a first  aid  course  which 
will  be  available  to  all  interested  in  the  ad- 
ministration of  first  aid  in  emergencies.  The 
local  doctors,  according  to  press  reports,  are 
cooperating.  There  will  be  ten  classes  in  the 
course  to  be  given  by  Dr.  A.  W.  Anderson, 
with  the  assistance  of  Drs.  R.  S.  Wycoff,  T. 
Y.  and  Harry  Dorwart  and  V.  D.  Norall.  Red 
Cross  first  aid  certificates  will  be  awarded 
to  those  successfully  completing  the  course. 


Dr.  J.  S.  Bell  of  York  was  elected  chief  of 
staff  of  the  reorganized  Lutheran  Hospital. 
The  hospital  has  been  converted  from  a stock 
company  to  a charitable  institution  under 
the  auspices  of  the  synod  including  Seward 
and  Hamilton  counties. 


Dr.  Frank  Tornholm  was  appointed  city 
physician  in  Wahoo. 


Kimball  county  commissioners,  together 
with  the  city  council  of  Kimball,  approved 
the  purchase  of  a resuscitator  and  inhalator 
for  use  in  asphyxia  cases.  The  machine,  ac- 
cording to  The  Lincoln  Journal,  will  be  kept 
at  the  city  hall  of  Kimball,  available  at  all 
times  in  case  of  need. 


Dr.  F.  G.  Dewey,  Coleridge,  was  elected 
president  of  the  Sioux  Valley  Medical  As- 
sociation at  the  44th  annual  meeting  in  Sioux 
City  the  latter  part  of  January. 


Dr.  A.  E.  Stuart  of  Cedar  Bluffs  is  the 
newly  appointed  Saunders  county  physician. 


Under  the  heading,  “Bids  Wanted,”  in  an 
advertisement  in  a local  paper,  we  find  the 
following  ad: 

Bids  Wanted 

“Notice  is  hereby  given  that  sealed  bids 


will  be  received  at  the  office  of  the  County 

Clerk  of  County,  Nebraska,  until 

10  o’clock  A.  M.,  February  7th,  1939,  and  will 
be  opened  at  10:30  o’clock,  same  day,  for  a 
County  Physician.  Said  physician  to  furnish 
all  medicine  and  driving  and  to  attend  all 
County  Patients  and  the  duties  of  said  of- 
fice. 

At  this  meeting  bids  for  county  printing 
will  also  be  received. 

At  this  meeting  bids  for  janitor  for  court 
house  and  heating  plant  will  be  received. 

The  County  Board  of  Supervisors  reserves 
the  right  to  reject  any  and  all  bids. 

By  order  of  the  Board  of  Supervisors  of 
County,  Nebraska. 

Dated  this  10th  day  of  January,  1939. 

Wm.  J.  Johannes,  County  Clerk.” 

That  bids  of  this  type  are  an  insult  to  the 
profession  goes  without  saying.  The  physi- 
cians of  that  area,  it  is  hoped,  will  make  the 
board  of  supervisors  realize  that  the  lowest 
bidder  will  undoubtedly  be  anything  but  the 
best  physician. 


The  Omaha-Douglas  County  Medical  So- 
ciety is  again  attempting  to  obtain  an  en- 
abling act  that  would  afford  a health  district 
combining  city  and  county  expenditures  for 
public  health  and  remedial  care  of  the  indi- 
gents. The  enabling  act  as  submitted  to  the 
Legislature  limits  this  system  to  cities  with 
a population  of  over  200,000.  That  a need 
for  such  a system  exists  is  is  admitted  by  all 
who  are  familiar  with  the  deficiencies  of  the 
present  system  of  administration  of  health 
and  medical  care  to  the  needy. 


Dr.  J.  E.  Warrick  of  Valentine  has  con- 
tracted with  the  commissioners  of  Cherry 
county  to  care  for  the  county  medical  cases 
at  a salary  of  $1,150.00  per  year.  This  does 
not  include  surgery. 


Dr.  James  M.  Reinhardt,  professor  of  so- 
ciology at  the  University  of  Nebraska,  an- 
nounced recently  the  receipt  of  a grant  of 
$300.00  from  the  Committee  on  Medical  Re- 
search, Inc.,  in  New  York  City,  for  a study 
of  the  distribution  of  physicians  and  other 
medical  facilities  in  Nebraska.  The  study 
will  be  made  by  Martin  Schroeder  of  Lincoln, 
and  will  be  carried  on  as  a project  for  a 
thesis  in  the  department  of  sociology. 
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Tuberculin  tests  of  300  school  children  in 
Banner  county  were  made  early  in  February 
with  the  co-operation  of  Dr.  Max  Gentry  and 
the  county  commissioners  of  Banner  county. 


A crippled  children’s  clinic  under  the  spon- 
sorship of  the  Scottsbluff  Elks  lodge  and  the 
state  child  welfare  division  was  conducted  in 
the  Methodist  Hospital  at  Scottsbluff,  Feb- 
ruary 18.  Physicians  participating  in  this 
clinic,  in  addition  to  the  local  members  of  the 
medical  society  were  Dr.  W.  R.  Hamsa,  Oma- 
ha. and  Drs.  F.  K.  Teal  and  E.  W.  Hancock 
of  Lincoln,  all  three  members  of  the  staff  of 
the  Orthopedic  Hospital. 

The  Medical  Society  of  the  State  of  Penn- 
sylvania is  discussing  a plan  for  medical 
care  of  small  wage  earners  on  the  basis  of 
“a  few'  cents  a day.”  The  Society  proposed 
the  formation  of  non-profit  medical  service 
groups  based  essentially  on  the  system  of 
group  hospital  plans.  Details  of  this  plan  are 
in  progress,  according  to  press  reports. 


Dr.  E.  A.  Rogers,  formerly  of  Paxton,  has 
become  director  of  the  Four-County  Demon- 
stration Health  Unit  at  Madison. 


Doctors  in  Music 

Do  you  or  any  of  your  medical  friends  play 
any  musical  instrument?  Mead  Johnson  & 
Company  is  now  preparing  a new  publication 
devoted  to  the  hobbies  and  achievements  of 
physicians,  past  and  present,  in  the  field  of 
music.  Doctors’  orchestras,  doctors’  glee 
clubs,  historical  or  biographical  items,  with 
or  without  illustrations  will  be  welcomed. 
Please  send  your  item  to  Mead  Johnson  & 
Company,  Evansville,  Ind.  (If  you  have  not 
received  your  free  copy  of  their  recent  pub- 
lication “Parergon,”  devoted  to  fine  art  by 
doctors,  send  for  it  now) . 


“Depression  or  No  Depression” 

Since  1930,  month  after  month,  a unique 
series  of  educational-to-the  public  advertise- 
ments have  appeared  on  the  first  page  of 
Hygeia.  The  sponsor’s  name,  Mead  John- 
son & Company,  has  to  be  looked  for  with 
a magnifying  glass,  and  appears  only  for 
copyright  purposes.  Not  a product  is  bally- 
hooed.  Instead,  appears  good,  clean,  con- 
vincing reasons,  with  choice  illustrations, 
why  mothers  should  seek  pediatric  advice 
from  their  physician. 


ART  TELLS  HISTORY  OF  AMERICAN 
MEDICINE 


“Beaumont  and  St.  Martin” 

“Beaumont  and  St.  Martin”  is  the  first  of 
six  large  paintings  in  oil  memorializing  “Pio- 
neers of  American  Medicine”  which  artist 
Dean  Cornwell  will  complete  in  the  next  few 
years.  Others  in  the  series  are:  Dr.  Oliver 
Wendell  Holmes,  Dr.  Ephraim  McDowell, 
Dr.  Crawford  W.  Long,  Dr.  William  T.  G. 
Morton,  and  Major  Walter  Reed,  and  one 
woman,  Dorothea  Lynde  Dix  who,  while  not 
a physician,  stimulated  physicians  to  study 
insanity  and  feeblemindedness. 

Arrangements  to  supply  physicians  with 
free,  full  color  reproductions  of  “Beaumont 
and  St.  Martin”  without  advertising,  and 
suitable  for  framing,  have  been  made  with 
the  owners,  John  Wyeth  and  Brother,  1118 
Washington  Street,  Philadelphia. 
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MORBIDITY  SUMMARY— PRINCIPAL 


Chicken-pox  

DISEASES 
1939  1938 

Janu-  Decem- 

ary  ber 

179  143 

1938 

Janu- 

ary 

234 

1937 

Decem- 

ber 

239 

Diphtheria  

. 14 

13 

8 

21 

Influenza  

1 

13 

14 

0 

Measles  

.169 

22 

16 

8 

Meningitis,  C.  S.. 

. 2 

0 

3 

2 

Poliomyelitis  

. 3 

2 

1 

2 

Scarlet  Fever  

150 

130 

168 

146 

Smallpox  

. 21 

15 

5 

5 

Tuberculosis 

. 13 

21 

15 

10 

Typhoid  Fever  ... 

. 6 

2 

5 

2 

Whooping  Cough 

18 

25 

40 

45 

Gonorrhea  

. 68 

74 

115 

88 

Syphilis  

. 71 

67 

104 

70 
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SPEAKERS’  BUREAU  NOTES 

The  following  addresses  have  been  arranged  through  the  Speakers  Bureau  of  the  Educational  Commit- 
tee of  the  Nebraska  State  Medical  Association,  January  15th  to  February  15th,  1939. 


SCIENTIFIC  PROGRAMS 


Date  Place  Organization  Addressed  Speaker 

Jan.  16  Nebraska  City_Otoe  County  Medical  Dr.  A.  E.  Bennett 
Society  Omaha 

Jan.  17  Norfolk Madison  Six-County  Dr.  J.  F.  Kelly 

Medical  Society  Omaha 

Dr.  F.  S.  Clarke 
Omaha 

Jan.  17  Auburn Third  Councilor  Dis-  Dr.  M.  J.  Breuer 

trict  Mid-Winter  Lincoln 

Meeting 

Dr.  J.  F.  Gardiner 
Omaha 


Dr.  J.  D.  Bisgard 
Omaha 

Dr.  Harry  Murphy 
Omaha 


Feb.  8 Columbus Platte  Loup  Valley 

Medical  Society 


Dr.  John  Kleyla 
Omaha 


REFRESHER  COURSES 

Jan.  19  North  Platte Eleventh  Councilor  Dr.  Ralph  Luikart 

District  Omaha 


Jan.  26  North  Platte Eleventh  Councilor  Dr.  J.  H.  Murphy 

District  Omaha 


Feb.  2 Ogallala Eleventh  Councilor 

District 


Dr.  H.  B.  Hamilton 
Omaha 


Feb.  9 North  Platte Eleventh  Councilor 

District 


Dr.  M.  E.  Grier 
Omaha 


Title  of  Address 

“Recent  Advances  in  Psychiatric 
Treatment” 

“X-Ray  Therapy  and  Results  in  Acute 
Fulminating  Infections” 

“Pneumonia  in  Children” 

“The  Diagnosis  of  Early  Tubercu- 
losis” 

“Evaluation  of  Signs  and  Symptoms 
as  a Guide  to  Forms  of  Present  Day 
Treatment  of  Tuberculosis” 

“The  Surgical  Treatment  of  Tuber- 
culosis” 

“Tuberculosis  in  Childhood” 


“The  Treatment  of  Lobar  Pneu- 
monia” 


Professional  Title 

“Forceps  and  Version  with  Demon- 
stration. Caesarean  Section,  Indica- 
tions and  Contra-Indications” 

Lay  Title 

“Healthier  Mothers  and  Babies,  and 
Less  Cancer” 

Professional  Title 

“Tuberculosis  in  Childhood” 

Lay  Title 

“Prevention  of  Tuberculosis  in 
Childhood 
Professional  Title 

“The  Child,  His  Food  and  His 
Gastro-Intestinal  Tract” 

Lay  Title 

“Food  With  Relation  to  Health  and 
Disease” 

Professional  Title 

“Uterine  Hemorrhage” 

Lay  Title 

“The  Need  for  Convalescent  Care 
for  Healthy  Motherhood” 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor,  220 
Medical  Arts  Bldg.,  Omaha. 


The  regular  meeting  of  the  Omaha-Douglas  Coun- 
ty Medical  Society  was  held  in  the  Medical  Arts 
Auditorium  on  Tuesday,  January  10,  1939.  The 
meeting  was  called  to  order  by  President  Uren  at 
8:00  p.  m. 

The  application  for  membership  of  Dr.  Theodore 
Drdla  was  considered.  He  had  been  endorsed  by  the 
Council  on  December  13.  It  was  moved,  seconded 
and  passed  that  Dr.  Drdla  be  elected  to  membership 
in  the  Society. 

Dr.  E.  L.  McQuiddy,  Chairman  of  the  Legislative 
Committee,  gave  a brief  talk  on  the  progress  of  his 


committee  in  drawing  up  the  new  enabling  act  which 
proposes  to  create  a health  district  in  Douglas  Coun- 
ty for  public  health  and  care  of  the  indigent.  The 
bill  is  expected  to  be  ready  for  introduction  to  the 
Legislature  in  Lincoln  next  week.  If  it  passes,  and 
a petition  praying  for  the  establishment  of  a health 
district  is  signed  by  ten  per  cent  of  the  qualified 
voters  of  Douglas  County,  it  will  be  presented  to 
the  county  board  and  it  will  be  the  duty  of  such 
board  to  submit  the  question  to  a vote  of  the  people. 
If  the  vote  is  favorable,  the  governor  shall  issue  a 
proclamation  to  that  effect.  The  governor  will  ap- 
point a district  health  board  consisting  of  five  citi- 
zens to  serve  six  years  in  staggered  terms.  The 
functions  now  performed  by  any  physician  or  nurse 
employed  by  any  governmental  subdivision  within 
the  district,  and  all  inspectors  of  foods,  drinks  and 
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the  sanitary  conditions  of  property  will  be  under 
the  jurisdiction  of  the  health  district;  exceptions: 
the  coroner’s  physician,  insanity  board’s  physician 
and  the  police  surgeons.  It  is  proposed  that  the 
health  district  will  be  financed  by  mill  levy  and  not 
by  any  increase  in  taxes;  the  mill  levy  to  be  stated 
in  the  law.  The  health  district  will  handle  all  pub- 
lic health  matters  of  city  and  county. 

The  resolution  in  memory  of  Dr.  Chester  C.  Im- 
pey,  who  died  on  December  11,  1938,  was  read  by 
Dr.  Jahr.  The  resolution  for  Dr.  William  J.  Adams, 
who  died  December  21,  1938,  was  read  by  Dr.  Floyd 
Clarke. 

The  scientific  program  was  opened  with  a case 
report  on  Acrodynia  by  Dr.  Herman  M.  Jahr:  dis- 
cussion by  Drs.  Cameron,  Henske  and  Moore. 

Dr.  J.  D.  McCarthy  introduced  the  guest  speaker, 
Dr.  Elliott  P.  Joslin,  Internist  of  Boston,  Mass.,  who 
talked  on  the  “Treatment  of  the  Diabetic  Today.” 

Meeting  adjourned  at  10:05  p.  m. 

The  Lancaster  County  Medical  Society  held  a reg- 
ular meeting  on  January  17,  1939,  with  Dr.  F.  L. 
Rogers  presiding.  Fifty  members  were  in  attend- 
ance. The  minutes  of  the  last  meeting  were  read 
and  approved. 

Dr.  C.  F.  Andrews  presented  the  first  paper  of 
the  evening  “Acute  Abdominal  Surgical  Conditions 
in  Children.”  He  gave  a fine  resume  of  the  sub- 
ject with  slides  to  elucidate  the  main  points  of  diag- 
nosis. 

The  second  paper  “Dermatitis  Venenata”  was  giv- 
en by  Dr.  R.  B.  Palmer.  This  was  a splendid  dis- 
cussion of  the  subject  with  very  helpful  discription 
of  the  patch  tests  used  to  diagnose  some  of  the  con- 
tact dermatitis  cases.  He  showed  a fine  series  of 
slides  to  conclude  the  paper.  Discussion  followed  by 
Drs.  E.  B.  Reed,  A.  D.  Munger,  L.  J.  Owen,  0.  A. 
Reinhard  and  H.  B.  Muller.  In  closing,  Dr.  Palmer 
answered  numerous  questions. 

Dr.  R.  H.  Loder  was  voted  a new  member  of  the 
Society  by  written  ballot  of  the  members. 

Dr.  W.  C.  Becker  moved  that  the  Committee  on 
Medical  Economics  present  their  data  on  group  hos- 
pitalization. This  motion  was  seconded  and  dis- 
cussed by  Drs.  C.  F.  Andrews  and  R.  H.  Whitham. 
Motion  carried. 

Meeting  adjourned  at  9:30  p.  m. 

Everett  E.  Angle,  M.  D. 

A regular  meeting  of  the  Lancaster  County  Medi- 
cal Society  was  held  February  7,  1939  with  President 
F.  L.  Rogers  in  the  chair.  Forty  members  were  in 
attendance.  The  minutes  of  the  last  meeting  were 
read  and  approved. 

The  first  paper  of  the  evening  was  presented  by 
Dr.  Paul  M.  Bancroft  on  “The  Relationship  of  the 
Pineal  Gland  to  Sexual  Precocity.”  This  paper  was 
illustrated  by  lantern  slides  and  reviewed  all  the 
authentic  cases  in  the  literature  as  well  as  those  seen 
by  the  speaker. 

Dr.  A.  R.  McIntyre,  Professor  of  Physiology  and 
Pharmacology  at  the  University  of  Nebraska  Col- 
lege of  Medicine  then  presented  a paper  on  the  “Ex- 
perimental Work  with  Vitamins.” 

At  the  business  meeting  Dr.  G.  H.  Misko’s  letter 
was  read  informing  the  Society  that  the  Junior 


Chamber  of  Commerce  was  staging  a debate,  the 
latter  part  of  April,  on  the  question  of  State  Medi- 
cine. The  Society  is  urged  to  select  a well  quali- 
fied man  to  represent  our  side  of  the  question.  It 
was  moved  and  carried  to  appoint  a committee  to 
report  back  to  the  Society  at  the  next  meeting. 

Meeting  adjourned  at  9 p.  m. 

Everett  E.  Angle,  M.  D. 

The  Sixth  Councilor  District  met  in  Aurora,  Mon- 
day, February  6,  1939.  The  program  was  as  fol- 
lows: “Case  Histories,”  by  Dr.  Geo.  Covey,  Lincoln; 
“State  Medical  Insurance,”  by  Dr.  J.  J.  Hompes  of 
Lincoln.  Dinner  was  at  6:30  p.  m. 

The  Fillmore-Saline  County  Medical  Society  was 
held  at  Exeter,  dinner  at  6:30.  The  program  con- 
sisted of  a discussion  of  local  problems.  Mr.  M.  C. 
Smith,  Executive  Secretary  of  the  Nebraska  State 
Medical  association  and  Dr.  A.  A.  Conrad  of  Crete, 
Councillor  of  the  7th  District  led  the  discussion  on 
the  FSA  plan  recently  approved  by  the  Council  of 
the  State  Medical  Association. 

The  Richardson  County  Medical  Society  met  at  St. 
Thomas’  Episcopal  rectory  on  January  26.  Dr.  Har- 
old Morgan  of  Lincoln  presented  a paper  on  obstet- 
rics. Dr.  and  Mrs.  C.  A.  Medlar  of  Verdon  were 
presented  with  a gift  by  the  Society  in  appreciation 
of  Dr.  Medlar’s  services  as  president  of  the  Society 
the  past  year. 

The  Tri-County  Medical  Society  met  at  the  St. 
Francis  Hospital  in  Grand  Island,  January  26.  The 
program  consisted  of  a paper  by  Dr.  M.  O.  Arnold  of 
St.  Paul  on  “A  New  Angle  on  Medical  and  Hospital 
Problems.” 

A meeting  of  the  Five-County  Medical  Society 
was  held  at  the  Stratton  Hotel  in  Wayne,  February 
9.  Dinner  was  at  7 o’clock.  The  program  consist- 
ed of  a talk  by  Dr.  Adolph  Sachs  of  Omaha  on  “Mod- 
em Treatment  of  Peptic  Ulcer,”  and  “Granulopenia 
Due  to  Drug  Dyscrasias,”  by  Dr.  Warren  Thompson 
of  Omaha. 


PRESS  COMMENTS 


From  The  Star,  Lincoln,  January  16,  1939 
THE  DOCTOR  AND  THE  NEEDY 

Great  credit  goes  to  the  Nebraska  Medical  associa- 
tion for  the  action  taken  by  its  executive  counselors 
Sunday  night  in  voting  to  co-operate  with  the  Farm 
Security  administration’s  rural  rehabilitation  pro- 
gram. 

The  position  of  rural  families  impoverished  as  a 
result  of  crop  conditions  in  recent  years  is  aggra- 
vated doubly  when  sickness  invades  the  home. 
Only  one  group  could  do  anything  about  that,  and 
it  is  the  doctors  themselves.  The  call  of  the  sick 
room  rises  above  every  other  consideration.  Chari- 
ty in  medical  practice  has  its  own  problems  for 
medical  education  is  expensive,  and  the  necessity 
which  each  doctor  faces  in  keeping  abreast  with 
the  progress  in  medicine  also  is  very  expensive. 
The  Nebraska  Medical  association  honors  itself  in 
(Continued  on  page  xvi) 
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When  fed  S.M.A.,  normal  infants  show  steady 
progress  in  growth,  weight,  bone  development 
and  tissue  structure. 

S.  M.  A.,  like  human  milk,  is  easy  to  digest  and 
assimilate.  When  diluted  according  to  directions 
it  closely  resembles  human  milk,  not  only  in 
proportions  of  food  essentials  but  also  in  the 
chemical  constants  and  physical  properties. 

S.  M.  A.  is  antirachitic  and  antispasmophilic. 
The  Vitamin  A activity  of  each  feeding  is  con- 
stant throughout  the  year.  With  the  exception  of 
orange  juice  it  is  usually  unnecessary  to  give 
vitamin  supplements. 


S.  M.  A.  is  a food  for  infants  . . . derived  from  tuberculin  tested  cows’ 
milk,  the  fat  of  which  is  replaced  by  animal  and  vegetable  fats  including 
biologically  tested  cod  liver  oil;  with  the  addition  of  milk,  sugar  and 
potassium  chloride;  altogether  forming  an  antirachitic  food.  When 
diluted  according  to  directions,  it  is  ESSENTIALLY  SIMILAR  TO  HUMAN 
MILK  in  percentages  of  protein,  fat,  carbohydrate  and  ash,  in  chemical 
constants  of  the  fat  and  in  physical  properties. 


SAMPLES  — FREE  TO  PHYSICIANS 
( Please  use  professional  stationery  ) 


S.  M.  A.  CORPORATION  • 8100  McCORMICK  BOULEVARD 
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PRESS  COMMENTS 

(Continued  from  page  120) 
giving  special  consideration  to  the  economic  con- 
ditions which  confront  several  thousand  people  in 
the  state. 


J V. 

WHEN  IN  OMAHA: 


From  The  Sun,  Beatrice,  January  26,  1939 

The  university  trains  doctors,  and  the  doctor  deals 
with  a great  many  ailments  which  could  be  prevent- 
ed if  the  patient  learned  the  art  of  angling.  Men 
engaged  in  all  of  the  professions  and  crafts  which 
make  heavy  demands  upon  their  physical  and  nerv- 
ous strength  should  be  fishermen.  The  philosopher 
gets  his  best  thoughts  while  idling  in  a boat  and 
waiting  for  the  fish  to  rise  to  the  lure. 


From  The  Norfolk  Daily  News 
GROUP  MEDICAL  ROW 

If  both  the  government  and  the  American  Medical 
association  are  in  favor  of  a group  health  insurance, 
what  is  all  the  fighting  about  ? Where  does  the 
disagreement  come  in,  one  phase  of  which  is  the  in- 
dictment of  officers  and  groups  of  organized  medi- 
cine ? 

Morgan  M.  Beatty,  “What-It-Means”  editor  for 
the  Associated  Press,  gives  two  important  differ- 
ences in  viewpoint: 

“Should  medical  insurance  be  voluntary  or  com- 


Hotel  Conant 

250  Rooms 
Rates  $2.00  to  $2.50 
16th  and  Harney 


Hotel  Sanford 

200  Rooms 
Rates  $1.25  to  $2.50 
19th  and  Farnam 


CONANT  HOTEL  COMPANY 
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PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

SHHSIIIMNCE 


For  ethical  practitioners  exclusively 

(50,000  POLICIES  IN  FORCE) 


$5,000.00  accidental  death 

$25.00  weekly  indemnity,  accident  and  sickness 

For 

$33.00 

per  year 

$10,000.00  accidental  death 

$50.00  weekly  indemnity,  accident  and  sickness 

For 

$66.00 
per  year 

$15,000.00  accidental  death 

$75.00  weekly  indemnity,  accident  and  sickness 

For 

$99.00 

per  year 

37  gears  under  the  same  management 

$1,700,000  INVESTED  ASSETS 
$9,000,000  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska  for 
protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 

Send  for  applications.  Doctor,  to 

400  First  National  Bank  Building  Omaha,  Nebraska 


pulsory  ? The  doctors  say  voluntary,  the  federal 
departments,  compulsory.  The  government  men 
dodge  that  word  ‘compulsory’  as  often  as  they  can, 
but  privately  most  of  them  admit  their  plan  requires 
at  least  state  government  compulsion. 

“Should  medical  insurance  be  limited,  or  should  it 
cover  all,  or  nearly  all  illnesses,  from  the  mumps  to 
cancer?  The  federal  group  wants  wide  coverage; 
the  doctors  want  to  budget  merely  for  prolonged  or 
emergency  illness.” 

Another  difference,  and  one  that  is  fundamental, 
is  that  the  organized  doctors  insist  the  patient  should 
be  permitted  to  select  his  own  physician.  Under 
the  government  group  plan,  physicians  and  surgeons 
are  employed  on  salary  and  the  holder  of  group  in- 
surance must  be  treated  by  one  of  these  staff  phy- 
sicians. Incidentally,  one  of  the  weaknesses  of 
group  health  insurance  is  pictured  in  the  great  film 
“The  Citadel,”  which  is  coming  to  Norfolk  soon. 

The  government  wants  state  laws  and,  as  wre  un- 
derstand it,  state  aid.  The  committee,  according  to 
Mr.  Beatty,  estimates  the  cost  of  group  health  insur- 
ance under  the  government  plan,  at  about  $100  a 
year  for  each  family  of  four. 

“It  depends  on  whose  camp  you’re  in  whether  you 
believe  that’s  a bargain  for  John  Citizen,”  Mr.  Beatty 
adds. 

Group  health  insurance  is  too  green  to  pluck,  the 
politicians  seem  to  think,  but  it  is  ripening  and  be- 
fore very  long  will  be  an  issue  the  people  will  have 
to  settle. 

(Continued  on  page  xviii) 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


Volume  24 
Number  3 


The  Nebraska  State  Medical  Journal 


XVII 


Pure  refreshment 


for  r^AU 

DIATHERMY  WORK 


,n  . . SHORT  WAVE 
lOMidjzL  DIATHERMY 


The  durable  construction  and  ample  capacity  of  the 
Burdick  Short  Wave  Diathermy  make  it  possible  to  ad- 
minister all  types  of  medical  diathermy. 


CUFF  ELECTRODES.  Where  the  area  under  treatment  permits,  the  cuff  method  of  applica- 
tion is  preferred,  as  recent  tests  have  shown  that  the  cuff  electrode  application  produces  greater 
heating  effect  than  is  obtained  with  pad  electrodes  placed  opposite  each  other.  Cuff  electrodes  are 
included  as  standard  equipment  with  Burdick  Short  Wave  Diathermy  Units. 

Accepted  by  the  Council  on  Physical  Therapy  of  the  A.  M.  A. 
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Alcohol  — Morphine  — Barbital 

Addictions  Successfully  Treated  Since  1897  by  the  Methods  of  Dr.  B.  B.  Ralph 


W rite  for  descriptive  booklet 


THE  RALPH  SANITARIUM 

Ralph  Emerson  Duncan,  M.D. 

Director 


529  Highland  Ave.  Kansas  City,  Mo. 

Telephone Victor  4830 


Approved  by  the  Council  on  Medical  Educcticn  and  Hospitals  of  the  A.M.A. 
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(Continued  from  page  xvi) 

From  The  Independent.  Grand  Island,  Jan.  19,  1939 
FEDERAL  CONTROL  EXTENDED 

The  executive  council  of  the  Nebraska  Medical  as- 
sociation, after  tabling  a proposal  to  establish  a 
group  hospitalization  insurance  company,  gave 
blanket  approval  of  individual  group  hospitalization 
plans  within  the  state.  It  voted  to  co-operate  with 
the  farm  security  administration  in  the  medical  and 
hospitalization  aspects  of  its  rural  rehabilitation 
program. 

The  blanket  approval  voted  naturally  included  ap- 
proval of  a group  hospitalization  plan  which  the 
FSA  has  in  mind.  This  program  would  provide 
medical  service  at  low  cost,  the  money  to  be  secured 
from  government  loans.  The  plan,  modeled  after  a 
similar  one  operating  in  Iowa,  provides  for  the  dis- 
tribution of  government  appropriations  ranging 
from  $20  to  $30  per  family  by  a trustee  appointed 
by  the  county  medical  association.  Committees  of 
physicians  are  appointed  to  pass  on  bills  submitted 
by  individual  practitioners  for  services  to  families 
covered  by  the  loans.  To  be  eligible  under  the  farm 
and  home  plan  of  the  FSA,  an  applicant  must  meet 
all  regular  requirements  for  government  farm  loans. 

One  physician  is  quoted  as  commenting,  “The  gov- 
ernment is  at  last  realizing  that  rehabilitation  means 
more  than  merely  supplying  seed  corn  and  machin- 
ery; that  health  also  has  something  to  do  with  suc- 
cessful farming.” 


That  would  seem  to  sum  up  the  situation.  And 
yet  it  ignores  one  of  the  most  impressive  aspects  of 
the  situation,  the  further  extension  of  government 
control  over  the  lives  of  citizens. 

Farm  relief  plans  have  in  the  past  contemplated 
providing  adequate  income  for  the  farmer  so  that 
he  could  buy  his  own  medical  and  hospital  cave  as 
needed,  just  as  he  has  done  in  the  past  and  as  citi- 
zens in  towns  and  cities  are  doing.  The  govern- 
ment now  takes  control  of  this  activity  out  of  his 
hands,  pays  the  doctor  and  extends  its  regulation 
over  him  through  forced  compliance  to  all  phases  of 
the  farm  program. 

Individual  initiative  takes  another  body  blow.  One 
more  function  is  absorbed  by  the  government. 

It  might  seem  that  if  group  hospitalization  and 
medical  plans  are  needed,  then  the  medical  men  had 
best  keep  control  of  such  matters  in  their  own 
hands.  Since  the  situation  demands  such  devices, 
apparently,  the  medical  men  should  offer  them  for 
their  own  good.  Otherwise  they  will  find  govern- 
ment control  gradually  extended  until  state  medicine 
is  a fact. — Lincoln  State  Journal. 
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year’s  training  in  University  Hospital,  wants 
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Attention  “ Doctors 99 

Lincoln  Splint  and  Brace  Shop 

Braces  of  All  Kinds  Made  and 
Repaired 

PROMPT  SERVICE 

JAMES  CASEY,  Prop. 

Phone  B1644  327  Sharp  Bldg. 

LINCOLN,  NEBR. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited.  They 
should  be  addressed  to  The  Editor,  Nebraska  State  Medical 
Journal,  220  Medical  Arts  Bldg:.,  Omaha. 


Prescribe,  Doctor,  Prescribe 
To  the  Editor: 

I have  been  trying  to  find  out  where  I could  ob- 
tain a suitable  doctor  for  our  community.  We 
would  prefer  a younger  man,  capable  of  taking  care 
of  a large  territory,  and  must  be  a prescribing  doc- 
tor. We  are  centrally  located  in  a fine  community 
and  it  is  20  miles  to  the  nearest  doctor  (excepting 

Dr. a dispensing,  old-fashioned  type, 

really  no  good  to  the  community)  and  would  cause 
no  interference  at  all  to  any  good  doctor. 


COURTEOUS  SERVICE 

We  are  prepared  to 
handle  your  printing 
....  complete  from 
designing  to  mailing. 

The  Norfolk  Daily  News 

Office  Supplies  — Blank  Books 

Norfolk,  Nebraska 

Our  Voice  of  the  Air—  WJAG 


Cook  County 

Graduate  School  of  Medicine 

(IN  AFFILIATION  WITH  COOK  COUNTY  HOSPITAL) 
Incorporated  not  for  profit 

Announces  Continuous  Courses 

MEDICINE — Two  Weeks  Course  June  5th  and 
October  9th.  Two  Weeks  Gastroenterology 
June  19th  and  September  25th.  Personal 
Courses  every  week. 

SURGERY — General  Courses  One,  Two,  Three 
and  Six  Months;  Two  Weeks  Intensive  Course 
in  Surgical  Technique  with  practice  on  living 
tissue;  Clinical  Courses;  Special  Courses. 
Courses  start  every  two  weeks. 

GYNECOLOGY — Two  Weeks  Course  June  5th 
and  October  9th.  Personal  Course  Vaginal 
Approach  to  Pelvic  Surgery  April  10th  and 
November  6th.  Two  Weeks  Personal  Course 
June  19th. 

OBSTETRICS — Two  Weeks  Intensive  Course 
June  19th.  Informal  Course  starting  every 
week. 

FRACTURES  and  TRAUMATIC  SURGERY — Ten 

Day  Formal  Course  April  10th,  June  19th,  and 
September  25th.  Informal  Course  every  week. 

OTOLARYNGOLOGY  ■ — Two  Weeks  Intensive 
Course  starting  April  10th.  Informal  Course 
every  week. 

OPHTHALMOLOGY  — Two  Weeks  Intensive 
Course  starting  April  24th.  Informal  Course 
every  week. 

CYSTOSCOPY — Ten  Day  Practical  Course  rotary 
every  two  weeks. 

General,  Intensive  and  Special  Courses  in 
All  Branches  of  Medicine,  Surgery 
and  the  Specialties  Every  Week. 

Teaching  Faculty — Attending  Staff  of 
Cook  County  Hospital 
Address: 

REGISTRAR 

427  South  Honore  Street  Chicago,  Illinois 


If  you  know  of  anyone  looking  for  a location,  I 
would  appreciate  hearing  from  them.  Also  could 
you  tell  me  the  doctor  in  charge  of  CCC  camps  as  I 
thought  we  could  contact  young  doctors  in  camps 
when  their  term  expires.  I would  greatly  appreciate 
any  help  you  could  give  our  community,  and  with 
the  coming  of  spring,  would  be  the  ideal  time  for 
them  to  get  started. 

I am  the  druggist  here,  having  spent  the  last  11 
years  in  and  near  the  community,  and  know  what  the 
people  are  requesting  of  me  to  try  to  get  a doctor. 

Very  truly  yours, 


Dr.  R.  D.  Sinclair,  formerly  of  Kimball,  has  locat- 
ed in  Lyman. 

Dr.  W.  J.  Gentry  of  Gering  has  gone  to  Boston 
for  postgraduate  work. 

Dr.  C.  G.  Moore  of  Fremont,  who  has  been  ill  with 
pneumonia,  is  much  improved. 

Dr.  H.  J.  Panzer  has  located  in  Bassett,  taking 
over  the  office  of  the  late  Dr.  Root. 

Dr.  L.  H.  Schafer  of  Petersburg,  who  has  been  ill 
with  nephritis,  is  reported  much  improved. 

Dr.  Walter  E.  Goehring  has  located  in  Blair,  occu- 
pying the  office  of  the  late  Dr.  Raymond  Burr. 

Dr.  C.  E.  Buhl,  formerly  of  Nebraska  City,  is 
medical  officer  of  the  CCC  camp  at  Pawnee  City. 

Dr.  J.  G.  Woodin  of  Grand  Island  recently  spent 
two  weeks  doing  post-graduate  work  at  Hot  Springs. 

Dr.  J.  M.  Neely  who  has  spent  a year  in  Ann  Ar- 
bor, Michigan  studying  x-ray,  has  returned  to  Lin- 
coln. 

(Continued  on  page  xxi) 
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Physicians  must  have  prepara- 
tions whose  ingredients  and  effi- 
cacy are  of  unquestioned  value. 
The  steady  growth  of  The  Smith- 
Dorsey  Company  from  1908  is 
the  best  indication  that  our 
products  measure  up  to  these 
requirements. 

PHARMACEUTICALS 

YOU  CAN 

PRESCRIBE  WITH  CONFIDENCE 


Every  Smith-Dorsey  product  is  safeguarded  in 
three  ways: 

OWe  operate  a control  laboratory  for  the 
purpose  of  testing  raw  materials  for  purity. 

©Finished  products  are  thoroughly  tested  for 
conformity  to  label  statements. 

©No  new  products  are  released  without  sub- 
jecting them  to  physiological  tests. 


Our  laboratory  is  modern  and  complete  and 
is  manned  by  competent  university  trained 
chemists.  No  expense  is  spared  to  make  re- 
search complete.  No  preparations  are  ever 
offered  the  laity. 

Such  is  the  background  of  Smith-Dorsey 
products. 


THE  SMITH-DORSEY  COMPANY,  Linco  In,  Nebraska 

FOUNDED  1908 


Behind 

Mercurochrome 

(dibrom-oxyraercuri-fluorescein-sodium) 

is  a background  of 


Precise  manufacturing  methods  in- 
suring uniformity 

Controlled  laboratory  investigation 

Chemical  and  biological  control  of 
each  lot  produced 

Extensive  clinical  application 


Thirteen  years’  acceptance  by  the 
Tc^f7*L  Council  of  Pharmacy  and  Chem- 
istry of  the  American  Medical 
Association 


A booklet  summarizing  the  impor- 
tant reports  on  Mercurochrome  and 
describing  its  various  uses  will  be 
sent  to  physicians  on  request. 


Hynson,  Westcott  & Dunning,  Inc. 

BALTIMORE,  MARYLAND 
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(Continued  from  page  xix) 

Dr.  and  Mrs.  F.  A.  Brewster  of  Holdrege  have  re- 
turned early  in  February  from  a southern  trip. 

Dr.  Robert  Carlson  of  Wauneta  was  chosen  presi- 
dent of  the  staff  of  St.  Catherine’s  Hospital  in  Mc- 
Cook. 

Dr.  and  Mrs.  J.  A.  Henske  of  Omaha  have  re- 
turned from  a one  month’s  motor  trip  through  the 
south. 

Dr.  Arthur  L.  Smith  of  Lincoln  addressed  the  Op- 
timist Club  on  the  first  of  February  on  “Your 
Heart.” 

Dr.  J.  P.  Gilligan  of  Nebraska  City  attended  a 
medical  meeting  in  Kansas  City  the  latter  part  of 
January. 

Dr.  C.  K.  Struble  of  Fremont  has  become  a mem- 
ber of  the  Dodge  County  Soldiers  and  Sailors  Relief 
Committee. 

Dr.  J.  B.  Redfield  of  North  Platte  was  appointed 
district  governor  of  the  Kiwanis  International  the 
first  of  this  year. 

Dr.  Olga  Stastny  of  Omaha  addressed  the  Council 
Bluffs  Rotary  Club  recently  on  “Present  Conditions 
in  Czechoslovakia.” 

Dr.  J.  E.  Uridil  addressed  the  Catholic  Daughters 
Club  at  Hastings  February  3 on  “The  Cure  and  Pre- 
vention of  Cancer.” 

Dr.  Harry  Jakeman,  for  several  years  associated 
with  Drs.  Way  and  Lathrop  in  Wahoo,  has  gone  to 
Kentucky  to  practice. 

Dr.  and  Mrs.  Richard  Young  of  Omaha  are  in 
Hamburg,  Germany.  The  doctor  is  on  a study  trip 
of  the  European  clinics. 

Dr.  Max  Gentry  of  Gering  addressed  the  Kimball, 
Deuel  and  Cheyenne  Medical  Society  on  January  31 
on  “Medicine  in  China.” 

Dr.  L.  O.  Hoffman  of  Omaha  was  recently  elected 
president  of  the  Missouri  Valley  Hunt  Club;  Dr.  E. 
R.  Hays  as  vice  president. 

Dr.  Lloyd  L.  Edmisten,  of  Kearney,  was  recently 
promoted  from  Lieutenant  Commander  to  Command- 
er of  the  Medical  Corps  of  the  U.  S.  Navy. 

Dr.  A.  L.  Weatherly  of  Lincoln  was  re-elected 
president  of  the  Maternal  Health  League.  Dr.  Har- 
old Morgan  and  Dr.  F.  F.  Teal  are  vice  presidents. 

Dr.  E.  C.  Henry  was  the  principal  speaker  at  the 
annual  meeting  of  the  Pawnee  district  of  the  Cov- 
ered Wagon  Area  Boy  Scout  Council,  February  15. 

Dr.  A.  L.  Miller,  president  elect  of  the  Nebraska 
State  Medical  Association,  addressed  the  Hiram  Club 
at  the  Chamber  of  Commerce  in  Lincoln,  Feb.  15. 

Dr.  H.  Winnett  Orr  of  Lincoln,  addressed  the  Phi 
Beta  Kappa  group  in  Lincoln  on  the  subject  of  “Con- 
tributions of  Pasteur  and  Lister  to  Modern  Surgery.” 

Drs.  Frederick  N.  Hicken  and  Chas.  Baker,  both 
of  Omaha,  were  guest  speakers  at  a dinner  meeting 
of  the  Scottsbluff  County  Medical  Society,  February 
9. 

Carroll  Richard  Mullen,  who  was  graduated  from 
Creighton  University  in  1923,  has  just  been  appoint- 
ed Attending  Surgeon  at  Wills  Hospital,  one  of  the 
leading  hospitals  in  the  country  devoted  exclusively 
to  diseases  of  the  eye.  He  is  also  Assistant  Demon- 
strator of  Opthalmology  at  Jefferson  Medical  Col- 
( Continued  on  page  xxii) 
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lege,  from  which  he  received  his  M.  D.  degree  in 
1926.  The  appointment  to  the  Wills  Hospital  is  ef- 
fective February  19. 


DEATHS 

Dr.  F.  J.  Wurtele,  North  Platte,  born  in  Evanston, 
Wyo.,  in  1877,  graduated  from  New  York  University 
Medical  College  in  1907.  After  serving  an  intern- 
ship at  Bellevue  Hospital,  he  practiced  for  a time  in 
Pittsfield,  Mass.  From  there  he  went  to  Denver, 
where  he  practiced  until  1914  when  he  located  in 
North  Platte.  He  remained  in  practice  there  until 
his  death  January  17,  1939.  The  doctor  was  stricken 
with  cerebral  hemorrhage  on  Sunday,  January  15, 
prior  to  the  opening  of  the  mid-winter  session  of  the 
Council  of  the  Nebraska  State  Medical  Association 
in  the  Comhusker  Hotel.  Dr.  Wurtele  was  a coun- 
cillor from  his  district.  He  had  been  active  in  civic 
and  professional  affairs  in  the  North  Platte  region 
for  many  years.  He  had  been  a major  in  the  Medi- 
cal Corps  in  the  U.  S.  Army  during  the  World  War. 
Dr.  Wurtele  is  survived  by  his  wife  and  a daugh- 
ter, Mrs.  (Dr.)  H.  L.  Clarke  of  North  Platte. 

Dr.  Thos.  L.  Houlton,  born  in  Omaha,  in  1896, 
graduated  from  Creighton  Medical  College  in  1920, 
served  his  internship  in  St.  Joseph’s  Hospital,  Oma- 
ha, and  residency  in  the  Boston  Psychopathic  Hos- 
pital. He  returned  to  his  native  city  in  1924,  where 
he  became  associated  with  his  alma  mater  in  the 
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department  of  Neurology  and  Psychiatry.  At  the 
time  of  his  accidental  death  on  February  1,  1939,  he 
was  assistant  professor  of  Neurology  at  Creighton 
University  Medical  School.  Death  was  due  to  as- 
phyxia from  carbon  monoxide  due  to  a running  mot- 
or in  the  closed  garage. 

Dr.  Freeda  May  Clark,  Chambers,  born  in  1873, 
graduated  from  Hahnemann  Medical  College  and 
Hospital  of  Chicago  in  1899.  Dr.  Clark  came  to  Ne- 
braska in  1903  and  practiced  in  several  towns  includ- 
ing Irvington,  Tilden  and  Chambers.  Died  on  or 
about  February  5,  1939. 

Dr.  Charles  A.  Kenner,  Omaha,  born  1861,  gradu- 
ated from  Rush  Medical  College  in  1883,  came  to 
Nebraska  in  1891  and  practiced  for  15  years  in  Uti- 
ca. From  Utica  he  moved  to  Omaha  where  he  re- 
mained until  his  death  January  24,  1939. 

Dr.  Earnest  L.  Meredith,  Omaha,  not  in  practice; 
was  born  in  1884,  died  Jan.  27,  1939,  graduated  from 
Barnes  Medical  College  at  St.  Louis  in  1909.  Came 
to  Nebraska  that  year  where  he  located  in  Burchard 
and  Farnam.  For  the  past  several  years  he  lived  in 
Omaha.  He  is  survived  by  his  wife  and  two  daugh- 
ters. 

Dr.  Clark  L.  Phillips,  Superior,  born  in  1885, 
graduated  from  University  of  Nebraska  Medical 
College  in  1912.  After  serving  his  internship  in  the 
Douglas  County  Hospital,  he  began  his  practice  at 
Dixon,  Nebr.  From  there  he  moved  to  Superior  in 
1932,  where  he  remained  until  his  death  January  28, 
1939.  He  is  survived  by  his  wife  and  six  children. 

(Continued  on  page  xxiii) 
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Professional  Protection 


A Doctor  Says — 

“I  wish  to  express  my  appreciation  of  the  mas- 
terly way  in  which  you  disposed  of  my  malpractice 
suit.  Your  intense  interest,  your  rapid  firing 
intercourse  of  correspondence,  your  legal  talent, 
your  encouragement,  your  fairness,  could  not  be 
improved  upon.” 


MPANY 


OP  FORT  WAYNE.  INDIANA 


tenant  (junior  grade)  and  assigned  to  the 
Naval  Medical  School,  Washington,  D.  C.,  for 
a post-graduate  course  of  instruction  prior  to 
their  assignment  to  sea  or  foreign  shore 
duty. 

QUALIFICATIONS — Candidates  must  be 
United  States  citizens  between  the  ages  of 
21  and  32  years  at  the  time  of  appointment, 
and  pass  a physical  and  professional  exam- 
ination. The  physical  requirements  comprise 
the  following:  Height — 66  to  76  inches,  in- 
clusive; robust  physique  and  development; 
weight— proportionate  to  age  and  height; 
hearing — normal ; vision — not  less  than 
12/20  each  eye  unaided  by  glasses  and  cap- 
able of  correction  to  20/20 ; color  perception 
— normal ; teeth — not  less  than  20  vital  teeth, 
of  which  there  must  be  4 opposed  incisors 
and  4 opposed  molars. 

COMPENSATION — Officers  of  the  rank 
of  Lieutentant  (junior  grade)  without  de- 
pendents receive  compensation  of  $2,699  per 
year,  while  those  with  dependents  receive 
$3,158  per  year.  There  are  additional  cash 
allowances. 

If  interested,  write  at  once  for  further  par- 
ticulars to  Bureau  of  Medicine  and  Surgery, 
Navy  Department,  Washington,  D.  C. 
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MARRIAGES 

Dr.  Chas.  W.  McLaughlin,  Jr.,  to  Miss  Beatrice 
Remeirs,  Omaha,  on  Staurday,  January  14,  1939. 

Dr.  Russell  Williams,  Enders,  Nebr.,  to  Miss  Carl- 
een  Steckelberg  of  Lincoln,  at  Shenandoah,  la.,  Feb- 
ruary 25,  1939. 

BIRTHS 

Dr.  and  Mrs.  Fred  M.  Watke  of  Omaha,  a son  on 
January  28,  1939. 

To  Dr.  and  Mrs.  Willard  G.  Seng,  Omaha,  a son 
on  February  12,  1939. 


Commissions — Internships — Post- 
Graduate  Courses 

The  Medical  Corps  of  the  United  States 
Navy  offers  a number  of  internships  and 
commissions  to  graduates  of  Class  “A”  medi- 
cal schools  who  have  completed  or  are  about 
to  complete  an  internship  in  a civilian  hos- 
pital. Examinations  will  begin  on  May  8th, 
1939,  and  applications  should  be  on  file  at 
least  one  month  prior  to  that  date. 

COMMISSIONS — Qualified  candidates  who 
have  completed  internships  in  civilian  hos- 
pitals and  who  successfully  pass  the  com- 
petitive examination  will  be  commissioned  as 
Assistant  Surgeons  with  the  rank  of  Lieu- 
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manner  and  with  the  same  ease  as  a Graves  speculum.  One 
size  is  all  that  is  needed;  the  adjustment  provided  is  sel- 
dom used,  as  the  pelvic  bones  which  support  the  retractor 
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Grand  Island  TH?RDSCITY 

1939  CONVENTION  CITY 
MAY  1,  2,  3,  4 


A hearty  welcome  awaits  the  members  of 
The  Nebraska  State  Medical  Association  and 
the  members  of  The  Ladies  Auxiliary  at  the 
Seventy-first  Annual  Session  to  be  held  in 
Grand  Island,  Nebraska’s  Third  City,  open- 
ing Monday,  May  1,  with  a day  of  entertain- 
ment in  the  golf  tournament 
and  the  annual  trap  shoot 
and  continuing  through  the 
following  three  days  of  the 
scientific  session. 

The  Hall  County  Medical 
Society  and  the  business 
m e n of  Grand  Island  are 
proud  to  have  the  opportun- 
ity of  being  host  and  we 
have  been  assured  that  every  possible  provi- 
sion is  being  made  to  make  this  convention 
one  of  the  outstanding  sessions  of  the  Asso- 
ciation. And  when  the  people  of  Grand  Is- 
land say  that  they  are  going  to  see  to  it  that 
we  have  a highly  successful  meeting  they 
mean  just  that.  It  is  this  outstanding  spirit 
of  progressive  cooperation  that  has  made 
this  little  city  Nebraska’s  Third  City  and 
they  are  proud  of  that  fact. 


There  are  many  distinct  advantages  to 
which  Grand  Island  can  lay  claim  which 
makes  it  an  ideal  place  to  hold  the  1939  An- 
nual Session.  It  is  located  within  15  miles 
of  the  center  of  the  state’s  population  and, 
incidentally,  is  considered  the  geographic 
center  of  the  United  States.  The  city  is  con- 
veniently located  as  to  transportation  facili- 
ties, being  located  on  the  main  line  of  the 
Union  Pacific  Railroad 
and  on  Highway  No.  30. 
It  is  also  served  by 
highways  2,  11,  34,  70 
and  281  as  well  as  the 
C.  B.  & Q.  and  St.  Jo- 
seph and  G.  I.  R.  R.  It 
also  boasts  the  safest 
and  best  all  weather  airport  in  the  United 
States,  which  has  just  recently  been  com- 
pleted, and  has  been  named  Arrasmith  Field 
for  Dr.  Arrasmith.  Being  on  the  main  line 
of  the  United  Airlines,  the  transportation 
facilities  are  of  the  best,  making  the  city 
available  to  members  and  guests  by  any 
method  of  transportation  which  they  may 
choose. 


The  Yancey  Hotel  has  been  chosen  as  head- 
quarters for  all  of  the  meetings  of  the  Medi- 
cal Association  and  the  Stratton  Hotel  has 
been  chosen  as  headquarters  for  the  Ladies 
Auxiliary.  Both  of  these  hotels  are  modern 
and  up-to-date  in  every  respect  and  offer  ac- 
commodations which  are  of  the  very  best. 
Accommodations  are  also  available  at  the 
Palmer  and  Koehler  hotels,  which  assures 
the  members  of  first  class  accommodations 
for  the  entire  session. 


zy 


Being  located  in  the  center  of  Nebraska’s 
population  and  in  the  geographic  center  of 
the  United  States,  the  wholesale  and  manu- 
facturing business  is 
important.  The  an- 
nual wholesale  and 
manufacturing  busi- 
n e s s approximates 
$18,000,000,  while  the 
annual  retail  business 
is  estimated  between 
$9,000,000  and  $11,- 
000,000.  It  is  also  one  of  the  outstanding 
livestock  markets  in  this  part  of  the  country, 
handling  over  a quarter  million  head  every 
year.  It  is  estimated  that  the  livestock  busi- 
ness alone  reaches  an  annual  figure  of  $6,- 
000,000.  It  has  always  been  one  of  the  na- 
tion’s outstanding  horse  and  mule  markets, 
statistics  showing  that  it  is  the  second  larg- 
est such  market  in  the  world. 


Stratton  Hotel 


America’s  first  sug- 
ar beet  factory  was  es- 
tablished in  Grand  Is- 
land a half  century 
ago  and  is  still  in  op- 
eration. This  was  the 
beginning  of  one  of 
the  state’s  largest  in- 
dustries. The  city  also  boasts  the  most  mod- 
ern flour  mill  in  the  United  States  and  it  is 
said  to  be  the  only  air  conditioned  mill  in  the 
world. 


St.  Francis  Hospital 


To  care  for  the  financial  interests  of  such 
a progressive  city  it  is  necessary  that  the 
city  have  financial  institutions  of  character 
and  operated  along  progressive,  yet  con- 
servative lines  in  keeping  with  the  activities 
of  the  residents.  Grand  Island  has  two 
strong  Trust  Companies  and  fourteen  Build- 


xviii  The  Nebraska  State  Medical  Journal  Nebr.  s.  m.  jour. 

April,  1939 


A Part  of  the  Business  Section 


ing  & Loan  and  Finance  Companies.  It  is 
also  the  home  office  of  the  Pathfinder  Life 
Insurance  Company,  a home  owned  company 
which  has  been  doing  business  for  53  years 
and  has  paid  out  $21,000,000  in  claims. 
There  is  also  one  Farmers’  Union  Insurance 
Company.  There  are  three  National  Banks 
located  in  Grand  Island,  with  total  deposits 
of  $7,400,000. 


Numbered  among  the  high  points  of  inter- 
est in  the  city  is  the  United  States  Monitor- 
ing Station,  known  as  the  “Policeman  of  the 
Air,”  which  checks  broadcasting  stations  as 
to  their  assigned  frequencies  in  this  country 
and  foreign  nations  as  well.  While  Grand  Is- 
land is  an  outstanding  business  center  for 
the  state,  it  is  also  high  ranking  as  an  edu- 
cational center.  There  are  seven  grade 
schools,  two  junior  high  schools  and  one 
large  senior  high  school.  All  buildings  are 
new  or  modernized  and  are  splendidly 
equipped.  In  addition,  there  are  three  paro- 
chial schools,  a commercial  college  and  a con- 
servatory of  music. 

Few  cities  better 
Grand  Island  in  hos- 
pital facilities,  there 
being  two  well  equip- 
ped and  well  man- 
aged institutions  to 
serve  this  commun- 
u.  s.  Monitor  station  ity,  these  being  the 
St.  Francis  and  Luth- 
eran hospitals.  Almost  five  thousand  pa- 
tients are  cared  for  annually  in  these  two  in- 
stitutions. 


This  is  the  first  year  since  1928  that  The 
Nebraska  State-  Medical  Association  has 
held  its  annual  session  outstate,  the  meet- 
ings always  being  held  in  either  Omaha  or 
Lincoln,  and  the  Association  appreciates  this 
invitation  to  take  its  meeting  out  to  such  a 
progressive  little  city  and  to  be  the  guests 
of  such  a gracious  group  of  hosts  as  the 
Hall  County  Medical  Society  and  the  busi- 
ness houses  of  Grand  Island.  That  it  will 
be  an  outstanding  meeting  and  one  long  to 
be  remembered  by  the  members  of  the  As- 
sociation and  the  Auxiliary,  there  is  no 
doubt.  It  is  a friendly  city  and  every 
member  registered  is  assured  of  a hearty 
welcome  in  every  business  house  in  town. 
Many  of  the  stores  are  planning  special 
shopping  attractions  for  both  the  ladies 
and  the  men,  and,  while  the  convention 
dates  will  be  a busy  time  for  everyone,  it 
will  be  time  well  spent  to  see  and  get  ac- 
quainted with  Grand  Island. 


THE  PROGRAM 

The  Committee  on  Scientific  Assembly  is 
rapidly  completing  its  work  and  the  official 
programs  for  the  scientific  sessions  will  be 


published  and  mailed  to  each  member  short- 
ly after  this  issue  of  The  Journal.  An  excel- 
lent program  is  being  planned  for  this  year 
and  one  which  will  have  unusual  interest  for 
the  general  practitioner.  Watch  for  your 
program. 

GENERAL  INFORMATION 

HEADQUARTERS. 

Registration  headquarters  for  the  mem- 
bers of  The  Nebraska  State  Medical  Associa- 
tion will  be  at  the 
Hotel  Yancey.  Regis- 
tration for  the  Auxil- 
iary will  be  at  the 
Hotel  Stratton.  All 
general  meetings  of 
the  session  will  be 

held  in  the  Gold  Room  American  Crystal 

at  the  Hotel  Yancey.  Sugar  Factory 

A public  address  system  will  be  installed  so 
that  the  speakers  will  all  be  well  heard  in 
every  part  of  the  hall. 


ROUND  TABLE  MEETINGS. 

Round  table  luncheons  will  be  held  each 
day  during  the  meeting.  One  of  the  distin- 
guished guests  will  be  present  at  each  of 
these  luncheons  to  take  part  in  the  discus- 
sions. These  luncheon  meetings  will  be  held 
in  the  dining  room  on  the  mezzanine  floor  of 
the  Hotel  Yancey. 


ALUMNI  LUNCHEONS. 

The  regular  Alumni  luncheons  will  be  held 
Tuesday  noon  and  the  place  of  each  luncheon 
will  be  announced  at  the  meeting. 


TUESDAY  EVENING  DINNER. 

The  Tuesday  evening  informal  buffet  din- 
ner will  be  held  in  the  Gold  Room  at  7:00  p. 
m.  The  program  for  this  meeting  will  have 
an  unusual  interest  this  year,  since  the  dis- 
cussions will  be  devoted  entirely  to  Medical 
Economics.  President  A.  L.  Miller  will  be  in 
charge  of  this  meeting  and  will  introduce  all 
of  the  guest  speakers  for  the  day.  Dr. 


Volume  24 
Number  4 


The  Nebraska  State  Medical  Journal 


xix 


Ebaugh,  of  Denver,  will  give  a short  discus- 
sion of,  “The  Responsibility  of  the  State  in 
the  Care  of  Mental  Diseases.”  Dr.  Rock 
Sleyster,  president-elect  of  the  A.  M.  A.,  will 
be  the  principal  speaker  at  this  meeting  and 
will  discuss  the  attitude  of  the  A.  M.  A.  to- 
ward present  day  trends  in  medical  care. 

SECRETARIES’  MEETING. 

A special  meeting  of  the  secretaries,  or 
other  representatives,  of  county  societies 
will  be  held  Wednesday  at  4:00  p.  m.  im- 
mediately following  the  afternoon  scientific 
session.  This  will  be  an  extremely  import- 
ant meeting  since  a large  part  of  the  discus- 
sion will  be  centered  around  the  F.  S.  A.  pro- 
gram which  is  to  be  started  in  the  state  this 
year.  Since  the  county  society  is  the  unit 
for  this  program  and  will  have  control  of  the 
program,  it  is  important  that  the  secretary, 
or  some  representative  of  each  county  so- 
ciety, have  full  information  as  to  how  it  is  to 
operate.  As  many  secretaries  as  possible 
should  plan  to  attend  this  meeting. 

SCIENTIFIC  EXHIBITS. 

Special  effort  has  been  made  by  the  com- 
mittee to  provide  a 
scientific  exhibit  of 
outstanding  merit. 
A nice  group  has 
been  secured.  They 
will  be  displayed  on 
the  mezzanine  floor 
of  the  Hotel  Yan- 
cey. A brief  account  of  the  exhibits  will  be 
found  in  the  official  program. 

TECHNICAL,  EXHIBITS. 

All  technical  exhibits  are  located  at  the 
Hotel  Yancey  and  will  be  found  in  the  lobby 
and  on  the  mezzanine  floor.  A complete  list 
of  the  exhibitors  will  be  found  in  the  official 
program. 

GOLF  TOURNAMENT. 

Elaborate  plans  are  being  made  for  the 
Golf  Tournament  this  year,  which  will  be 
held  on  Monday  afternoon  at  2:00  p.  m.  at 
the  Riverside  Golf  Club.  This  Club  is  locat- 
ed 1%  miles  south  and  1/2  mile  west  of  the 
Yancey  Hotel.  We  are  informed  that  the 
tournament  this  year  will  be  unique  in  that 
it  will  be  a battle  royal  between  those  play- 
ers accustomed  to  sand  greens  and  those  used 
to  bent  grass  greens.  The  greens  on  the  Riv- 
erside Course  are  of  bent  grass.  Three 
guesses  are  given  as  to  who  will  win.  Get 
out  those  clubs  now,  advises  the  committee, 
so  that  you  can  get  the  “feel”  of  them  and  be 
in  top  shape  to  do  your  best — because  you’ll 
need  it.  Also  start  figuring  out  your  handi- 
caps so  that  they  will  be  big  enough  to  allow 
you  to  get  in  the  money.  There  will  be  plen- 
ty of  bacon  to  carry  home.  Make  reserva- 
tions with  Dr.  F.  D.  Ryder,  Grand  Island. 


THE  TRAP  SHOOT. 

All  of  you  men  who  are  good  when  it 
comes  to  pointing  at  clay  birds  are  sure  to 
enjoy  this  year’s  Trap  Shoot,  which  will  be 
held  at  the  Grand  Island  Gun  Club  at  2:00  p. 
m.  on  Monday,  May  1.  This  Club  is  located 
3i/>  miles  south  of  the  Yancey  Hotel.  All 
of  the  events  will  be  planned  to  satisfy  handi- 
caps and  there  will  be  plenty  of  prizes  for 
everyone.  Dr.  E.  A.  Watson,  Grand  Island, 
is  in  charge  of  the  Trap  Shoot. 

GOLFERS’  AND  SHOOTERS'  DINNER. 

Monday  evening  the  golfers  and  trap 
shooters  will  all  dine 
together  at  the  River- 
side Golf  Club  at  7:00 
p.  m.,  where  all  of  the 
prizes  won  during  the 
afternoon  will  be 
awarded.  This  dinner 
is  becoming  one  of  the 
big  events  of  the  ses- 
sion and  if  you  miss  it 
you  are  really  missing  something.  Tickets 
for  the  Golf  and  Dinner  are  $1.50  each  and 
for  the  Trap  Shoot  and  Dinner  $1.00  each. 

LADIES’  AUXILIARY. 

Some  very  interesting  events  for  the  Aux- 
iliary have  been  planned.  Headquarters  and 
registration  will  be  at  the  Hotel  Stratton. 
Registration  will  be  Tuesday  morning  and 
the  first  business  session  starts  at  10:00  a. 
m.  at  the  Stratton.  An  informal  luncheon 
will  be  held  at  the  Stratton  at  12:30  on  Tues- 
day. An  afternoon  tea  will  be  held  at  3:00 
p.  m.  at  the  home  of  Mrs.  A.  P.  Synhorst, 
2121  West  Louise  Street.  A luncheon  and 
program  has  been  planned  for  1:00  p.  m.  on 
Wednesday  at  the  Riverside  Country  Club 
and  a Dutch  Treat  luncheon  Thursday  at 
noon  at  the  Hotel  Stratton.  The  ladies  will, 
of  course,  attend  the  banquet  Wednesday 
evening  with  their  husbands.  Transporta- 
tion will  be  provided  for  all  occasions  from 
the  headquarters  hotel.  The  complete  pro- 
gram will  be  found  in  the  official  program. 
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inulition  — Custom  which  has  been  handed  down  from  the  past. 


IT  IS  THE  LILLY  TRADITION,  NOW  APPROACHING 
THE  THREE-QUARTER-CENTURY  MARK,  TO  STRIVE 


ALWAYS  TO  SUPPLY  THE  FINEST  PHARMACEUTI- 


CALS AND  BIOLOGICALS  THAT  CAN  BE  MADE. 


AMYTAL  ( Iso-amyl  Ethyl  Barbituric  Acid,  Lilly) 

and  SODIUM  AMYTAL  (Sodium  Iso-amyl  Ethyl  Barbiturate,  Lilly) 


• These  are  familiar  hypnotics  in  the  average  medical 
bag.  Long  experience  has  proved  them  relatively  free 
from  after-depression  and  moderate  in  duration  of  action. 

‘Amytal’  (Iso-amyl  Ethyl  Barbituric  Acid,  Lilly)  is 
supplied  in  1/8,  1/4,  3/4,  and  1 1/2-grain  tablets  in  bot- 
tles of  40  and  500. 

‘Sodium  Amytal’  (Sodium  Iso-amyl  Ethyl  Barbiturate, 
Lilly)  is  supplied  in  1-grain  and  3-grain  pulvules  (filled 
capsules),  and  in  a number  of  ampoules  to  meet  emer- 
gencies. 

Eli  Lil  ly  and  Company 

INDIANAPOLIS,  INDIANA,  U.S.A. 
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Enlarged  Thymus* 

ALBERT  F.  TYLER,  B.  Sc„  M.  D.,  F.  A.  C.  P.,  and 
W.  E.  HOLMES,  M.  D., 

Omaha. 


The  purpose  of  this  discussion  is  to  show 
the  relationship  between  enlarged  thymus 
and  sudden  death  during  anesthesia,  especial- 
ly as  related  to  operations  for  cleft  palate  and 
hare  lip.  The  routine  carried  out  at  Imman- 
uel Hospital  was  prompted  by  the  death  of  a 
cleft  palate  baby  during  anesthesia  about  ten 
years  ago.  We  shall  attempt  to  show  the  re- 
sults of  that  ten  years  experience. 

The  thymus  is  formed  by  the  development 
of  two  pouches  from  the  entoderm  of  the 
third  branchial  cleft  which  grow  laterally 
and  posteriorly  and  surround  the  aorta  but 
never  unite,  thus  making  the  two  lobes  of 


£iu.  1 iti2.  1 he  thymus  of  a full-time  fettts,  exposed  in  situ. 


Fig.  1.  The  thymus  of  a full  time  fetus  exposed  in  situ,  (after 
Gray-Lewis). 

the  thymus.  (Fig.  1)  The  weight  at  birth 
is  15  gms.,  at  puberity  35  gms.,  and  at  60 
years  25  gms. 

♦Presented  at  the  monthly  meeting  of  the  Staff  of  Immanuel 
Hospital,  Omaha,  Jan.  13,  1939. 

The  clinical  material  herewith  is  presented  through  the  cour- 
tesy of  Dr.  Wm.  L.  Shearer  and  Dr.  Clyde  Moore. 


There  are  two  schools  of  thought  regard- 
ing enlarged  thymus : Those  who  think 
the  size  of  the  thymus  has  no  relationship  to 
sudden  deaths  in  children  and  those  who 
think  there  exists  a definite  relationship. 

Judson(1)  of  Los  Angeles  quotes  Young 
and  Turnbull  reporting  for  the  Status 
Lymphaticus  Investigating  Committee  of 
Great  Britain,  “The  facts  elicited  in  the  pres- 
ent inquiry  afford  no  evidence  that  so-called 
status  thymolymphaticus  has  any  existence 
as  a pathological  entity.” 

J.  P.  Mahoney  of  the  Childrens’  Hospital, 
Boston,  reports  16,195  anesthesias  in  chil- 
dren with  225  deaths  of  which  autopsies  were 
done  in  70%.  In  none  was  death  due  to  en- 
larged thymus. 

Kennedy  and  New  of  the  Mayo  Clinic  state, 
“Enlargement  of  the  thymus  can  seldom,  if 
ever,  be  established  as  a cause  of  death.” 

Abt  of  Chicago  says:  “I  do  not  believe 
there  is  any  evidence  during  life  or  post  mor- 
tem to  show  that  the  thymus  enlargement 
causes  enough  compression  of  the  trachea, 
bronchi  or  larynx  to  produce  stridor.” 

Much  research  has  been  done  in  recent 
years  relative  to  the  function  of  the  thymus 
by  Einhorn  and  his  co-workers  of  the  Uni- 
versity of  Pennsylvania  and  Gershon-Cohen 
and  his  co-workers  who  have  approached  the 
problem  from  the  laboratory  standpoint, 
working  with  rats,  and  Donaldson  of  the  Uni- 
versity of  Michigan  who  has  approached  the 
problem  from  the  clinical  viewpoint. 

Einhorn  and  Rountree(2)  removed  the  thy- 
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mus  completely  by  surgical  operation  in  six 
generations  of  rats  running  controls  from  the 
same  litters.  This  study  showed  that  thymec- 
tomy of  both  parents,  through  six  genera- 
tions, caused  retardation  in  growth  and  de- 
velopment of  the  offspring.  To  be  effective, 
both  parents  must  be  thymectomized.  The 
growth  of  the  offspring  from  thymectomized 
parents  was  about  half  that  of  the  controls 
from  the  same  litters  and  the  eyes  opened 
later,  the  testes  descended  later  and  the  vag- 
ina was  slower  in  opening. 

In  another  series  of  833  rats  from  five 
generations,  Einhorn(3>  found  that  the  re- 
tardation in  growth  and  development  in 
thymectomized  rats  may  be  completely  cor- 


A hole  corresponding  to  this  mark  was  cut  in 
a piece  of  sheet  lead  large  enough  to  cover 
the  entire  body  of  the  rat.  With  the  rat 
strapped  immovable  by  adhesive  lying  on  his 
back  on  a board,  the  lead  sheet  was  tacked 
to  the  board  with  the  hole  directly  over  the 
thymus  as  marked  on  the  skin.  X-ray  treat- 
ment of  2000  r units  into  the  thymus  through 
the  opening  in  the  sheet  of  lead,  gave  com- 
plete atrophy  of  the  gland  in  four  to  six  days 
without  exposure  of  any  of  the  remainder  of 
the  body  to  the  x-rays.  By  this  technique 
they  were  able  to  be  more  certain  of  produc- 
ing complete  dysfunction  of  the  gland  than 
could  be  done  by  surgical  removal.  Their  ex- 
periments, carried  through  35  litters  of  rats, 


Fig.  2.  Erythema  on  rat  six  days  after  radiation  (Gershon- 
Cohen ) . 

Fig.  3.  Showing  lead  protection  over  body  of  rat  with  hole 
through  which  the  thymus  is  radiated. 

rected  or  even  over  corrected  by  daily  intra- 
peritoneal  injections  of  1 cc  of  thymus  ex- 
tract (Hanson). 

Approaching  the  problem  from  another 
angle,  Einhorn,  using  772  animals  from  five 
generations,  found  that  homologous  implants 
overcome  the  effects  of  thymectomy  in  the 
second  generation  and  in  succeeding  genera- 
tions accelerate  the  growth  and  development. 

C.  W.  Hughes  and  T.  T.  Job(5)  approaching 
the  problem  from  the  “status  thymolymph- 
aticus”  standpoint  attempted  to  involute  com- 
pletely all  the  lymphoid  tissue  in  albino  rats 
by  x-ray  treatment.  They  found  that  small 
doses  of  x-rays  applied  to  the  entire  body 
killed  the  rats  so  nothing  of  value  came  out 
of  their  work. 

Gershon-Cohen(6>  and  his  co-workers  care- 
fully localized  the  thymus  gland  in  rats  by 
means  of  fluoroscopic  examination  and  out- 
lined its  location  on  the  skin  with  a pencil. 


Fig.  4.  Testis  of  control  male  rat  (150  X). 

Fig.  5.  Testis  of  radiated  male  rat  (150  X).  Almost  complete 
absence  of  spermatogenic  cells. 

showed  not  only  retardation  in  growth  and 
development  but  retardation  in  the  develop- 
ment of  the  gonads  in  the  male,  resulting  in 
sterility.  The  ovary,  on  the  other  hand, 
showed  only  a slight  degree  of  retardation  in- 
sufficient to  cause  sterility.  At  the  same 
time  these  atrophic  changes  were  taking 
place  in  the  sex  glands,  the  pituitary  gland 
enlarged,  mostly  in  the  anterior  lobe.  These 
experiments  lead  to  the  conclusion  that  the 
thymus  has  a very  definite  relationship  to 
body  growth  and  development  and  to  the 
testes  of  the  male  governing,  to  a certain  ex- 
tent, the  sterility  of  the  male  rat. 

Donaldson (7)  made  a study  of  2000  new- 
born babes,  equally  divided  between  the 
sexes,  in  order  to  determine  the  percentage 
of  babes  born  with  enlarged  thymus  and  the 
effects  of  x-ray  treatment  of  the  thymus. 

The  study  was  based  on  the  statement  of 
other  workers  that  the  x-ray  image  of  the 
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thymus,  in  the  newborn  made  with  a tube- 
film  distance  of  30  inches  with  the  patient 
lying  supine,  measured  at  the  level  of  the 
third  dorsal  vertebra  should  be  not  more 
than  3 cm  wide.  (Kinney  and  Taylor  3 cm 
or  less  is  normal).  (Carr — 2.7  cm  to  3 cm 

is  normal). 

In  order  to  allow  for  any  errors  in  measure- 
ment, Donaldson  assumed  that  3.5  cm  was 
the  normal  upper  limit,  calling  any  thymus 
shadow  wider  than  3.5  enlarged.  This  study 
of  2000  newborn  infants  showed  18.4%  slight 
enlargement  3-3.5  cm.,  11.15%  definite  en- 
largement, above  3.5  cm.  The  enlargement 
in  heavier  babies  was  higher  in  males.  The 
heaviest  baby  in  both  groups  had  normal 
thymus.  The  thymus  size  is  larger  in  pro- 
portion to  greater  birth  weight. 


Fig.  6.  Ovary  of  control  female  rat  (20  X). 

Fig.  7.  Ovary  of  radiated  female  (20  X).  Note  presence  of 
follicles  and  corpora  lutea.  The  lack  of  abnormal  changes  con- 
trasts sharply  with  the  marked  changes  in  the  testis  of  the  ra- 
diated male. 

X-ray  therapy  was  administered  in  all 
cases  showing  roentgen  evidence  of  enlarge- 
ment. Decrease  in  the  size  of  the  thymus 
shadow  was  noted  in  all  cases  treated  and  re- 
examined and  there  were  no  ill-effects  from 
the  x-ray  treatment. 

In  another  study  Donaldson<8>  measured 
the  size  of  the  roentgen  shadow  of  the  thy- 
mus in  infants  whose  mothers  had  taken  io- 
dized salt  during  the  prenatal  period.  This 
study  covered  1455  infants,  1304  of  them  24 
hours  old  and  151  older.  In  the  newborn 
18.8%  were  enlarged  and  in  the  older  chil- 
dren 14.4%. 

Moncrieff(9)  made  a study  of  the  symp- 
toms present  in  children  with  enlarged  thy- 
mus. He  mentions  stridor,  syncope,  dysp- 
noea, head  retraction  and  cyanosis.  These 
symptoms,  when  present,  call  for  x-ray  ex- 
amination to  determine  the  presence  or  ab- 


sence of  enlarged  thymus.  Moncrieff  had  all 
positive  cases  treated  by  radium  or  x-ray. 
All  were  reduced  in  size  and  all  became  symp- 
tom free. 

Campbell(10)  calls  attention  to  the  need  of 
ruling  out  enlarged  thymus  or  reducing  it  in 
size  before  undertaking  any  surgical  proced- 
ure in  children.  He  suggests  the  enlarge- 
ment may  be  due  to  a hormone  deficiency 
and  advises  the  use  of  adrenalin  and  x-ray 
treatment  combined  with  high  carbohydrate 
diet  and  alkalinization  before  operation. 

Ingle,  Higgins  and  Kendall(11>  have  shown 
that  pure  crystalline  compounds  extracted 
from  the  adrenal  cortex,  which  have  the 
property  of  maintaining  the  life  of  adrenal- 
ectomized  animals,  also  have  the  property  of 
causing  a loss  in  body  weight,  atrophy  of  the 


Fig.  8.  The  pituitary  of  control  male  rat  eighty  days  of  age 
(500  X). 

Fig.  9.  Pituitary  of  treated  male — a litter  mate  of  Fig.  8. 

adrenal  cortices  and  atrophy  of  the  thymus 
in  male  rats. 

Our  own  work  began  in  1927  following  an 
unfortunate  experience  resulting  in  loss  of 
an  infant  during  anesthesia  for  cleft  palate 
operation.  The  surgeon  wanted  to  know  if 
such  accidents  could  not  be  prevented  by  rou- 
tine examination  of  these  cleft  palate  and 
hare  lip  babies  before  operation.  In  the  elev- 
en years  since  we  have  examined  101  infants 
finding  evidence  of  enlarged  thymus  in  47  or 
46  per  cent.  All  of  these  babes  with  en- 
larged thymus  have  received  x-ray  treatment 
followed  by  recheck  examination  in  one  week. 
All  have  shown  return  of  the  thymus  to  nor- 
mal size  and  none  of  them  have  had  serious 
trouble  with  the  anesthetic  and  no  bad  ef- 
fects have  followed  the  x-ray  treatment. 

The  thymus  is  very  radiosensitive,  the 
dose  of  x-rays  necessary  to  produce  reduc- 
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tion  runs  about  300  r with  occasionally  the 
use  of  up  to  600  r.  This  dose  is  well  below 
an  erythema  dose  so  not  even  the  skin  shows 
any  changa 

We  had  one  child  who  had  an  enlarged 
thymus  which  promptly  reduced  after  x-ray 
treatment  and  who  had  the  first  stage  opera- 
tion by  Dr.  Shearer  for  cleft  palate  without 
trouble.  The  patient  went  home  to  await 
the  second  operation,  contracted  an  infect- 
ious disease  and  when  he  returned  for  the 
second  operation,  the  thymus  was  again 
greatly  enlarged  but  reduced  promptly  under 
more  x-ray  treatment. 


the  exact  modus  operandi  of  the  effect  may 
not  be  known.  Numerous  cases  of  sudden 
death  are  on  record  where  the  only  abnor- 
mality found  at  postmortem  examination  has 
been  “enlarged  thymus.” 

There  is  the  possibility  of  slight  pressure 
of  the  enlarged  thymus  on  the  branches  of 
the  recurrent  laryngeal  nerve,  as  suggested 
by  John  S.  Latta,  M.  D.,  the  anatomist*12*. 
We  are  inclined  to  believe  the  stridor,  cyan- 
osis and  other  symptoms  of  respiratory  diffi- 
culty are  due  to  spasm  of  the  larynx  probably 
on  a neurological  reflex  basis. 


Fig.  10.  X-ray  film  of  enlarged  thymus  in  cleft  palate  baby. 


Thymus  Enlarged 

Normal  babes 11.15% 

Prenatal  use  of  iodized  salt 18.8  % 

Cleft  palate  46.  % 

Other  deformities  associated  with  cleft  palate: 

Hydrocephalus  1 

Absent  nose  1 

Congenital  heart 1 

Umbilical  hernia 1 

Congenital  Syphilis  1 


Besides  the  101  babes  with  cleft  palate,  we 
have  treated  60  babes  who  had  no  other  de- 
fect than  the  enlarged  thymus.  All  of  these 
have  had  small  doses  of  x-ray.  In  all  cases 
the  thymus  has  decreased  and  in  none  have 
untoward  results  followed.  These  patients 
have  all  been  brought  for  treatment  because 
of  stridor,  cyanosis,  dyspnoea  or  syncope. 
This  method  of  treatment  has  brought  relief 
to  all  these  babes  and  allowed  them  to  de- 
velop normally.  Such  results  make  us  feel 
justified  in  using  the  treatment  even  though 


Fig.  11.  X-ray  film  of  patient  in  Fig.  10  one  week  following 
treatment. 
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Treatment  of  Pneumonia5' 

RODNEY  W.  BLISS,  M.  D. 
Omaha. 


The  country  doctor  always  used  to  know 
he  would  be  busy  in  the  summer  time  because 
of  typhoid  fever  and  gastroenteritis  of  chil- 
dren ; and  he  was  always  equally  certain  of  a 
busy  month  in  March  because  of  pneumonia. 
Certain  it  is  that  the  first  three  months  of 
the  year  are  our  pneumonia  months — though 
of  course  that  does  not  mean  that  one  may 
not  see  a pneumococcus  pneumonia  any  or 
every  month  of  the  year.  Reported  cases  in 
Illinois  run  from  20,000  to  40,000  annually, 
and  there  never  have  been  fewer  than  5,000 
cases  of  death  in  any  year.  In  our  own  city 
last  year,  according  to  our  Bureau  of  Health 
report,  there  were  289  deaths — and  last  year 
was  not  a pneumonia  year.  Our  physicians 
of  experience  here  know  that  the  virulence  of 
pneumococcus  pneumonia  varies  with  the 
years,  and  that  the  death  rate  varies  thereby. 
However,  we  always  have  a wholesome  re- 
spect for  the  disease  and  we  should  forever 
be  on  our  guard. 

“Pneumonia  is  a self-limited  disease  which 
can  neither  be  aborted  nor  cut  short  by  any 
treatment  at  our  command.”  This  was  the 
belief  stated  by  Osier  in  all  the  earlier  addi- 
tions of  his  justly  popular  text-book,  and  was 
accepted  by  all  of  us.  Our  treatment  was 
supportive  and  expectant,  and  we  treated 
symptoms  as  they  arose — and  used  nursing 
and  medical  measures  to  conserve  the  pa- 
tient’s resistance  and  to  keep  up  his  morale. 

There  have  been  many  alleged  specifics; 
quinine  has  been  much  used — and  even  today 
further  investigative  and  clinical  studies  are 
going  on,  especially  in  Germany.  Tincture  of 
iodin  (0.4  per  cent  solution)  was  used  by 

♦Read  before  the  Omaha  Douglas  County  Medical  Society,  Feb. 
28,  1939. 


Alexander  Goodall,  Edinburgh,  in  110  cases 
in  1937.  He  found  that  an  immediate  fall  in 
temperature  by  lysis  was  a constant  and 
striking  result.  However,  the  author  does 
not  give  the  bacteriologic  findings  in  his 
cases — which  is  a necessity  if  one  is  to  make 
comparisons  of  the  results  of  various  treat- 
ments. 

Drainage  as  a factor  in  the  treatment  of 
lobar  pneumonia  is  advocated  by  Conley  H. 
Sanford  (University  of  Tennessee).  The  pa- 
tient is  put  on  the  unaffected  side;  opiates 
and  other  respiratory  depressants  are  with- 
held and  carbon  dioxide  in  oxygen  is  admin- 
istered for  the  purpose  of  stimulating  respi- 
ration and  cough.  He  states  that  the  infec- 
tion may  be  aborted  if  the  treatment  is  begun 
in  the  first  twenty-four  to  forty-eight  hours 
of  the  disease.  He  feels  that  bronchoscopic 
aspiration  is  not  desirable  in  all  cases,  but  it 
may  be  life-saving  in  cases  in  which  the  lungs 
fill  up  with  the  exudate  despite  treatment. 
He  cites  309  instances  in  which  this  treat- 
ment has  been  tried,  but  the  saving  in  mor- 
tality is  not  striking. 

Artificial  pneumothorax  has  been  given  a 
trial  by  many  observers,  but  here  again  the 
results  are  not  striking.  The  latest  advances 
in  chemotherapy  have  been  with  sulphanila- 
mid  and  just  recently  the  new  sulfopyridin 
has  taken  a prominent  place  in  the  English 
literature  and  in  the  lay  press.  Dyke  and 
Reed,  Evans  and  Gaisford  of  London;  and 
Flippin  and  Pepper,  have  reported  a large 
number  of  cases  with  results  equal  to  the  use 
of  serum.  Introduced  as  Dagenan  and  M.  & 
B.  693  in  England,  but  named  sulfopyramidin 
by  the  Council  of  Pharmacy  of  the  American 
Medical  Association,  the  drug  is  not  yet  on 
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the  market  in  America,  except  experimental- 
ly. It  has  been  used  at  the  University  Hos- 
pital in  Omaha  in  the  last  month,  particular- 
ly on  the  medical  service  of  Dr.  Lynn  T.  Hall. 
It  looks  good  to  all  of  us,  but  we  feel  that  our 
series  is  not  yet  large  enough  to  be  in  any 
sense  conclusive.  Sufficient  dosage  for  the 
adult  is  2 grams  (30  grains)  every  four  hours 
for  five  doses;  and  then  1 gram  every  six 
hours  for  another  48  hours — unless  there  are 
indications  for  further  medication. 

Oxygen  therapy  has  its  advocates,  and  cer- 
tainly has  its  indications.  Personally,  I feel 
that  it  is  of  definite  value  in  some  cases,  and 
I am  certainly  not  pessimistic  enough  to  say 
that  the  patient  dies  red  instead  of  dying 
blue. 

Oxygen  treatment  as  an  adjunct  to  serum 
therapy  also  has  its  many  advocates.  Symp- 
tomatic treatment  and  the  use  or  disuse  of 
digitalis  I will  only  mention,  as  such  discus- 
sion would  carry  me  far  beyond  the  scope  al- 
loted  to  this  paper.  This  bring  us  to  the  dis- 
cussion of  specific  pneumococcic  serum  ther- 
apy— which  is  really  the  purpose  of  this 
paper.  The  serum  treatment  of  pneumonia 
has  been  one  of  evolution  for  a period  of 
twenty-five  years.  In  1914  the  serum  was 
first  used  in  the  Rockefeller  Institute  for 
Type  I cases.  Typing  was  then  laborious 
and  time-consuming;  and  many  valuable 
hours  were  wasted  in  the  laboratory.  A 
larg  amount  of  serum  was  used  and  the 
marked  anaphalytic  shock  and  thermal  reac- 
tions made  the  treatment  unpopular;  but  in 
spite  of  this  the  Type  I serum  of  Cole  and 
his  co-workers  was  effective  and  stimulated 
further  study. 

Gay,  Chickering,  Huntoon  and  finally  the 
investigators  of  Felton  succeeded  in  concen- 
trating antibodies  until  the  refined  product 
contained  from  five  to  ten  times  as  much 
antibody  percent  of  volume  as  the  original 
serum. 

More  statistical  studies  by  Cecil  at  Belle- 
vue; Bullowa  at  Harlem  Hospital,  and  Heff- 
ron,  Shutliff  and  Finland  at  the  Boston  City 
Hospital,  were  made  and  the  alternate  case 
records  soon  showed  that  the  mortality  can 
be  cut  in  half.  Next  followed  the  complete 
classification  of  pneumococci  by  Georgia 
Cooper  and  her  co-workers;  and  about  this 
time  Neufeld’s  Quellung  reaction  was  redis- 
covered— greatly  simplifying  the  typing ; re- 
ducing the  time  of  typing  from  twenty-four 
hours  to  an  hour  or  two  and  making  it  pos- 


sible to  save  much  time  in  instituting  treat- 
ment. 

The  most  recent  advance  has  been  the  in- 
troduction of  antipneumococcal  rabbit  serum, 
which  will  be  used  for  comparative  study 
with  horse  serum.  It  will  take  some  time  to 
determine  which  serum  is  the  better  or  the 
cheaper.  Inasmuch  as  we  regard  the  use  of 
antipneumococcus  serum  in  properly  typed 
cases  as  a medical  emergency  and  a life-sav- 
ing measure,  it  is  necessary  to  make  a diag- 
nosis early  and  do  prompt  typing.  Early 
diagnosis,  therefore,  is  as  important  as  is  the 
early  diagnosis  of  acute  appendicitis,  because 
in  each  we  have  something  to  do  at  once. 
The  proper  interpretation  of  symptoms  and 
physical  signs,  plus  accepted  laboratory  pro- 
cedure (especially  x-ray)  should  render  a 
diagnosis  probable  a few  hours  after  the  on- 
set. The  next  step  should  be  the  typing  of 
the  pneumococci  found.  Where  sputum  is 
not  available  the  throat  swab  method  may  be 
resorted  to.  The  lung  puncture  is  at  times 
necessary  and  not  dangerous.  The  Neufeld 
method  is  now  established.  Any  physician 
with  a good  bacteriological  training  and  a 
good  microscope  should  be  able  to  do  the 
work ; and  good  laboratories  are  not  far  dis- 
tant. Any  modern  text  book  like  Cecil,  Os- 
ier, Christian  or  Meakins,  gives  the  tech- 
nique. 

Incidence  of  pneumococci  in  throats  is  well 
shown  by  Anglin  and  Brown  (Canadian 
Medical  Journal,  April,  1937).  In  112  per- 
sons examined  were  found: 

Cases  Showing 
Pneumococci  Incidence  % 


Type  I 0 0 

II 1 1.25 

III 10  12.50 

Group  IV 69  S6.25 


In  245  cases  of  pneumococcic  with  special 
reference  to  specific  serum  therapy  Benja- 
min Horn  (Annals  of  Internal  Medicine,  Jan. 
1939)  shows  that  Type  I is  the  most  common 
offender. 


Type  I 104 

II 3 

III  10 

IV  13 

V 14 

VI 4 

VII 15 

VIII 22 

XIV 6 

Unclassified 54 


Of  these  245  cases  120  were  treated  with 
proper  sera. 
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ALLERGY 

Serum  reactions  occurring  during  or  short- 
ly after  administration  of  serum  are  quite 
familiar  to  us ; and  we  all  know  that  they  are 
striking,  ominous  and  sometimes  life-taking. 
Sudden  dyspnoea,  flushing  of  face,  cyanosis, 
rapid  pulse,  apprehension,  tightness  in  the 
chest  and  often  a sudden  desire  to  urinate  or 
defecate  is  common.  Thermal  reactions  are 
not  so  common  as  formerly.  Adrenalin  is 
the  drug  and  should  always  be  on  hand  when 
any  serum  is  given.  Serum  sickness  is  not 
so  serious  and  now  occurs  in  only  about  15 
to  20%,  according  to  Cecil. 

Realizing  that  allergic  reactions  may  be 
very  serious  no  patient  should  be  given  ser- 
um without  careful  inquiry  as  to  the  inci- 
dence of  hay  fever,  asthma  and  urticaria; 
and  in  asthma  particularly  we  should  proceed 
with  great  caution. 

In  the  intradermal  test  two  injections  are 
made  on  the  forearm  at  least  two  inches 
apart.  The  first  injection  contains  a drop  of 
1 to  10  dilution  of  normal  horse  serum  while 
the  second,  the  injection  of  physiological 
horse  serum,  serves  as  a control.  A positive 
reaction  shows  a zone  of  erythema  and  in  a 
strongly  positive  reaction  pseudopodia  are 
present.  The  conjunctival  test  consists  in 
inserting  a drop  of  1 to  10  dilution  of  horse 
serum  in  the  conjunctival  sac.  A positive  re- 
action shows  an  injected  conjunctiva  associ- 
ated with  itching.  One  should  wait  for  15 
minutes  after  the  use  of  either  procedure. 

DESENSITIZATION 

It  is  a great  responsibility  to  give  serum  to 
a proven  sensitive  patient.  Pros  and  cons 
should  be  carefully  weighed;  and  one  should 
have  abundant  professional  counsel.  A tem- 
porary refactory  state  may  be  produced  by 
means  of  adrenalin  during  which  time  ade- 
quate doses  may  be  given.  An  injection  of 
V2  to  1 cc.  usually  suffices  if  given  five  to  ten 
minutes  before  the  serum,  which  should  be 
given  in  small  doses,  well  diluted  and  in 
gradually  increasing  amounts  before  the  full 
therapeutic  dose  is  given.  A crop  of  urti- 
carial wheals  with  intense  itching  means  stop 
the  serum  and  give  adrenalin. 

Even  though  our  patient  does  not  seem  to 
be  allergic  we  should  still  proceed  with  cau- 
tion, and  usually  1 cc.  of  serum  diluted  with 
9 cc.  of  saline  is  given  slowly — watching  care- 
fully the  color,  the  pulse  and  blood  pressure. 
If  after  one  hour  there  is  no  reaction  to  the 


preliminary  injection  we  should  proceed  with 
the  therapeutic  dose.  In  going  over  the  lit- 
erature I find  considerable  disagreement  as 
to  the  amount  of  the  first  dose,  and  whether 
the  serum  is  given  straight  or  diluted  with 
normal  salt  solution.  Blankenhorn  gives 
20,000  units  undiluted  in  the  first  dose  and 
follows  with  60,000  in  three  hours;  and  he 
feels  that  this  is  enough  in  most  cases. 

Cecil  believes  that  with  the  present  con- 
centrated serum  100,000  units  may  be  given 
in  three  doses,  and  all  within  the  first  twelve 
hours.  However,  he  says  to  beware  of  too 
much  salt  and  he  also  warns  us  that  glucose 
solution  may  destroy  the  antipneumococcic 
solution  and  should  not  be  given  at  that  same 
time. 

All  agree  that  the  amount  should  be 
doubled  in  Type  II  cases  and  in  the  presence 
of  a positive  blood  culture;  and  all  further 
agree  that  the  earlier  the  serum  is  given  the 
better  the  result.  Twelve  to  twenty-four 
hours  following  the  treatment  patients  usual- 
ly show  a striking  improvement.  The  tem- 
perature and  pulse  will  have  dropped  to  nor- 
mal, or  almost  normal,  and  the  whole  appear- 
ance of  the  patient  will  have  changed  for  the 
better.  In  the  few  cases  in  which  I have 
used  both  Type  I and  Type  II  serum  I have 
been  greatly  impressed  by  seeing  my  very 
sick  patient  look  well  the  next  morning. 

One  should  always  take  a blood  culture  be- 
fore the  serum  is  given,  and  one  should  use 
great  caution  in  giving  serum  after  the  lapse 
of  several  days  after  the  first  dose  is  given. 
There  is  an  increasing  tendency  to  give  the 
entire  therapeutic  dose  in  one  injection;  and 
Cecil  states  that  this  is  particularly  so  since 
the  introduction  of  the  rabbit  serum. 

MORBIDITY  STATISTICS 

There  are  so  many  articles,  covered  in  my 
bibliography — all  showing  cases  treated  with 
serum  and  those  without  serum,  and  the  dif- 
ference is  so  great  that  one  cannot  fail  to  be 
impressed  with  its  value;  and  there  is  every 
evidence  that  the  mortality  is  more  than  cut 
in  half,  with  serum.  Cecil  reports  the  fol- 
lowing: 


New  York: 

Number  of  cases  treated 4428 

Type  I 3136 

Mortality  % with  serum,  all  types 17.7% 

(I,  II,  V,  VII,  VIII  and  XIV) 

Type  I 13.6% 

Without  serum,  all  types 34.2% 

(I,  II,  V,  VII,  VIII  and  XIV) 

Type  I 32.6% 
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In  bacteriemic  cases: 

All  cases — serum  treated 42.2% 

Type  I — serum  treated 34.5% 

All  cases — without  serum 70  % 

Type  I — without  serum 69.6% 

Benjamin,  Blankenhorn  & Senior: 

Mortality  % 

Treated  with  serum,  149  cases 9.39% 

Not  treated  with  serum,  139  cases 37.3  % 

Treated  early  (96  hours),  with  at  least 

40,000,  50  cases 0 % 

Treated  late,  and  with  less  than  40,000 
units,  36  cases,  7 deaths 28.5  % 

Multiple  authors: 


Cases  Deaths  Mortality  % 


Cecil 

37 

2 

5.4% 

Bullova 

13 

0 

0 % 

Heffron 

87 

5 

5.7% 

Rogers 

23 

1 

4.3% 

All  serum 

1494 

234 

15.7% 

No  serum 

565 

190 

33.6% 

SUMMARY 

1.  Antipneumococcic  serum  treatment  of 
pneumococcus  pneumonia  is  of  very  definite 
value  and  its  early  and  proper  administration 
will  save  thousands  of  lives  every  year  in  the 
United  States. 

2.  In  as  much  as  it  is  shown  that  early 
treatment  is  vastly  superior  to  late  treatment 
we  should  consider  a suspect  pneumonia  as  a 
medical  emergency. 

3.  A proven  pneumococcus  bacteremia 
should  have  twice  the  dosage  as  the  negative 
blood  culture  case. 

4.  We  should  sell  the  Profession  and  the 
public  the  value  of  the  serum.  This  includes 
selling  it  in  our  town  and  in  our  state. 

5.  Sulph-pyridin  may  be  its  rival  in  halting 
the  march  of  death  but  until  we  know  more 
about  it  we  should  sell  the  known — which  is 
antipneumococcic  specific  serum  for  Types 
I,  II,  III,  V,  VII,  VIII  and  XIV— and,  perhaps 
with  the  advance  of  rabbit  serum,  many 
more  treatable  types. 
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“Shotgun  Vitamin  Therapy”  Is  One  of 
Latest  Health  Fads 

One  of  the  latest  health  fads  is  “shotgun 
vitamin  therapy,”  so  labeled  by  the  American 
Medical  Association  and  brought  to  the  at- 
tention of  Hygeia  readers  by  Lois  Mattox 
Miller  in  her  article  entitled  “The  Vitamin 
Follies”  in  the  November  issue. 

The  tendency  of  many  manufacturers  has 
been  to  offer  as  many  vitamins  as  possible  in 
a single  pill,  the  theory  being  that  the  more 
vitamins  you  can  offer,  the  faster  your  pre- 
paration will  sell. 

The  Association  has  repeatedly  refused  to 
approve  such  combinations  and  has  pointed 
out  that  some  vitamins  may  lose  their  poten- 
cy when  combined  in  complex  mixtures.  Of 
course  vitamins  are  highly  essential  to  health 
and  life ; but  by  simply  eating  three  adequate 
meals  a day,  most  persons  will  get  the  vita- 
mins they  need  and  in  the  form  they  need 
them  most. 


Two  Case  Reports  of  Two  Types  of 
Pelvic  Tumors 

EARL  C.  SAGE,  M.  D., 

Omaha. 


Mrs.  P.  H.  No.  62633,  aged  19,  entered  the  Uni- 
versity Hospital  November  27,  1938,  because  of  a 
rapidly  growing  tumor  in  her  lower  abdomen,  first 
noticed  November  1st.  Her  last  menstrual  period 
was  September  15,  1938,  and  she  had  been  nauseated 
and  vomited  several  times  a day  since  October  15, 
1938. 

This  patient  had  been  pregnant  twice  but  aborted 
herself,  the  last  time  in  June,  1938.  She  first  noticed 
her  abdomen  enlarging  the  first  of  November  and 
the  mass  had  become  three  or  four  times  larger  at 
the  time  of  examination,  extending  almost  to  the 
umbilicus.  This  patient’s  breasts  had  enlarged  for 
the  past  five  or  six  weeks. 

On  her  first  admission,  the  attending  staff  man 
made  the  diagnosis  of  intrauterine  pregnancy — fun- 
dus 19  cm.  above  the  symphysis.  Because  of  the  dis- 
proportionate enlargement  of  the  uterus  and  the 
twelve  weeks  period  of  amenorrhoea,  he  suggested 
the  possibility  of  multiple  pregnancy  or  polyhydram- 


Fig.  X.  Hydatidiform  mole  extruding  from  uterus 
Bilateral  cystic  ovaries 


nios  or  a hydatidiform  mole.  The  patient  returned 
to  her  home  and  was  told  to  return  immediately  if 
she  had  any  irregular  vaginal  hemorrhages  or  if 
she  passed  any  grape-like  masses. 

Her  local  physician  was  so  impressed  by  the  rapid 
increase  in  the  size  of  the  tumor  mass  that  he  wrote 
“her  abdomen  is  filled  to  the  level  of  the  navel  with 
what  must  be  fluid,  the  vaginal  wall  is  oedematous 
and  boggy  and  she  has  a dirty  brown  discharge.” 
He  asked  that  the  patient  be  readmitted.  She  re- 
entered the  University  Hospital  December  9,  1938. 

Two  staff  men  re-examined  the  patient  and  de- 
cided that  the  only  condition  that  could  cause  such 
a rapid  enlargement  of  the  uterus,  was  a hydatodi- 
form  mole  and  so  diagnosed  the  case.  Another  phy- 
sician thought  the  large  mass  was  an  ovarian  cyst 


rising  to  the  level  of  the  umbilicus  with  possibly  a 
two-month  pregnancy  complicating  matters. 

An  exploratory  operation  was  performed  Decem- 
ber 12,  1938.  The  uterus  was  found  to  be  symme- 
trically enlarged,  the  fundus  being  at  the  level  of  the 
umbilicus.  On  incising  the  uterine  wall  the  hydati- 
diform mole  extruded.  The  left  ovary  was  found 
below  the  left  costal  margin,  about  the  size  of  an 
orange  containing  many  cysts,  some  filled  with  clear 
fluid,  others  with  blood.  There  was  a large  corpus 
luteum  cyst  in  this  left  ovary.  The  right  ovary  was 
found  deep  in  the  pelvis — not  quite  as  large  as  the 
left  ovary,  but  likewise  cystic.  Both  ovaries  were 


Fig.  II.  Benign  serous  cystadenoma  of  left  ovary, 
measuring  13x9  inches 

removed — without  ovarian  tissue  the  uterus  would 
be  functionless  and  as  2 or  3%  of  these  moles  are 
later  followed  by  chorionepithelioma  a supravaginal 
hysterectomy  was  done. 

Diagnosis:  hydatidiform  mole  and  bilater- 
al cystic  ovaries. 

A polycystic  degeneration  of  the  ovaries 
has  been  found  coincident  with  hydatidiform 
mole  in  a large  proportion  of  cases.  Both 
ovaries  may  be  changed  into  tumors  as  large 
as  a fist,  composed  of  immensely  proliferated 
and  sometimes  edematous  ovarian  stroma, 
full  of  cysts  which  vary  in  size  from  a few 
millimeters  to  6 cm.,  and  which  are  lined  or 
partly  filled  with  lutein  cells.  Why  lutein 
cell  cystomas  are  so  frequently  associated 
with  moles  has  not  been  explained. 

Hydatidiform  mole  occurs  once  in  1,000  to 
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2,000  cases  and  is  more  frequent  in  the  third 
and  fourth  decade  of  a woman’s  life. 

Contrast  this  case  of  a rapidly  growing-  pel- 
vic tumor,  which  was  the  uterus  enlarging 
faster  than  was  consistent  with  a normal 
pregnancy  of  ten  to  12  weeks  duration,  with 
the  following  case  where  the  tumor  mass  ex- 
tended to  exactly  the  same  level,  but  where 
the  time  element  was  seventeen  months. 

Mrs.  G.  C.,  No.  62669,  aged  34,  entered  the  Uni- 
versity Hospital  December  12,  1938.  She  had  no- 
ticed a mass  in  her  lower  abdomen  seventeen  months 
ago — after  the  birth  of  her  last  baby.  This  mass 
had  gradually  become  larger  but  started  to  grow 
quite  rapidly  October  10,  1938.  She  had  not  had 
a menstrual  period  for  nine  months. 

Examination  revealed  a symmetrical  mass 
in  the  lower  abdomen  extending  to  one  finger 
breadth  below  the  umbilicus.  The  pelvic  ex- 
amination showed  a large  cystocele  and  rec- 
tocele — the  patient  had  delivered  four  chil- 


dren, the  body  of  the  uterus  was  pushed  to 
the  right — seemed  to  be  of  normal  size  and 
consistency.  To  the  left  was  felt  this  cystic 
mass  extending  from  the  pelvis  to  the  region 
of  the  umbilicus.  The  diagnosis  was  left 
ovarian  cyst.  The  abdomen  was  opened  De- 
cember 17,  1938.  A cystic  mass  presented 
which  was  found  to  be  the  left  ovary,  a tro- 
car was  introduced  and  about  eight  quarts  of 
amber  color  fliud  was  removed. 

Diagnosis : Unilocular  benign  serous  cysta- 
denoma  of  left  ovary. 

This  was  the  type  of  tumor  one  of  our 
staff  men  suspected  the  first  case  to  be.  The 
point  we  wish  to  make  is  that  it  took  twelve 
weeks  to  grow  the  hydatidiform  mole  and 
seventeen  months  to  grow  the  cystadenoma. 
One  case  presented  a tumor  growth  of  the 
uterus,  the  other  an  adnexal  tumor,  one  case 
was  quite  rare,  the  other  quite  common. 


A Report  of  a Case  of  Hemorrhagic 
Encephalitis* 

PAUL  Q.  BAKER,  M.  D., 

Scottsbluff,  Nebr. 


Miss  I.  D.,  age  22,  a newspaper  reporter,  lived  in 
an  apartment  with  her  parents  over  a dry  cleaning 
establishment. 

On  March  29,  1938,  she  complained  that  the  smell 
of  the  supper  cooking  slightly  nauseated  her.  This 
was  on  a Tuesday.  She  did  her  work  as  usual  the 
next  day  but  still  complained  of  being  nauseated. 
This  was  laid  to  the  fumes  from  the  dry  cleaning 
establishment  downstairs.  The  fumes  had  been 
bothering  the  other  members  of  the  family  as  well, 
for  some  time,  and  they  knew  that  one  of  the  men 
downstairs  had  been  forced  to  quit  work  because  of 
the  effect  of  the  fumes  on  his  stomach.  On  Thurs- 
day, March  31,  she  felt  so  badly  she  did  not  go  to 
work  and  was  confined  to  her  bed  most  of  the  day. 
She  vomited  a couple  of  times  and  was  unable  to 
eat  much.  The  next  two  days  her  condition  re- 
mained much  the  same.  There  was  some  dizziness 
with  nausea  and  vomiting.  There  was  no  fever  and 
no  pain. 

I saw  the  patient  first  on  Sunday  morning,  April 
3rd.  I found  a pale  girl  of  medium  stature,  weigh- 
ing perhaps  115  pounds,  wearing  glasses,  lying 
quietly  in  bed  in  no  apparent  discomfort.  She  com- 
plained of  feeling  weak,  nauseated  and  dizzy.  Tem- 
perature and  pulse  were  normal.  Blood  pressure 
was  normal.  There  were  no  areas  of  tenderness 
over  the  body  and  reflexes  were  normal  in  all  re- 
spects. She  also  complained  of  constipation  and  a 
laxative  was  prescribed.  No  diagnosis  could  be  ar- 
rived at  but  the  possibility  of  the  effect  of  the  fumes 
from  downstairs  was  considered  as  they  were  quite 
noticeable  in  the  room. 

* Presented  before  the  Scotts  Bluff  County  Medical  Society, 
Dec.  8,  1938. 


On  Tuesday  a consultation  was  held  and  examina- 
tion of  the  eyegrounds  was  made  and  they  were 
found  normal.  There  was  still  no  fever  nor  tender- 
ness but  she  complained  of  slight  headache. 

The  next  day  there  was  no  change  in  the  patient. 
Because  of  the  possibility  of  the  fumes  being  the 
etiological  agent  we  decided  to  remove  the  patient 
to  the  hospital.  She  was  admitted  at  11:30  a.  m., 
with  a temperature  of  98,  pulse  76  and  respiration 
22.  She  complained  of  tiredness,  weakness  and 
slight  frontal  headache.  She  consumed  some  hot 
tea  during  the  afternoon  but  vomited  a little  about 
supper  time.  She  was  given  % grain  of  pheno- 
barbital  at  bed  time  and  she  slept  until  about  1:15 
when  she  had  a jerking  of  the  right  side  of  the  face 
and  the  right  arm  lasting  five  minutes.  These  jerk- 
ing spasms  came  then  about  every  fifteen  minutes 
and  lasted  from  five  to  fifteen  minutes.  Between 
spasms  she  seemed  very  tired  and  would  fall  into  a 
comatose  sleep.  At  6 a.  m.  her  temperature  was 
101,  pulse  88  and  respirations  28.  Glucose  was  giv- 
en intravenously  and  a spinal  puncture  was  done  re- 
vealing clear  fluid  under  no  increased  pressure.  At 
this  time  there  was  a beginning  choked  disk  on  the 
left  side.  We  were  still  undecided  as  to  diagnosis 
and  it  was  deemed  best  to  move  the  patient  to  spe- 
cialists in  Denver.  On  the  way  to  Denver  by  am- 
bulance she  had  two  spasms  and  I noticed  that  the 
left  leg  and  arm  participated  for  the  first  time,  to  a 
slight  extent.  She  was  comatose  until  she  died 
about  24  hours  after  reaching  Denver. 

The  accompanying  illustrations  show  what 
was  found  when  the  head  was  autopsied. 
Figure  one  shows  the  superior  longitudinal 
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sinus  removed  and  split  up  the  outer  surface, 
uncovering  the  large,  well  organized  blood- 
clot  which  filled  it.  This  clot  extended  later- 
ally into  all  of  the  small  veins  which  normal- 
ly drain  the  venous  blood  from  the  cortex  of 


Figure  I 

the  cerebral  hemispheres.  These  were  also 
extensively  thrombosed. 

Figure  two  shows  diffuse  hemorrhages 
throughout  both  cerebral  hemispheres  caused 
by  these  thrombosed  veins.  Some  of  the 
hemorrhages  are  of  considerable  size  and  you 
will  notice  at  the  top  of  the  slide  the  huge 
hemorrhagic  spots  which  are  located  in  the 
motor  centers  of  the  brain  and  these  unques- 
tionably account  for  the  signs  of  central 


motor  area  disease  which  this  patient 
showed.  Scattered  throughout  the  brain 
substance  you  will  notice  a number  of  hemor- 
rhagic spots,  many  of  them  no  larger  than 
the  head  of  a pin. 


Figure  II 

This  appears  to  be  a case  of  hemorrhagic 
encephalitis — etiology  unknown. 

(Illustrations  by  courtesy  of  Dr.  J.  R.  Jaeger,  Den- 
ver, Colo.) 


Scarlet  Fever 

H.  D.  MEYERS,  M.  D., 
Howells,  Nebr. 


The  status  of  scarlet  fever  has  changed  so 
materially  in  the  last  few  years  that  it  seems 
timely  that  our  minds  were  changed  also. 
First,  in  regard  to  the  contagiousness  of 
scarlet  fever.  Second,  in  regard  to  its  infec- 
tiousness. Third,  the  immunology  has  been 
so  markedly  developed  in  the  last  twenty 
years,  that  the  treatment  and  care  of  scar- 
let fever  has  been  decidedly  changed.  Fourth, 
the  action  of  serum  on  scarlet  fever  has  been 
proven  beyond  doubt,  notwithstanding  the 
fact  that  it  has  not  been  generally  accepted 
by  the  profession  as  a whole. 

In  the  first  place,  scarlet  fever  is  a disease 
of  direct  contact.  The  spray,  that  they  say 
never  goes  beyond  a five-foot  radius  is,  in 
my  opinion,  the  cause  for  virtually  all  of  the 
secondary  infections  in  scarlet  fever.  Of 
course,  we  recognize  that  there  are  cases  of 
scarlet  fever  which  never  develop  a rash  and 


are  just  as  infective  as  the  cases  which  do 
develop  a rash  and  which  carry  a sinusitis 
and  an  angina  for  weeks  after  the  primary 
infection. 

I wish  to  call  your  attention  to  the  fact 
that  this  infection,  generally  carried  in  the 
head  as  a mastoid,  a sore  throat,  or  a sinus 
infection,  is  simultaneous  with  the  desqua- 
mation which  in  years  past  has  been  given 
credit  for  the  infectiousness  and  the  mode  of 
transmission. 

I am  quite  sure  if  you  will  observe  care- 
fully your  patient  and  take  cultures  from  the 
nose  and  throat,  you  will  change  your  ideas 
as  to  transmissability  of  scarlet  fever  from 
the  old  text  book  statement,  which  we  have 
accepted  as  final  and  have  not  observed 
things  as  they  really  are. 

It  must  be  accepted  that  we  do  have  scar- 
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let  fever  without  a rash  or  at  least  with  a 
rash  so  transitory  that  one  is  not  able  to  de- 
tect it. 

Throat  cultures  of  course  of  streptococcus 
hemolyticus  are  very  suggestive  of  carriers, 
although  the  patient  does  not  have  typical 
symptoms  of  scarlet  fever.  Any  individual 
who  gives  a positive  Dick  test,  can  be  immu- 
nized against  this  disease.  If  you  wish  pas- 
sive immunization  for  a temporary  period,  a 
small  dose  of  scarlet  fever  serum  is  usually 
effective.  After  two  weeks  this  should  be 
followed  by  the  toxin  in  five  or  six  doses, 
one  week  apart.  Most  literature  up  to  this 
time,  says  that  this  will  give  you  an  immun- 
ity in  ninety  to  ninety-five  per  cent  in  the 
average  individual. 

In  my  experience,  this  percentage  has  been 
higher,  and  I believe  that  the  lower  percent- 
ages are  due,  not  to  the  slipping  of  the  im- 
munity of  the  individual  so  much  as  the  care- 
less manner  in  which  the  toxin  is  handled 
which  is  given  to  the  individual.  Three  to 
five  drops  of  adrenalin  chloride  given  at  the 
same  time  in  the  same  syringe  with  the  toxin 
will  minimize  the  danger  of  anaphylaxis. 

Serum  prepared  by  reputable  houses  and 
given  the  first  three  days  of  the  disease  is 
quite  effective.  The  sooner  it  is  given  after 
the  diagnosis  is  made,  the  better  the  results. 
The  mild  symptoms  that  follow  serum  treat- 
ment must  be  explained  to  the  patient  as  an 
indication  of  improvement  and  not  as  a sign 
to  break  the  rules  of  quarantine. 

Fever  that  remains  after  curative  serum, 
is  either  a mastoid,  a sinusitis,  or  a tonsillar 
infection.  A persistent  grayish  membrane  in 
the  throat  may  be  relieved  by  a generous 
dose  of  diphtheritic  serum.  Diphtheria  has 
been  known  to  follow  scarlet  fever.  The  ac- 
tion of  gargles  in  scarlet  fever  is  very  disap- 
pointing. 

If  your  results  with  curative  serum  on 
scarlet  fever  after  the  fourth  day  are  not  re- 
markable, you  may  be  obliged  to  give  two  to 
three  curative  doses,  if  you  wish  to  keep 
complications  under  control.  It  is  good  prac- 
tice to  give  repeated  doses  of  serum  until  the 
otitis  media,  mastoid  or  tonsillar  infection 
subside.  The  only  objection  to  this  practice 
would  be  the  monetary  one. 

Epidemiology : A positive  Dick  reaction 
calls  for  active  immunization  of  all  suscepti- 
ble contacts  at  once.  This  should  be  followed 
by  toxin  in  two  weeks.  A negative  Dick  test 


releases  the  individual  from  the  worry  of  im- 
mediate danger  from  scarlet  fever.  (A  posi- 
tive Dick  test  is  at  least  a 20  millimeter  re- 
action). 

CASE  HISTORIES 

A man  28,  one  Sunday,  came  in  contact  with  an 
individual  who  had  a marked  desquamation  of  his 
hands.  The  following  Tuesday  this  man  developed 
a typical  rash  of  scarlet  fever,  sore  throat,  rapid 
pulse,  and  temperature  of  104°  F.  He  was  given  a 
curative  dose  of  serum.  The  rash  disappeared  en- 
tirely in  three  days.  His  wife  was  given  an  immun- 
izing dose  and  two  weeks  later,  toxin.  Notwith- 
standing the  fact  she  remained  constantly  at  his 
bedside,  she  did  not  develop  scarlet  fever. 

Family  of  four — husband  and  wife  and  children, 
boy  of  10  and  girl  of  13.  Girl  developed  scarlet 
fever.  At  parents’  suggestion,  only  the  boy  was  im- 
munized. After  quarantine  was  lifted  father  (41) 
developed  typical  scarlet  fever.  His  wife  was  im- 
munized and  she  did  not  develop  the  disease. 

Family  of  four — husband,  wife  and  two  children, 
boy  16,  girl  10.  Girl  developed  scarlet  fever.  Broth- 
er and  parents  were  all  immunized  with  serum,  but 
refused  toxin.  These  folks  were  particularly  clean 
and  cooperative,  and  quarantine  was  lifted  in  four 
weeks.  This  occurred  in  November.  In  February 
following,  brother  developed  a typical  scarlet  fever 
and  received  curative  serum.  He  developed  sinusitis 
that  remained  a complication  for  two  months.  Im- 
munizing serum  carried  him  past  first  quarantine, 
but  he  came  in  contact  with  a carrier  or  active  case 
and  developed  the  disease  three  months  later. 


Vitamin  C:  Methods  of  Assay  and 
Dietary  Sources 

The  facts  and  comments  presented  by 
Otto  A.  Bessey,  Boston  (Journal  A.  M.  A., 
Oct.  1,  1938),  in  this  review  on  the  methods 
of  assaying  vitamin  C serve  to  give  a general 
idea  of  the  present  state  of  the  subject. 
Chemical  methods  have  rapidly  replaced  vita- 
min C determinations  by  bioassay  for  many 
types  of  investigations.  However,  the  more 
specific  animal  tests  continue  to  be  neces- 
sary in  order  to  avoid  the  risk  of  misinter- 
pretation of  the  chemical  tests.  Guinea  pigs 
kept  on  certain  purified  diets  fail  to  gain 
weight,  and  the  specific  pathologic  changes 
of  scurvy  develop.  The  degree  of  protection 
or  cure  of  the  deficiency  bears  a quantitative 
relation  to  the  amount  of  the  vitamin  admin- 
istered. This  principle  forms  the  basis  for 
biologic  methods  of  vitamin  C analyses.  The 
dietary  sources  of  vitamin  C are  discussed,  a 
table  of  various  foods  with  their  vitamin  C 
content  is  presented  and  the  effect  on  the  re- 
tention, diminution  or  loss  of  vitamin  C by 
the  different  methods  of  preparing  and  pre- 
serving food  is  also  discussed. 
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TREATMENT 

1.  Preventive: 

We  have  acknowledged  that  there  is  a 
probable  constitutional  factor  in  the  disposi- 
tion to  hysteria  or  the  negative  emotional  re- 
action. It  would  seem  as  far  as  emotional  re- 
actions are  concerned,  that  much  could  be 
done  in  the  training  and  guidance  of  emotion- 
al development  in  children.  If  we  have  as  our 
aim  in  child  training  an  orderly  and  efficient 
reaction  to  stimuli,  whether  these  are  in  the 
nature  of  an  oncoming  cyclone,  an  unexpected 
honor,  or  only  an  amusing  story,  we  may 
hope  to  reduce  the  incidence  of  neurosis.  In 
general  it  would  seem  to  be  best  for  the  in- 
dividual to  neither  react  below  nor  above  an 
optimum,  which  is  measured  by  the  needs  of 
the  situation.  Many  practicing  physicians 
have  met  with  children,  who  due  to  poor 
habit  training  or  to  the  failure  of  someone  to 
give  adequate  reassurance,  react  in  a nega- 
tive and  sometimes  violent  manner  during 
serious  illnesses  like  pneumonia.  The  need 
for  holding  this  reserve  strength  is  more  ob- 
vious during  serious  illness  than  at  other 
times.  In  a similar  way  physicians  see  pa- 
tients who  do  not  put  forth  a sufficient  fight 
in  illness  though  their  strength  is  not  ex- 
hausted. They  may  be  of  a type  which  be- 
comes easily  depressed  when  faced  with  ad- 
versities, or  they  may  find  satisfaction  in 
this  method  of  gaining  attention. 

The  physician  is  in  the  best  relation  to  the 
family  to  note  anxieties  that  extend  to  over- 
reaction, and  the  evasions  and  retreats  that 
indicate  under-reactions.  He  will  probably 
find  ways  of  helping  these  individuals  with- 
out unduly  alarming  them  or  their  relatives. 
He  will  counsel  parents  regarding  undue 
alarm  over  injuries  and  illness  so  that  this 
type  of  retreat  will  not  furnish  unhealthy 
satisfaction.  By  resolving  such  tendencies 
in  their  initial  stages,  a more  satisfactory  de- 
velopment may  be  hoped  for.  Our  aim,  of 
course,  is  not  perfection,  and  it  is  the  gross 
fluctuations  in  emotional  reaction  with  which 
we  are  concerned.  Persons  with  inadequate 
personality,  more  in  the  area  of  psychic  ener- 
gy or  stamina  than  intellectual  capacity,  are 

•Read  at  regular  meeting  of  the  Lancaster  Medical  Society  on 
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particularly  given  to  under-reaction.  More 
help  can  be  given  to  them  through  promotion 
of  satisfactions  within  their  reach,  than  by 
ridicule  or  prodding  into  accomplishments 
for  which  they  are  not  equipped.  Some  of  us 
have  seen  the  improvement  in  attitude  and 
social  adjustment  which  has  resulted  from 
treatment  of  certain  endocrine  cases  of  a 
hypopituitary  type.  Perhaps  endocrinology 
of  the  future  will  offer  much  to  other  types 
who  have  feelings  of  inadequacy  in  meeting- 
life.  Prevention  will  be  directed  to  the  period 
of  growth. 

2.  Psychotherapy 

Not  only  must  we  evaluate  the  importance 
of  any  positive  physical  findings  in  them- 
selves, but  also  to  do  so  in  regard  to  the  pro- 
duction of  the  nervous  symptoms  under  con- 
sideration. Considering  that  the  physician 
is  convinced  that  the  physical  findings  do  not 
explain  the  symptoms  it  becomes  necessary 
to  explain  to  the  patient  that  the  reality  of 
his  symptoms  is  not  doubted  in  any  way,  that 
in  everyday  life  it  is  easy  to  recognize  many 
symptoms  which  do  not  depend  on  bodily  dis- 
ease, but  on  ideas  and  attitudes.  Ordinary 
examples  of  emotional  reaction  such  as 
trembling  and  palpitation  in  fear,  dry  throat 
with  anxiety,  fainting  at  sight  of  blood,  vom- 
iting on  seeing  and  smelling  vomitus,  other 
sensations  with  fear  such  as  sweating  and 
tingling  of  skin  and  hair,  weeping  with  grief 
or  joy,  etc.  should  be  cited.  It  is  well  to  give 
as  many  examples  as  possible  in  order  to 
show  the  patient  that  the  phenomenon  of  the 
emotional  reaction  is  not  a thing  that  turns 
up  occasionally  here  and  there,  but  that  it  is 
extremely  common,  a thing  that  in  its  less 
striking  manifestations  is  of  daily  occur- 
rence. In  further  preparation  for  more  spe- 
cific psychotherapy  it  is  well  to  define  one’s 
use  of  words  like  mind,  mental  and  nervous. 
The  word  “mental”  must  be  differentiated 
from  the  word  “insane.”  The  first  idea  to  be 
dealt  with  is  that  the  word  mental  means 
that  the  symptoms  depend  on  systems  of 
ideas  and  not  on  bodily  disease,  that  this  has 
nothing  to  do  with  insanity,  which  is,  of 
course,  a specialized  meaning  of  the  word. 
We  may  allow  the  designation  of  “nervous” 
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for  the  patients’  condition  but  must  make  it 
synonymous  with  “curable.”  The  hope  of  re- 
covery depends  to  a great  extent  on  the  phy- 
sician’s ability  to  instill  confidence  in  him- 
self. The  courage  of  the  patient  is  developed 
through  this  relationship  with  the  physician 
whom  he  comes  to  admire  greatly. 

It  is  necessary  to  distinguish  between  the 
treatment  of  the  hysterical  symptom  and 
that  of  the  underlying  tendency.  There  are 
limits  to  the  suggestibility  of  so-called  nor- 
mal people  as  there  are  for  those  suffering 
from  the  anxiety  reaction,  but  there  are  none 
to  those  of  the  hysteric.  He  is  the  person 
who  can  be  easily  hypnotized.  Now  in  cer- 
tain patients  removal  of  the  immediate  symp- 
toms appears  to  be  indicated  since  the  en- 
vironmental stress  which  caused  their  origin- 
al anxiety  may  have  disappeared  long  ago.  In 
others  this  procedure  is  not  sufficient,  be- 
cause the  relief  from  the  manifest  disability 
merely  leaves  the  patient  a victim  of  his  basic 
anxiety.  As  in  physical  disease  what  we  note 
in  observation  or  examination  is  merely  a 
symptom  of  the  underlying  disorder,  which  in 
the  neurotic  is  an  emotional  conflict,  rather 
than  a four  dimensioned  pathological  entity. 
The  patient  must  nevertheless  be  assured 
that  his  condition  is  regarded  as  genuine,  and 
this  will  be  the  physician’s  attitude  if  he  un- 
derstands. 

Now  let  us  speak  of  the  treatment  of  the 
specific  symptoms  given  heretofore: 

HYSTERICAL  PARALYSIS 

If  the  patient’s  story  has  shown  the  man- 
ner in  which  the  loss  of  function  occurred, 
and  if  he  can  be  induced  to  see  that  it  arose 
through  the  fixation  of  a reaction  because  of 
fear  or  other  powerful  emotion — and,  pro- 
vided that  the  history  has  been  taken  proper- 
ly, there  should  be  no  difficulty  about  this 
treatment — he  may  then  be  told  that  the  loss 
of  function  persists  only  because  he  believes 
in  its  reality,  and  that  as  he  can  no  longer  be- 
lieve in  that,  after  all  that  he  has  said  and 
heard,  it  will  now  disappear  if  he  makes  that 
effort  which  in  health  would  be  necessary 
to  perform  the  function  in  question.  He  will 
say  that  he  has  “tried”  and  the  physician 
will  continue  by  explaining  the  difference  be- 
tween “trying”  and  “believing.”  The  proce- 
dure of  learning  to  ride  a bicycle  is  a good 
example.  When  we  first  get  under  way  we 
wobble  about  with  little  assurance  that  we 
will  not  run  into  the  first  obstacle  we  come 
to;  we  may  even  lose  our  control  so  much 


as  to  steer  directly  at  something.  Beneath 
this  there  is  an  idea  amounting  to  a belief 
that  we  will  hit  some  obstruction.  This  belief 
gradually  changes  to  a feeling  of  confidence 
or  belief  in  the  positive  direction,  which  in 
turn  is  followed  by  automatic  action  due  to 
the  establishment  of  a complex  pattern  of 
conditioned  reflexes  and  a release  of  the  emo- 
tional reaction. 

It  is  advisable  when  the  actual  treatment 
is  carried  out  that  the  patient  should  not  be 
touched.  He  will  be  glad  if  he  can  prove  to 
himself  that  it  was  some  manipulation  which 
cured  him.  Anyone  who  has  had  one  hysteri- 
cal paralysis  is  liable  in  later  life  to  have  an- 
other; and  it  is  essential  that  such  a person 
should  remember  that  it  was  in  an  atmos- 
phere of  logic  that  he  was  cured.  So,  with 
a patient  in  a highly  suggestible  state  follow- 
ing a very  complete  and  decisive  physical  ex- 
amination and  after  logical  explanations  as 
sketched  heretofore,  the  physician  should 
continue  by  directing  him  to  move  his  para- 
lyzed extremity  in  a certain  direction.  He  is 
instructed  not  to  make  any  gigantic  effort, 
but  simply  to  try  in  the  usual  way  to  think 
of  the  extremity  going  in  the  direction  indi- 
cated rather  than  force  it.  This  precaution 
is  very  necessary  because  a forced  effort  is 
likely  to  cause  innervation  of  the  antagonists 
as  well  as  the  muscles  which  it  is  desired  to 
contract,  and  the  limb  will  be  glued  to  the 
side,  more  firmly  than  ever.  Once  the  limb 
has  begun  to  move  at  all,  progress  will  be 
rapid;  the  physician  should  continue  till  a 
very  great  improvement  has  been  effected. 
This  is  very  important  in  order  to  avoid  leav- 
ing the  matter  in  the  air,  anymore  than  an 
operation  would  be  left  with  the  wound  not 
sewn  up. 

HYSTERICAL  APHONIA  AND  MUTISM 

It  is  more  difficult  to  abolish  aphonia  than 
mutism.  Patients  with  mutism  can  be  shown 
that  they  can  move  their  lips  and  tongue; 
they  can  then  learn  to  whisper  which  is  ac- 
complished by  a rather  forceful  movement  of 
the  lips.  Once  a single  whisper  has  been 
emitted  the  rest  is  easy.  They  are  then  told 
boldly  to  put  voice  in  it.  The  physician 
should  not  stop  until  the  patient  can  phonate 
clearly. 

The  aphonic  is  difficult.  The  reason  for 
this  is  probably  that  mutism  is  a much  great- 
er inconvenience  than  is  aphonia,  and  there- 
fore the  patient  is  more  willing  to  part  with 
the  symptom. 
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HYSTERICAL  CONTRACTURES 

The  great  point  in  contracture  is  to  direct 
the  patients’  attention  to  the  desired  posi- 
tion, to  which  he  has  been  unable  to  move  the 
affected  parts.  If  his  fist  is  tightly  closed, 
make  him  think  of  it  as  wide  open;  tell  him 
not  to  try  to  open  it,  but  simply  to  imagine 
it  open ; it  will  soon  become  so.  In  treatment 
of  any  hysterical  contracture,  the  principle 
briefly  comprises  complete  knowledge  of  the 
history,  a plain  statement  to  the  patient  of 
why  the  disability  continues,  an  inculcation 
of  belief  that  he  can  overcome  it  now,  fol- 
lowed by  an  attempt  to  overcome  it  without 
any  forcing  or  the  calling  in  of  a hypothetical 
will. 

HYSTERICAL  CONVULSIONS 

Treatment  of  the  type  described  is  not 
very  applicable  to  the  hysterical  convulsion. 
If  the  diagnosis  is  certain,  and  in  the  major- 
ity of  cases  there  need  not  be  much  doubt, 
the  actual  attack  should  be  entirely  ignored. 
If  he  is  in  a room  he  should  be  left  alone,  and 
no  assistance  given  or  interest  shown.  If  he 
is  in  a ward  he  should  lose  some  privilege, 
for  which  a medical  reason  can  usually  be 
given. 

HYSTERICAL  VOMITING 

This  also  should  be  treated  by  ignoring. 
No  rlterat'cn  of  the  diet  is  to  be  made.  The 
nurse  must  be  firm,  and  insist  that  the  food 
be  eaten,  and  if  the  patient  vomits  after  a 
meal,  an  equal  amount  must  be  given  at  once, 
and  this  may  be  repeated.  This  may  not  be 
ignoring  the  vomiting,  but  it  is  ignoring  the 
cry  of  the  stomach  for  gentler  treatment.  No 
harshness  of  language  need  be  used,  the  pa- 
tient need  only  be  assured  that  this  plan  is 
certain  to  succeed. 

ANOREXIA  NERVOSA 

It  is  probably  hopeless  to  treat  this  state 
except  in  isolation.  The  patient  must  be  in 
bed;  she  must  see  no  one  except  the  nurse 
and  the  physician;  she  must  have  no  com- 
munication with  her  friends  and  relatives. 
The  feeding  must  be  done  very  gradually  for 
the  stomach  is  in  a condition  in  which  very 
little  food  can  be  tolerated.  The  quantity  ad- 
ministered the  first  day  should  not  exceed 
two  ounces  of  milk  every  two  hours.  If  it 
is  less  it  does  not  matter.  The  patient  must 
not  feel  that  she  is  being  rushed.  The  amount 
is  doubled  the  following  day.  After  increas- 
ing to  six  ounces  on  the  third  day  the  physi- 
cian must  be  sure  that  the  food  is  being  toler- 
ated before  pushing  ahead.  Other  food  is 
added  gradually  and  a steady  gain  of  four  or 


five  pounds  a week  is  expected.  The  patient 
should  be  kept  in  bed  until  she  is  well  nour- 
ished. At  first  the  nurse  should  feed  her  to 
avoid  the  playing  with  the  food.  At  the  com- 
pletion of  the  treatment  she  should  feed  her- 
self willingly. 

An  investigation  for  the  emotional  conflict 
that  brought  about  the  anorexia  is  carried 
out  at  the  same  time.  Sometimes  this  is 
found  to  be  related  to  resentment  over  the 
domination  of  the  girl’s  mother.  To  reestab- 
lish nutrition  is  not  enough.  It  may  merely 
precipitate  anxiety,  and  eventually  produce 
other  symptoms  as  a relief  from  the  anxiety. 
Talking  the  matter  over  will  often  reveal  the 
cause,  and  either  it  must  be  dealt  with  by  get- 
ting the  patient  to  reconcile  herself  to  the 
difficult  situation,  or  arrangements  must  be 
made  so  that  she  leaves  it  permanently.  The 
former  is  what  should  be  aimed  at. 

HYSTERICAL  EMOTIONAL  OUTBURSTS 

This  is  one  of  the  simplest  of  the  mental 
symptoms  of  hysteria.  Life  with  such  a pa- 
tient becomes  impossible  for  everyone  who 
tries  it.  Such  outbursts  have  at  first  allowed 
her  to  have  her  own  way.  During  these  at- 
tacks there  may  be  threats  of  suicide  which 
cause  anxiety  in  her  relatives.  Although  oc- 
casional hysterics  carry  their  demonstrations 
too  far,  suicide  in  the  group  is  rare.  It  is  dis- 
astrous to  watch  them,  however,  and  so  the 
threat  should  be  ignored  if  one  feels  that  he 
is  definitely  dealing  with  a hysteric. 

With  the  facts  of  the  history  and  examina- 
tion in  mind  we  have  now  to  show  her  in  a 
logical  manner  that  her  tempers  are  an  inef- 
fectual attempt  to  make  her  position  in  life 
tolerable,  and,  as  they  have  failed  to  do  so, 
she  and  we  lmd  better  seek  another  way  out 
of  the  difficulty,  so  that  the  only  path  which 
offers  the  slightest  hope  of  success  is  the  al- 
truistic one.  The  announcement  of  this  pro- 
gram may  raise  a storm  immediately, 
whose  fury  will  be  directed  against  the  doc- 
tor, calmness  and  patience  will  usually  over- 
come this;  and  if  it  is  very  bad  the  patient 
may  be  suitably  left  alone  till  she  has  cooled 
down,  and  had  time  to  review  the  situation. 
In  time  hysterics  will  improve  greatly  under 
treatment  of  this  kind  and  their  friends  will 
wonder  what  has  happened  to  them. 

SOMNAMBULISM 

This  consists  in  discovering  what  the  at- 
tack represents.  It  will  be  about  something 
which  the  patient  does  not  wish  to  think 
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when  awake,  but  not  necessarily  something 
of  which  he  is  wholly  unaware.  It  may  be 
found  fairly  easily  by  piecing  together  parts 
of  the  story  already  given  by  the  patient.  It 
is  difficult  to  get  the  patient  to  allow  the  for- 
bidden topic  to  come  up,  but  if  he  is  put  into 
the  relaxed  position,  and  told  that  no  doubt 
some  disagreeable  thought  is  going  to  come, 
but  that  it  will  be  easier  now  that  someone 
is  present  who  will  take  care  of  him,  he  will 
often  allow  the  idea  to  appear.  When  it  has 
emerged  there  will  probably  be  an  emotional 
reaction,  which  may  be  severe,  but  this  will 
soon  pass  if  reassuring  words  are  spoken. 

Once  the  idea  has  been  obtained  the  next 
essential  is  to  persuade  the  patient  to  see  his 
trouble  in  a different  light  according  to  the 
principles  which  have  been  laid  down  hereto- 
fore. Here  the  ingenuity  of  the  doctor  must 
come  in.  It  is  certain  that  a patient  of  this 
kind  will  have  taken  the  worst  possible  view 
of  the  whole  matter  (e.  g.  a somnambulistic 
sailor  who  was  afraid  of  the  dark  and  thought 
that  he  alone  had  such  a fear). 

CONCLUSIONS 

This  discussion  of  hysteria  is  based  to  a 
very  large  extent  on  the  system  of  Dr.  T.  A. 
Ross,  a present  day  English  psychiatrist,  who 
wrote  the  three  books:  “The  Common  Neuro- 
ses: Their  Treatment  by  Psychotherapy:  an 
Introduction  to  Psychological  Treatment  for 
Students  and  Practitioners,”  Wm.  Wood,  Bal- 
timore 1937 ; “An  Introduction  to  Analytical 
Psychotherapy and  “An  Enquiry  Into 
Prognosis  in  the  Neuroses.”  He  also  contri- 
buted material  on  the  neuroses  in  the  volume 
on  psychiatry  in  the  Oxford  Medicine  Series. 
He  engaged  in  general  medical  practice  for 
about  fifteen  years  preceding  the  World 
War,  although  he  had  already  entered  the 
field  of  psychiatry  before  his  service  in  the 
English  Army.  His  system  is  an  elaboration 
and  refinement  of  the  French  persuasionist 
school  of  Dejerine  and  Dubois.  Much  of  the 
data  for  the  book  on  prognosis  was  obtained 
in  his  connection  with  the  position  of  med’cal 
director  of  the  Cassel  Hospital  For  Function- 
al Nervous  Disorders.  H's  cures  averaged 
better  than  50  per  cent. 

Dr.  Ross  believes  that  the  great  bulk  of 
nervous  disorders,  commonly  called  function- 
al, can  be  treated  successfully  by  the  general 
practitioner.  He  likens  the  use  of  psycho- 
analysis for  all  patients  suffering  from  neu- 
roses to  the  use  of  steam  hammers  for  crack- 
ing walnuts.  The  present  writer  agrees  with 


these  ideas  with  one  possible  addition  re- 
ferable to  the  personality  of  the  therapist. 
For  an  understanding  of  basic  concepts,  the 
physician  treating  victims  of  neuroses,  must 
have  a personality  which  fits  him  for  the  role 
of  counselor.  In  addition  to  sincerity,  stabil- 
ity, and  the  like,  it  would  seem  that  the  more 
philosophically  inclined  physician,  sometimes 
spoken  of  as  having  introvert  tendencies,  has 
the  most  encouraging  attributes.  Although 
this  type  may,  at  times,  lack  patience  with 
the  hysteric,  he  is  less  apt  to  regard  the  pa- 
tient as  a malingerer  than  the  outgoing,  more 
sociable  colleague.  In  addition,  the  neurotic 
may  resent  the  latter’s  cheery  manner,  since 
he  is  taking  himself  so  seriously.  The  physi- 
cian with  introvert  potentialities,  more  im- 
portantly, finds  less  difficulty,  on  the  aver- 
age, in  accepting  the  mental  or  emotional  eti- 
ology. 

The  important  concern  however  is  that 
some  physicians  give  attention  to  the  mental 
phases  of  health,  and  that  all  recognize  mind 
and  body  as  inseparable  units  of  the  whole 
individual. 
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Inadequate  Medical  Care  Found  Due  to 
Failure  to  Use  Facilities  Available 

Ample  medical  services  have  been  available 
in  Sullivan  County,  Tenn.,  for  fifteen  years, 
the  County  Medical  Society  there  reports  in 
a survey  of  medical  care,  published  in  The 
Journal  of  the  American  Medical  Association 
for  Dec.  17.  Lack  of  adequate  care  is  due  to 
failure  of  patients  to  avail  themselves  of 
these  facilities. 

The  survey  in  Sullivan  County  is  a part  of 
a nation-wide  study  of  medical  care  being 
conducted  under  the  direction  of  the  Ameri- 
can Medical  Association.  Some  of  the  find- 
ings were: 

Many  persons  who  cannot  afford  adequate 
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medical  care  will  not  go  to  a free  clinic  be- 
cause of  the  “stigma”  attached  to  doing  so. 

No  person  in  Sullivan  County  is  more  than 
seven  miles  away  from  at  least  one  of  the 
forty-six  practicing  physicians. 

As  an  example  of  the  services  given  free 
by  the  physicians  in  the  county  it  was  re- 
vealed that  in  1937,  during  one  week,  17  per 
cent  of  the  patients  who  received  any  form 
of  medical  service  in  home  or  office  were 
served  entirely  without  charge.  Thirteen 
free  surgical  operations  were  performed  dur- 
ing the  same  week. 

Of  the  total  number  of  children  who  en- 
tered school  for  the  first  time  in  1937,  75  per 
cent  were  successfully  vaccinated  against 
smallpox. 

Education  of  the  public  with  regard  to  the 
value  of  medical  attention  early  in  an  illness 
was  suggested  as  an  important  need  in  Sulli- 
van County.  Other  suggestions  included 
elimination  from  charity  of  those  able  to  pay 
small  fees  for  medical  service,  staff  organiza- 
tion to  improve  hospital  service,  and  hospi- 
talization for  very  low  income  groups. 

Improved  medical  care  for  patients  with 
tuberculosis,  for  prisoners  at  the  county  jail 
and  for  the  insane  were  further  recommenda- 
tions. 


Gas  Gangrene  Increasing- 

All  recent  reports  on  gas  gangrene  in  man 
agree  essentially  on  the  increase  of  this  con- 
dition in  civil  life,  The  Journal  of  the  Ameri- 
can Medical  Association  for  Dec.  10  states  in 
an  editorial. 

Following  injuries  sustained  in  the  World 
War,  gas  gangrene  was  common.  Today  the 
condition  is  becoming  more  important  be- 
cause of  the  more  frequent  occurrence  of 
crushing  wounds  and  lacerations  following- 
traffic  and  industrial  accidents.  While  its 
frequency  is  difficult  to  determine  accurate- 
ly, the  increasing  reports  in  the  literature 
seem  to  offer  sufficient  evidence  of  its  wide- 
spread nature. 

Gas  gangrene  is  caused  by  micro-organ- 
isms, called  anaerobes,  which  have -the  power 
to  live  without  either  air  or  free  oxygen. 
When  compared  with  the  incidence  of  teta- 
nus, infection  by  this  group  of  spore-bearing 
bacteria  is  probably  as  frequent.  According 
to  R.  J.  White,  M.  D.,  Fort  Worth,  Texas,  gas 
infection  usually  occurs  in  four  types  of 
wounds:  crushing  injuries  in  which  the  skin 


is  torn,  puncture  wounds  with  a great  deal  of 
hemorrhage,  particularly  if  a foreign  body 
has  been  implanted,  extensive  lacerations  of 
tissues  with  gross  soiling  with  dirt,  and  badly 
soiled  compound  fractures. 

Gunshot  wounds  and  compound  fractures 
offer  the  most  favorable  environment  con- 
ditions for  the  development  of  anaerobes,  C. 
H.  Ramsay,  M.  D.,  Laurel,  Miss.,  states,  since 
damaged  muscle  tissue  is  the  perfect  medium 
for  the  growth  and  development  of  these  or- 
ganisms. Less  commonly,  gas  gangrene  has 
been  reported  following  abortion  and  as  a re- 
sult of  hypodermic  injection.  The  organisms 
are  so  widely  distributed  in  nature  that  little 
can  be  done  to  eradicate  the  source  of  infec- 
tion. 

The  best  treatment  for  gas  gangrene  is 
prophylactic.  Promising  attempts  at  the  im- 
munization of  animals  and  man  with  an  anti- 
toxin for  gas  gangrene  caused  by  the  type  of 
anaerobe  discovered  by  Welch,  and  named 
after  him,  have  been  reported.  Auspicious 
as  this  work  may  be,  it  is  not  likely  that  the 
frequency  of  gas  gangrene  in  peace  time  is 
such  that  mass  immunization  may  become  a 
practical  preventive  measure  in  the  near  fu- 
ture. 

In  spite  of  suitable  precautionary  meas- 
ures, such  as  the  use  of  an  antitoxin,  the  re- 
moval of  all  foreign  matter  and  dead  tissue 
immediately  surrounding  the  wound,  and  the 
eradication  of  all  dead  spaces  or  pockets  per- 
taining to  the  wounds,  there  are  some  in- 
stances in  which  gas  gangrene  develops,  and 
treatment  therefore  becomes  of  paramount 
importance. 

Surgical  exploration  with  the  introduction 
of  air  and  probably  dilute  solution  of  sodium 
hypochlorite  should  in  this  event  be  employed 
at  once.  The  use  of  antitoxin  in  large  quan- 
tities intramuscularly  or  intravenously,  or  in 
some  cases  around  the  infected  area,  also  is 
a procedure  to  be  promptly  employed. 

The  use  of  x-rays  has  been  reported  favor- 
ably by  J.  F.  Kelly,  M.  D.,  and  D.  A.  Dowell, 
M.  D.,  Omaha,  Nebr.,  and  in  the  past  few 
months  several  reports  on  the  favorable  ef- 
fect of  sulfanilamide  or  its  derivatives,  in  gas 
gangrene,  have  appeared. 

The  effectiveness  of  prophylactic  measures 
and  improvement  and  additions  of  therapeu- 
tic technics  for  dealing  with  this  disease 
should  do  much  to  minimize  its  dangers. 
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THE  GOVERNMENT  AND  ITS 
MEDICAL  EFFORTS 

The  Wagner  bill  now  in  Congress  aims  to 
improve  the  general  welfare  of  Americans 
by  enabling  the  states,  through  federal 
funds,  to  make  more  adequate  provision  for 
public  health,  prevention  and  control  of  dis- 
ease, maternal  and  child  health  services,  con- 
struction and  maintenance  of  hospitals  and 
health  centers,  care  of  the  sick,  disability  in- 
surance. etc.  Those  of  us  who  followed  the 
press  notices  dealing  with  this  proposed 
legislation  were  discouraged  in  not  appreciat- 
ing the  clarity  of  its  purpose.  To  some  it  ap- 
peared as  a hodge-podge  of  unnecessary  du- 
plications of  facilities  already  in  existence,  to 
others  as  just  an  effort  to  spend  good  money 
in  a complicated  maze  of  social  inadequacies. 

According  to  the  Journal  of  the  American 
Medical  Association  the  purpose  of  the  meas- 
ure obviously  is  “to  begin  fulfillment  of  the 
so-called  National  Health  Program.”  This 
“Program”  was  the  subject  of  discussion  at 
the  Special  Session  of  the  House  of  Dele- 
gates of  the  American  Medical  Association  in 
September  of  last  year.  At  that  time  the 
House  of  Delegates  made  certain  recommen- 
dations to  President  Roosevelt’s  Interdepart- 
mental Committee.  These  recommendations 


were  the  results  of  careful  deliberation  of 
the  problem  in  general,  and  particularly  on 
the  needed  improvements  in  the  care  of  the 
medically  indigent.  Hospital  construction 
was  approved,  but  on  the  basis  of  actual  need 
rather  than  for  the  purpose  of  competition 
with  hospitals  now  struggling  for  existence. 

We  have  asked  these  questions  before,  and 
we  shall  continue  to  ask  them  until  they  are 
satisfactorily  answered:  Do  our  Congress- 
men know  as  we  know  that  poor  food  and 
poor  housing  are  important  contributory 
causes  to  acute  and  chronic  diseases?  Are 
the  members  of  the  House  of  Representa- 
tives and  the  Senate  aware  of  the  fact  that 
efforts  towards  aleviation  of  poverty  among 
the  people  would  bring  greater  blessings 
than  would  their  attempts  to  supply  these 
same  people  with  an  abundance  of  pills  and 
elixirs  ? If  help  to  the  poor  is  to  be  extended 
where  it  would  be  most  effective,  we  suggest 
that  the  millions  of  dollars  to  be  spent  under 
the  Wagner  bill  be  utilized  for  wholesome 
food,  less  crowded  homes  and  decent  cloth- 
ing. We  doctors  will  remain  reasonable 
about  medical  care  as  we  have  in  the  past. 


PROGRESS  IN  THE  CONTROL 
OF  CANCER 

The  unknown  horizons  of  cancer  are  be- 
ing pushed  back  farther  and  farther  through 
the  closely  related  activities  of  clinical  diag- 
nosis and  treatment,  research,  and  education. 
Each  of  these  is  making  significant  contribu- 
tions to  a wider  understanding  of  the  prob- 
lems of  malignancy.  One  of  the  most  inter- 
esting aspects  of  the  entire  cancer  problem  is 
that  practically  every  bit  of  additional  scien- 
tific information  about  the  disease  adds  to 
the  hopefulness  of  its  eventual  control  as  a 
major  cause  of  death. 

Realization  by  the  medical  profession  that 
the  diagnosis  and  treatment  of  cancer  is  no 
longer  a one  man  problem  is  offering  much 
additional  hope  to  the  cancer  patient.  The 
value  of  organized  tumor  clinics  in  general 
hospitals — nearly  three  hundred  of  which 
are  now  functioning — is  bringing  a better  ap- 
preciation^ the  complexities  of  this  problem 
in  modern  medical  practice.  These  clinics 
offer  help  to  the  family  physician  who  is 
often  denied  access  to  necessary  diagnostic 
and  therapeutic  facilities;  while  to  the  can- 
cer patient  it  gives  the  benefits  of  group  con- 
sultation with  those  having  the  widest  ex- 
perience with  malignant  disease. 
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An  additional  advantage  of  the  tumor 
clinic  is  its  usefulness  as  a center  for  gradu- 
ate study  for  all  physicians  within  its  sphere 
of  influence.  This  is  possible  largely  because 
of  the  increased  number  of  cancer  patients 
seen  in  comparison  with  the  relatively  small 
number  of  such  patients  seen  in  the  average 
general  hospital.  The  value  of  comparative 
methods  of  treatment  can  be  established 
much  sooner  where  large  numbers  of  pa- 
tients are  seen.  All  in  all,  the  tumor  clinic 
offers  the  maximum  of  good  service  to  the 
cancer  patient  and  excellent  opportunities 
for  education  of  the  physician. 

In  the  field  of  research  some  of  the  most 
significant  contributions  to  our  knowledge 
about  cancer  are  being  made  in  the  sciences 
of  biology,  chemistry,  physics,  and  genetics. 
The  role  of  certain  chemicals — now  number- 
ing approximately  fifty  with  more  being 
added  at  frequent  intervals — in  the  etiology 
of  cancer  is  now  fully  appreciated.  The 
knowledge  that  cancer  is  primarily  a biologi- 
cal problem  concerned  with  the  vital  func- 
tion of  cell  growth  is  stimulating  research 
workers  to  focus  attention  on  the  cell  to 
identify  those  forces  responsible  for  malig- 
nant changes  in  the  cell. 

The  physicist  is  extending  knowledge  of  ir- 
radiation therapy,  with  the  result  that  in- 
creasing use  is  being  made  of  this  therapeu- 
tic agent  in  the  treatment  of  malignancy 
both  for  curative  and  palliative  purposes. 

Studies  in  genetics  have  been  confined 
largely  to  work  with  laboratory  animals. 
The  further  this  work  progresses  the  more 
evident  it  becomes  that  vastly  improved  rec- 
ords of  human  cancer  are  essential  if  we  are 
to  know  more  accurately  the  influence  of 
heredity  on  cancer  development  in  the  hu- 
man race.  Because  the  great  majority  of 
marriages  bring  about  a dilution  of  the  prob- 
ability of  transmitting  cancer  to  offspring 
through  susceptible  parents  most  geneticists 
are  unwilling  to  go  beyond  recognition  of  the 
possible  transmission  of  susceptibility  to 
cancer  in  succeeding  generations.  Even 
though  cancer  may  be  proved  to  be  condi- 
tioned by  heredity,  the  rapidly  expanding  ap- 
preciation of  the  value  of  early  diagnosis 
and  prompt  treatment  will  continue  to  offer 
much  hope  to  the  cancer  patient  and  will 
more  than  offset  such  handicaps  as  heredity 
may  impose. 

The  value  of  the  educational  program  as 
exemplified  by  the  Women’s  Field  Army  can- 


not be  fully  measured,  but  the  medical  pro- 
fession is  in  a position  to  know  better  than 
anyone  else  the  results  of  this  program  as 
their  patients  come  in  increasing  numbers 
for  attention  to  their  questions  about  this 
disease.  Success  of  this  educational  work 
rests  in  large  measure  on  full  cooperation  by 
the  medical  profession.  As  the  objectives  of 
periodic  examination  and  recognition  of  the 
early  signs  of  cancer  become  better  under- 
stood a fuller  cooperation  by  the  physician 
will  be  expected. 

The  outlook  for  controlling  the  increased 
number  of  deaths  from  cancer  in  this  state 
is  becoming  brighter.  That  fortunate  time 
will  be  hastened  in  proportion  to  the  coopera- 
tion that  is  developed  between  the  patient 
and  his  physician.  Education  will  reduce 
the  waiting  period  by  the  patient  in  seeking 
professional  advice  and  service. 


MINUTES  OF  THE  MID-WINTER 
COUNCIL  MEETING 
January  15,  1939 

The  mid-winter  meeting  of  the  Board  of 
Councillors  was  called  to  order  by  President 
D.  D.  King,  at  2:00  p.  m.  at  the  Hotel  Corn- 
husker,  Lincoln,  Nebraska.  The  following 
members  were  present:  Drs.  D.  D.  King,  J.  J. 
Hompes,  A.  P.  Overgaard,  W.  R.  Boyer,  S.  H. 
Andrews,  W.  J.  Douglas,  W.  R.  Neumarker, 

A.  L.  Cooper,  E.  L.  Brush,  0.  R.  Platt,  M.  0. 
Arnold,  A.  A.  Conrad  and  L.  W.  Rork.  Also 
present  were  Drs.  Homer  Davis,  President  of 
the  Association;  A.  L.  Miller,  President- 
Elect  and  R.  W.  Fouts,  Past  President,  as 
well  as  Dr.  R.  F.  Decker,  Speaker  of  the 
House  of  Delegates  and  ex-officio  member  of 
the  Council. 

Other  attendants  included  Dr.  G.  E.  Charl- 
ton, Vice  President  of  the  Association;  Dr. 
K.  S.  J.  Hohlen,  Delegate  to  the  A.  M.  A.  con- 
vention to  be  held  in  1939;  Dr.  P.  H.  Barth- 
olomew, Acting  Director  of  Health  for  the 
State  of  Nebraska;  Dr.  H.  M.  Jahr,  Editor  of 
The  Nebraska  State  Medical  Journal ; Dr.  R. 

B.  Adams,  Secretary-Treasurer,  and  Mr.  M. 

C.  Smith,  Executive  Secretary. 

Drs.  Harry  Benson,  Russel  Best,  C.  A.  Sel- 
by and  George  W.  Covey,  of  the  Business 
Committee,  were  also  present,  as  were  the 
following  doctors,  each  representing  the 
committee  of  which  he  was  chairman:  Wm. 
P.  Wherry,  E.  W.  Rowe,  E.  W.  Hancock, 
James  F.  Kelley,  Floyd  Clarke,  B.  F.  Bailey, 
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Clayton  Andrews  and  Roy  H.  Whitham.  Dr. 
R A.  Morgan  of  the  Maternal  and  Child 
Health  Committee,  Dr.  J.  M.  Woodward  of 
the  Student  Loan  Fund  Committee  and  Mr. 
Gene  Huse  of  the  Huse  Publishing  Company 
of  Norfolk,  were  also  present. 

Dr.  Boyer  nominated  Dr.  Hompes  for 
President  of  the  Board  of  Councillors  for 
1939.  Nomination  seconded  and  Dr.  Hompes 
elected  by  acclaim.  Dr.  King  turned  over 
the  Chair  to  Dr.  Hompes.  A motion  was 
then  made  that  Dr.  Overgaard  be  re-elected 
as  Secretary  of  the  Board  of  Councillors. 
Motion  seconded  and  carried. 

In  the  absence  of  Dr.  J.  F.  Wurtele,  who 
was  taken  suddenly  ill,  Dr.  King  moved  that 
Dr.  Platt,  retiring  Councillor,  act  as  Council- 
lor pro  tern  for  Dr.  Wurtele.  Motion  sec- 
onded and  carried. 

Dr.  Fouts  moved  that  a Committee  on 
Publicity  be  appointed.  Motion  seconded 
and  carried.  Dr.  King  moved  that  the 
President  and  Secretary  of  the  Board  of 
Councillors  act  as  Publicity  Committee.  Sec- 
onded and  carried. 

Dr.  Rowe,  Chairman  of  the  Planning  Com- 
mittee was  called  upon  to  give  his  report. 
General  discussion  of  the  Farm  Security  Ad- 
ministration plan  for  medical  care  of  its  cli- 
ents, as  incorporated  in  Dr.  Rowe’s  report, 
followed.  It  was  moved  by  Dr.  Boyer  and 
seconded  by  Dr.  Neumarker,  that  the  report 
of  the  Chairman  of  the  Planning  Committee 
be  accepted  and  published  in  the  Journal  and 
that  the  plan  be  endorsed. 

Dr.  Bailey  gave  his  report  on  Public  Policy 
and  Legislation.  It  was  moved  by  Dr.  Over- 
gaard that  the  report  as  made  by  the  Chair- 
man of  the  Committee  on  Public  Policy  and 
Legislation  be  accepted  and  placed  on  file. 
Motion  seconded  and  carried. 

Dr.  W.  P.  Wherry,  Chairman  of  the  Medi- 
cal and  Public  Health  Education  Committee, 
was  next  called  upon  for  his  report,  in  which 
was  incorporated  the  report  of  Dr.  J.  E.  M. 
Thomson,  Dr.  Thomson  being  unable  to  give 
it  personally  on  account  of  illness.  Also  in- 
corporated in  this  report,  was  the  report  of 
the  Speakers’  Bureau,  which  was  read  by 
Dr.  J.  D.  McCarthy.  General  discussion  of 
the  status  of  the  Speakers’  Bureau  and  the 
duties  and  obligations  of  the  Committee  on 
Medical  and  Public  Health  Education,  fol- 
lowed. Dr.  Fouts  moved  that  Dr.  Wherry’s 
report  be  accepted  and  placed  on  file  and 
that  the  report  of  the  Speakers’  Bureau  be 


printed  in  the  Journal.  Seconded  and  car- 
ried. It  was  also  moved  that  further  dis- 
cussion relative  to  the  question  of  discussion 
be  postponed  until  later  in  the  day.  Second- 
ed and  carried. 

Dr.  Bailey  made  a report  for  the  Publica- 
tion Committee,  which  included  the  report 
made  to  him  by  Dr.  Jahr,  Editor  of  the  Jour- 
nal, which  report  was  read  by  Dr.  Jahr.  It 
was  moved  and  seconded  that  the  report  be 
accepted  and  printed  in  the  Journal.  Mo- 
tion carried. 

The  Scientific  Assembly  Committee  report 
was  made  by  Dr.  Roy  Whitham,  Chairman 
of  the  Committee.  Motion  was  made  that 
the  report  be  accepted  and  published.  Sec- 
onded and  carried. 

The  report  of  the  Committee  on  Library, 
Necrology  and  Records  was  next  called  for. 
It  was  moved  that  this  be  laid  over  until  the 
May  meeting.  Motion  carried. 

Dr.  Covey,  Chairman  of  the  Business  Com- 
mittee, gave  his  report  of  the  activities  of 
that  committee  for  the  year.  It  was  moved 
that  this  report  be  accepted  and  published 
in  the  Journal.  Motion  seconded  and  car- 
ried. 

The  report  of  the  Delegates  to  the  A.  M. 
A.  convention  was  called  for.  A motion  was 
put  before  the  Board  that  these  reports  be 
deferred  until  the  annual  meeting  of  The  Ne- 
braska State  Medical  Association  in  May. 
Motion  seconded  and  carried. 

The  report  of  the  Secretary-Treasurer  of 
the  Association  was  next  called  for.  Dr. 
Adams  read  his  report  and  presented  each 
of  the  Board  of  Councillors  with  a copy  of 
the  annual  financial  statement  as  prepared 
by  a Certified  Public  Accountant.  It  was 
moved  that  Dr.  Adams’  report,  together  with 
the  financial  statement,  be  accepted  and  pub- 
lished in  the  Journal.  Motion  seconded  and 
carried.  Dr.  Adams  suggested  that  the  date 
for  the  mid-winter  meeting  be  moved  ahead 
one  week  so  that  more  time  would  be  allowed 
for  the  completion  and  approval  of  the  year- 
ly audit,  before  submitting  it  to  the  Council. 
No  action  was  taken  on  this  suggestion. 

Dr.  James  F.  Kelley,  Chairman  of  the  Can- 
cer Committee,  was  called  upon  for  his  re- 
port. This  report  was  given  and  a motion 
was  made  that  it  be  accepted  and  placed  on 
file.  Motion  seconded  and  carried. 

Dr.  Floyd  Clarke  gave  his  report,  as  Chair- 
man of  the  Convalescent  Serum  Committee. 
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Motion  was  made  that  the  report  be  accepted 
and  placed  on  file.  Seconded  and  carried. 

The  report  of  the  Tuberculosis  Committee 
was  next  given  by  Dr.  Hancock.  It  was 
moved  that  this  report  be  accepted  and 
placed  on  file.  Seconded  and  carried.  Dr. 
Hancock  then  read  Section  III,  pages  3 and  4 
of  the  Nebraska  Crippled  Children’s  Manual, 
issued  by  the  Board  of  Control,  which  sec- 
tion pertained  to  Local  Medical  Technical  Ad- 
visory Committees.  The  question  of  the  ad- 
visability of  the  appointment  of  such  a com- 
mittee and  the  relation  of  such  a committee 
to  the  Association  was  discussed  at  some 
length.  It  was  suggested  that  further  ac- 
tion on  this  matter  be  deferred  to  another 
time.  All  those  present  did  not  concur  in 
this  and  it  was  then  moved  that  the  matter 
of  the  Welfare  Plan  as  submitted  by  Dr. 
Hancock  be  settled  at  that  time.  Seconded 
and  carried.  A request  was  made  that  the 
issue  be  clarified  for  the  benefit  of  the 
Board.  This  was  done  by  Dr.  Hancock.  The 
question  of  discussion  was  whether  or  not 
the  appointment  of  a medical  advisory  com- 
mittee should  be  made  jointly  by  the  County 
Child  Welfare  Board  and  the  County  or  Dis- 
trict Medical  Society.  Dr.  Boyer  moved  that 
the  Council  approve  this  procedure  as  out- 
lined in  Section  III,  pages  3 and  4,  of  the  Ne- 
braska Crippled  Childrens’  Manual,  as  read 
by  Dr.  Hancock.  Seconded  and  carried.  This 
section  of  the  Manual  as  mentioned  above 
and  as  approved  by  the  Council,  pertaining 
to  the  appointment  of  the  above  mentioned 
committee,  jointly  by  the  County  Child  Wel- 
fare Board  and  the  County  or  District  Medi- 
cal Society,  is  filed  with  these  minutes. 

Dr.  Morgan  next  read  the  Maternal  and 
Child  Health  Committee  report,  as  prepared 
by  Dr.  Sage,  Chairman.  It  was  moved  that 
this  report  be  accepted  and  published.  Sec- 
onded and  carried. 

Dr.  Earl  Brooks’  report,  as  Chairman  of 
the  Committee  on  Conservation  of  Vision 
was  read  by  Secretary  Overgaard.  It  wTas 
moved  that  this  report  be  accepted  and 
placed  on  file.  Motion  seconded  and  carried. 

Executive  Secretary  Smith  was  then  called 
on  for  his  report.  It  was  moved  and  second- 
ed that  this  report  be  accepted  and  pub- 
lished. Carried. 

In  the  absence  of  Dr.  Morris  Neilson, 
Chairman  of  the  Insurance  Committee,  his 
report  was  presented  to  the  Council  in  writ- 
ing, as  prepared  by  him.  It  was  moved  that 


this  report  be  accepted  and  placed  on  file. 
Seconded  and  carried. 

A general  discussion  followed  next.  Dr. 
Wherry’s  question  of  the  duties  of  the  Com- 
mittee on  Medical  and  Public  Health  Educa- 
tion, deferred  earlier  in  the  day,  was  brought 
to  the  floor.  No  motion  was  made  but  it 
was  agreed  that  the  duties  were  clearly  set 
forth  in  the  by-laws  of  the  Association  and 
any  actions  should  coincide  with  said  duties 
as  recorded. 

It  was  moved  that  the  meeting  be  ad- 
journed for  dinner,  to  be  resumed  later. 
Seconded  and  carried. 

At  7:00  p.  m.  the  meeting  was  recalled  by 
Chairman  Hompes.  Dr.  Overgaard  gave  his 
report  on  the  Medical  Student  Loan  Fund 
Committee.  It  was  moved  and  seconded  that 
the  report  be  accepted  and  published.  Car- 
ried. 

Dr.  Wegner’s  report  of  the  Campaign 
Committee  was  read  by  Secretary  Over- 
gaard. It  was  moved  and  seconded  that  the 
report  be  accepted  and  placed  on  file.  Car- 
ried. 

An  informal  general  discussion  of  the 
group  hospitalization  insurance  issue  was 
carried  on  by  various  members  of  the  Coun- 
cil and  members  of  the  Business  Committee. 
Drs.  Russel  Best,  George  Covey,  Harry  Ben- 
son, Claude  Selby,  Roy  Fouts,  W.  R.  Neu- 
marker,  H.  S.  Andrews,  R.  F.  Decker  and  W. 
R.  Boyer  each  set  forth  his  ideas  on  the  sub- 
ject before  the  Council. 

After  all  questions  had  been  brought  forth 
and  all  those  who  wished  to  present  argu- 
ments had  been  heard  from,  the  matter  was 
put  before  the  Board  for  a vote.  It  was 
moved  by  Dr.  Boyer  that  we  favor  hospital 
insurance.  Dr.  Fouts  moved  that  the  State 
Medical  Association  do  not  sponsor  any 
group  hospital  insurance  plan.  Seconded  by 
Dr.  Neumarker.  Carried.  Dr.  Andrews 
moved  that  the  motion  made  by  Dr.  Fouts 
which  had  just  been  carried,  be  recalled. 
Motion  seconded  by  Dr.  Neumarker  and  car- 
ried. Dr.  Boyer  moved  that  the  plan  for  hos- 
pital insurance  submitted  by  the  Business 
Committee  of  the  State  Association,  be 
tabled.  Seconded  and  carried.  Dr.  Fouts 
moved  that  this  Council  favor  the  organiza- 
tion and  operation  of  non-profit  insurance. 
Seconded  and  carried.  All  business  being 
finished,  it  was  moved  by  Dr.  Overgaard 
that  the  meeting  be  adjourned.  Seconded 
and  carried. 
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REPORT  OF  PLANNING  COMMITTEE 

By  E.  W.  Rowe,  M.  D. 

The  Planning  Committee  has  been  con- 
stantly busy  studying  various  projects  and 
problems  passed  to  it  for  investigation  under 
its  direction.  Dr.  J.  E.  Faris,  of  the  United 
States  Public  Health  Service  has  completed  a 
survey  of  Public  Health  Resources  in  Nebras- 
ka, which  should  be  read  by  all  the  Medical 
Profession.  A copy  of  this  survey  may  be  ob- 
tained from  the  State  Department  of  Health. 
Dr.  Faris  has  completed  a very  thorough 
study  and  has  made  also  definite  recommen- 
dations, which  the  Nebraska  State  Medical 
Association  should  take  pains  to  see  are  car- 
ried out.  This  action  will  strengthen  the 
State  Department  of  Health  and  also  bring  to 
the  people  a greater  share  of  the  benefits  of 
public  health.  He  has  pointed  out  that  Ne- 
braska is  now  47th  in  the  list  of  States  ac- 
cording to  the  amount  of  money  spent  per 
capita  on  public  health.  Chief  among  the 
recommendations  is,  the  formation  of  county 
and  district  health  units,  to  head  up  in  the 
State  Department  of  Health.  An  enabling 
act  would  be  necessary  to  permit  the  counties 
and  districts  to  be  formed  into  units  for  this 
purpose.  Also  it  is  recommended  that  a 
Health  Council  be  created  to  have  adminis- 
trative and  executive  powers,  and  an  assist- 
ant or  associate  physician  be  placed  in  the 
department  to  divide  the  duties  of  adminis- 
tration ; and  to  be  ready  to  serve  in  case  the 
director  of  the  department  is  absent  or  other- 
wise unable  to  function.  Sufficient  funds 
should  be  available  to  attract  and  retain  a di- 
rector of  health  who  is  a physician  trained 
in  public  health.  These  precautions  should 
remove  the  department  from  political  influ- 
ence and  provide  a continuity  of  purpose  nec- 
essary in  building  up  an  efficient  personnel. 

To  this  end  a bill  was  drawn  up  for  intro- 
duction at  this  term  of  legislature.  But,  be- 
cause of  the  economic  situation  among  Ne- 
braska farmers,  and  the  ultra-conservatism 
shown  by  the  law  makers,  and  after  consul- 
tation with  Governor  Cochran,  who  advised 
waiting  until  another  session  of  legislature, 
your  committee  has  left  the  bill  in  the  hands 
of  the  Committee  on  Public  Policy  and  Legis- 
lation, with  the  recommendation  that  it  be 
not  introduced  until  the  next  biennium ; and 
that  in  the  meanwhile  the  necessary  steps  be 
taken  to  prepare  the  way  for  its  approval  by 
all  the  medical  profession,  the  allied  profes- 
sions, and  the  next  administrative  and  legis- 
lative representatives. 


In  these  recommendations  are  also  other 
important  changes  that  are  contemplated. 
The  Crippled  Children’s  Bureau  should  be  un- 
der the  Department  of  Health,  as  recom- 
mended by  the  United  States  Public  Health 
Service  and  as  it  is  in  States  where  such  mat- 
ters are  well  handled.  All  public  health  ac- 
tivities now  scattered  in  other  departments 
should  be  placed  here.  Certain  changes  are 
needed  in  the  examination  boards  for  licen- 
sure. In  the  board  for  examination  of  phy- 
sicians to  practice  medicine,  the  regular  pro- 
fession should  be  better  represented.  The 
day  for  sectarian  medicine  has  passed  and 
the  cults  yet  wanted  by  the  people  have  their 
own  boards.  These  are  matters  which  will 
need  early  attention. 

The  Economic  Survey,  directed  by  the 
House  of  Delegates  of  the  American  Medical 
Association,  is  in  danger  of  bogging  down. 
Up  to  date  the  work  has  been  outlined  in  each 
councilor  district  and  for  each  county.  The 
work  is  progressing  in  55  counties  and  28 
have  completed  and  sent  in  their  studies.  No 
doubt  many  more  have  their  reports  about 
ready.  Lancaster  and  Doulas  counties  have 
not  reported,  and  one  of  our  councilors  has 
so  far  done  nothing.  Mr.  Smith,  our  execu- 
tive secretary,  has  done  an  enormous  amount 
of  labor  in  directing  this  activity  of  the  Plan- 
ning Committee.  It  is  to  be  hoped  that  each 
councilor  will  push  with  energy  on  this  proj- 
ect so  that  at  least  a majority  of  our  counties 
will  be  represented  in  the  final  report  to  the 
A.M.A. 

I come  now  to  the  most  urgent  matter  be- 
fore the  Planning  Committee.  We  are  ask- 
ing your  immediate  endorsement  of  a proj- 
ect: The  medical  program  for  the  relief  of 
our  farmers  who  are  yet  on  a self-sustaining 
and  self-respecting  basis,  and  for  the  country 
doctor,  that  provision  may  be  made  for  the 
collection  of  fees  for  his  service  to  the  extent 
of  possibly  $500,000.00  per  annum.  This  will 
not  be  paid  if  this  program  is  not  adopted  by 
the  Nebraska  State  Medical  Association ; for 
if  this  society  does  not  approve  of  some  plhn 
the  Federal  program  for  Medical  Relief  will 
not  be  introduced  in  the  State. 

The  plan  is  one  of  cooperation  with  the 
Farm  Security  Administration.  The  Plan- 
ning Committee  has  met  in  conference  with 
the  Farm  Security  Administration  of  Ne- 
braska and  other  States.  In  order  to  be  brief 
I am  appending  a copy  of  a proposed  agree- 
ment to  serve  as  a guide  or  contract  between 
our  association  and  the  Farm  Security  Ad- 
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ministration.  Also  I have  appended  a num- 
ber of  points  which  seem  essential  in  carrying- 
out  this  project.  These  were  arrived  at  aft- 
er a discussion  at  the  conference. 

We  recommend  that  the  president  appoint 
a committee  of  three  to  represent  the  Nebras- 
ka State  Medical  Association  in  the  further- 
ance of  this  agreement  and  that  the  plan  as 
set  forth  be  adopted.  This  committee  will 
continue  to  function  for  the  Association  and 
as  an  advisory  body  to  the  Director  of  the 
Farm  Security  Administration. 

THE  PLANNING  COMMITTEE 
of  The  Nebraska  State  Medical  Ass’n. 

E.  W.  Rowe,  M.  D.,  Chairman, 

W.  C.  Becker,  M.  D., 

F.  L.  Rogers,  M.  D. 


Memorandum  of  Understanding  Between 

the  Physicians  of... County, 

, and  the  Farm  Security 

Administration 

1.  The  Farm  Security  Administration 
agrees  to  lend  where  necessary  to  its  clients 

in.... - County  an  average  of  $25.00 

per  family  per  year  to  be  used  for  medical 
care.  This  amount  is  based  upon  the  ability 
of  the  families  to  pay  as  determined  by  the 
expected  net  income  according  to  the  farm 
and  home  plans. 

2.  These  funds  are  to  be  placed  in  the 
hands  of  a Trustee,  agreed  upon  by  the  phy- 
sicians concerned  and  the  Farm  Security  Ad- 
ministration Supervisor  in  the  County. 

3.  The  said  Trustee  will  be  duly  bonded. 
The  cost  of  such  bond  and  the  remuneration 
of  the  trustee  as  fixed  by  the  doctor  will  be 
paid  out  of  the  funds.  His  duty  shall  be  to 
deposit  funds  entrusted  to  him  in  a bank 
agreed  upon  by  the  physicians  and  the  Farm 
Security  Administration  County  Supervisor, 
to  keep  a correct  record  of  all  clients  to  whom 
money  is  loaned  for  medical  care,  the  indi- 
vidual amounts  loaned  to  each  client  and  pay 
for  medical  services  within  the  limitations 
fixed  by  this  agreement. 

4.  That  the  funds  so  loaned  these  clients 

for  medical  care  may  be  divided  as  follows: 

(a)  Medical  and  Surgical  care... 75% 

(b)  Drugs  None 

(c)  Hospitalization  25% 

(d)  Emergencies,  Transportation 

and  Incidentals None 


5.  Each  client  shall  have  the  privilege  of 
choosing  any  physician  entering  into  this 
agreement  but  shall  confine  his  choice,  as 
much  as  possible,  to  those  physicians  within 
a reasonable  distance. 

6.  The  physician  will  render  such  services 
as  in  his  opinion  are  necessary.  At  the  end 
of  each  month  the  physician  will  furnish  the 
Trustee  an  itemized  statement  of  the  services 
rendered  and  the  charge  of  each  item.  The 
condition  shall  be  specified  in  each  case 
where  services  are  rendered. 

7.  The  schedule  of  charges  for  usual  medi- 
cal services  to  these  clients  shall  be  on  the 
basis  of  similar  professional  charge  for  serv- 
ices rendered  people  of  moderate  means  in 
the  same  community.  These  charges  shall  be 
uniform. 

8.  The  physicians  of  County  will 

give  the  Farm  Security  Administration  Sup- 
ervisor a list  of  the  names  of  the  physicians 
agreeing  to  render  services  under  this  agree- 
ment. 

9.  The  Farm  Security  Administration  Sup- 
ervisor of County  will  give  to  each 

physician  agreeing  to  render  services  under 
this  agreement  a list  of  the  clients  who  have 
paid  to  the  Trustee  the  necessary  funds  to 
entitle  them  to  this  medical  care. 

10.  These  funds  will  be  divided  into  twelve 
equal  monthly  allotments  and  all  bills  shall 
be  paid  on  a pro  rata  basis. 

11.  Any  residue  left  in  any  monthly  allot- 
ment will  be  carried  forward  to  the  end  of 
the  year  and  applied  on  any  or  all  unpaid  bal- 
ances that  have  accrued,  or  applied  on  unpaid 
balances  at  such  periods  as  the  physicians 
may  direct. 

12.  If  at  the  end  of  the  year  the  total 
amount  of  physicians’  bills  exceed  the  total 
amount  of  money  made  available  on  the  basis 
of  these  loans,  such  unpaid  balance  will  be 
considered  paid. 

13.  In  the  event  a question  is  raised  by  any 
client  or  the  Farm  Security  Administration 
County  Supervisor  concerning  any  statement 
rendered  or  any  other  matter  affecting  the 
physicians  working  under  this  agreement,  it 
shall  be  referred  to  a committee  selected  by 
the  physicians  so  concerned.  The  committee 
shall  ascertain  the  facts  concerning  the  serv- 
ices rendered  and  charges  made  and  a recom- 
mendation from  the  committee  shall  be  final. 
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14.  It  is  understood  that  the  medical  serv- 
ices provided  for  under  this  agreement  shall 
embrace  such  services  as  are  usually  per- 
formed by  a family  physician  in  the  home  of 
the  client  or  in  the  office  of  the  physician,  in- 
cluding prenatal,  obstetrical  and  post-natal 
service ; and  in  case  of  emergency,  agreement 
will  include  such  surgical  services  as  are 
given  by  the  doctors  entering  into  this  agree- 
ment. In  the  event  the  client  makes  exces- 
sive demands  on  physicians  for  unnecessary 
services  such  fact  shall  be  reported  to  the 
local  County  Supervisor  who  will  consider 
this  fact,  judging  the  client’s  eligibility  for 
a further  participation  and  benefits  under 
this  agreement. 


If  the  Nebraska  State  Medical  Association 
finds  it  advisable  to  sponsor  a medical  care 
program  for  low  income  farm  families  in  co- 
operation with  the  Farm  Security  Adminis- 
tration the  following  suggestions  are  made 
by  Howard  Wood  from  experiences  in  this 
kind  of  program  in  North  Dakota  over  a pe- 
riod of  27  months : 

1.  Have  the  organization  built  in  units  con- 
sisting of  either  single  counties,  Medical  As- 
sociation Councilor  Districts,  or  Farm  Secur- 
ity Supervisor  Districts. 

2.  Have  the  Trustee  appointed  by  the  doc- 
tors in  the  unit  organized  and  the  Farm  Se- 
curity Administration  County  and  Home 
Supervisor  acting  jointly  in  the  selection. 

3.  Have  the  Trustee  bonded. 

4.  Have  the  State  Medical  Association  ap- 
point a physician  in  Lincoln  to  act  as  Medical 
Adviser  to  the  State  Director  of  the  Farm 
Security  Administration.  Misunderstanding 
will  arise  from  time  to  time  and  the  State  Di- 
rector will  need  technical  advice  from  the 
medical  profession. 

5.  Have  the  medical  program  include  ordi- 
nary practitioner  care,  emergency  surgery 
and  emergency  hospitalization. 

6.  Have  a uniform  fee  schedule.  It  is  im- 
portant that  the  fee  schedule  be  uniform  be- 
cause, if  a member  should  go  to  a doctor  in 
a county  other  than  the  one  he  lives  in  for 
services  and  is  charged  a different  fee  for  the 
same  kind  of  service,  there  will  be  a dispute, 
and  there  will  be  more  inconvenience  to  the 
Medical  Referee  or  committee  auditing  the 
bills  presented. 

7.  Have  the  doctors  in  the  unit  select  their 


own  referee  or  committee  for  auditing  the 
bills  presented. 

8.  Have  the  majority  of  the  Medical  prac- 
titioners in  the  District  agree  to  the  program 
before  starting  to  organize  the  District. 

9.  Require  at  least  40%  of  the  eligible  farm 
families  in  the  District  to  subscribe  to  the 
program  before  starting  to  render  the  serv- 
ices. 

10.  Have  the  State  Medical  Association 
thoroughly  explain  the  program  to  their 
members. 

11.  Have  the  District,  County  and  Home 
Supervisors  thoroughly  explain  the  program 
to  the  eligible  farm  families. 

12.  Have  the  membership  fee  for  the  farm 
families  average  about  $25.00  per  year  per 
family. 

Remember  we  are  trying  to  rehabilitate 
farm  families  who  have  exhausted  all  other 
resources  of  credit  except  Farm  Security. 
We  are  dealing  with  a group  of  families  who 
are  low  income  or  have  no  income  at  all. 

Remember  that  the  Doctors  at  the  present 
are  receiving  little  if  any  pay  for  services 
rendered  to  these  families— unless  the  pay 
for  such  services  comes  from  the  Federal, 
State  or  County  government. 

Remember  Farm  Security  Administration 
is  making  loans  to  these  families  and  they 
are  expected  to  repay  these  loans  as  their  re- 
habilitation is  developed. 

There  are  about  25,000  farm  families  in 
Nebraska  who  are  eligible  to  receive  loans 
for  medical  care  from  Farm  Security  Ad- 
ministration. Of  these  families  20,000  or 
more  can  reasonably  be  expected  to  avail 
themselves  of  this  opportunity.  At  an  aver- 
age of  $25.00  per  year  per  family  this  will 
mean  $500,000.00  available  each  year  for  pay- 
ment for  medical  care  from  a group  that  now 
has  most  of  the  bills  for  medical  care  put  on 
the  books,  with  little  chance  for  collection  or 
being  paid  for  by  the  county. 


SECRETARY’S  REPORT 

By  R.  B.  Adams,  M.  D. 

The  year  1938  was  a year  of  importance  to 
the  State  Association.  During  this  year  a 
special  committee  rewrote  the  Constitution 
and  By-Laws  of  the  Association,  and  at  the 
annual  meeting  the  new  By-Laws,  with  some 
minor  changes,  were  adopted.  It  was  neces- 
sary for  the  new  Constitution  to  wait  for  the 
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1939  meeting  before  it  could  be  adopted.  The 
new  By-Laws  gave  to  a large  extent  a new 
government.  Under  them,  a central  office 
was  created  in  the  Capitol  City,  and  the  work 
of  the  Secretary-Treasurer  and  the  Execu- 
tive Secretary  were  consolidated  in  this  of- 
fice. Temporarily  also  a Business  Commit- 
tee was  elected  by  the  Council  to  act  for  it 
when  it  was  not  in  session,  and  also  to  sub- 
stitute for  the  new  Board  of  Trustees,  which 
will  come  into  existence  with  the  adoption  of 
the  new  Constitution.  The  Committee  has 
held  several  meetings  and  has  worked  seri- 
ously and,  in  the  Secretary’s  opinion,  has 
done  good  work.  It  has  filled  a long  vacant 
gap  in  the  Association’s  method  of  carrying 
on  its  business.  When  the  new  office  was 
opened,  an  audit  of  the  affairs  of  the  Asso- 
ciation was  made  by  a professional  firm  of 
auditors  and  at  the  Business  Committee’s 
and  their  suggestion,  a new  method  of  hand- 
ling the  finances  was  begun.  This,  in  the 
opinion  of  the  Secretary  will  also  be  of  bene- 
fit. 

The  finances  of  the  Association  are  im- 
proving. The  Journal,  which  has  been  the 
chief  source  of  worry  for  several  years,  seems 
to  be  definitely  on  the  upgrade.  Due  to  the 
Cooperative  Bureau  and  the  Executive  Sec- 
retary’s efforts,  advertising  has  increased 
materially,  and  brought  the  Journal  to  a 
point  where  it  will  no  longer  be  in  the  red. 
Present  indications  are  that  this  improve- 
ment will  continue. 

The  annual  meeting  was  held  in  Lincoln 
from  April  25  to  28,  1938.  It  maintained  the 
usual  high  standard,  and  was  the  second 
largest  meeting  in  the  history  of  the  Associa- 
tion. The  general  sessions,  the  round  table 
luncheons,  the  exhibits,  both  scientific  and 
commercial,  all  were  well  patronized.  At  the 
meeting  the  usual  number  of  honored  guests 
were  entertained. 

In  this  period  of  uncertainty  and  unrest 
with  so  many  threats  of  socialization,  the 
officers  and  committees  have  been  on  the 
alert  trying  at  least  to  keep  up  with  things. 
As  a result,  the  Business  Committee  and  the 
Executive  Secretary  have  made  a careful 
study  for  a plan  for  Group  Hospital  Insur- 
ance. The  Planning  Committee  has  met 
with  representatives  of  the  Farm  Security 
Administration  and  have  a plan  for  financing- 
medical  fees  of  certain  needy  farmers  and 
their  families.  Both  of  these  plans  will  be 
submitted  to  the  Council  for  their  considera- 
tion. 


The  committees  of  this  Association  have, 
in  the  main,  all  done  good  work,  and  will 
have  their  respective  reports  ready  for  your 
recommendations. 


Nebraska  State  Medical  Association  Audit, 
Year  Ending  Dec.  31,  1938 
Martin  and  Cole,  Public  Accountants 
Suite  515  1st.  Nat’l.  Bank  Bldg.,  Lincoln,  Nebr. 

Lincoln,  Nebraska,  Jan.  12,  1939 
Nebraska  State  Medical  Association, 

Lincoln,  Nebraska. 

Gentlemen : 

We  have  made  an  audit  of  the  books  and 
records  of  your  association  for  the  calendar 
year  ended  December  31,  1938.  Included  in 
our  report  are  the  following  exhibits  and 
schedules : 

Exhibit  A — Analysis  of  Fund  Balances, 
January  1,  1938  to  December  31,  1938. 

Exhibit  B — Statement  of  Receipts  and 
Disbursements,  year  1938 — All  Funds. 

Schedule  B-l — Sundry  Receipts,  year  1938. 

Schedule  B-2 — Analysis  of  Expense  Account 
M.  C.  Smith. 

Schedule  B-3 — Lincoln  Office  Expenses,  year 
1938. 

Schedule  B-4 — Speaker’s  Bureau  Expenses, 
year  1938. 

Schedule  B-5 — Miscellaneous  Expenses,  year 
1938. 

Exhibit  C — Statement  of  Investments  Jan- 
uary 1,  1938,  to  December  31,  1938. 

EXHIBIT  A 

The  statement  which  summarizes  the 
changes  taking  place  in  the  total  of  the  fund 
balances  during  the  year  under  review  is  pre- 
sented as  Exhibit  A.  The  total  balance  at 
January  1,  1938,  was  $25,114.44.  During  the 
year  a net  reduction  of  $2,819.68  took  place, 
leaving  the  balance  at  the  close  of  the  year 
$22,294.76.  The  fund  balances  are  repre- 
sented by  cash  in  bank  of  $2,114.32,  and  in- 
vestments of  $20,180.44. 

The  reduction  in  the  fund  balances  just 
stated  was  the  result  of  excess  of  disburse- 
ments over  cash  received  during  the  year  of 
$847.97  and  reductions  in  the  investments 
accounts  of  $1,971.71.  The  excess  of  dis- 
bursements over  receipts  is  described  in  de- 
tail in  connection  with  Exhibit  B,  while  the 
reduction  in  the  investments  is  shown  in  Ex- 
hibit C. 
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EXHIBIT  B 

The  total  receipts  from  all  cources  for  the 
entire  year  amounted  to  $16,459.88.  The 
disbursements  exceeded  the  receipts  to  the 
extent  of  $847.97. 

The  receipts  are  divided  into  three  sec- 
tions. The  first  section  deals  with  dues  and 
general  receipts,  amounting  to  $10,895.00; 
the  second  section  includes  the  receipts  for 
the  Journal  amounting  to  $3,546.93;  and  the 
third  section  covers  sundry  items  amounting 
to  $2,017.95.  The  sundry  receipts  are  listed 
in  detail  in  Schedule  B-l  and  include  princi- 
pally transfers  of  cash  from  the  investments 
and  saving  accounts. 

The  disbursements  are  grouped  in  three 
sections.  The  first,  amounting  to  $9,510.28, 
covers  the  general  office  expense  made  up 
principally  of  salaries  $3,615.00,  expense  ac- 
counts $2,564.54,  Lincoln  office  expense 
$999.14  and  sundry  miscellaneous  expense 
$1,844.48.  The  expense  accounts  for  M.  C. 
Smith  are  analyzed  in  schedule  B-2,  the  Lin- 
coln office  expenses  are  listed  in  detail  in 
Schedule  B-3,  and  the  miscellaneous  expenses 
are  shown  in  Schedule  B-5.  The  second  sec- 
tion of  the  expense  deals  with  the  costs  of 
publishing  the  Journal  which  amounted  to 
$6,858.88.  Of  this  amount  $2,065.00  is  sal- 
aries, and  the  balance  of  $4,793.88  is  for 
other  expenses.  In  this  latter  classification 
falls  the  publication  cost  of  $4,527.86.  The 
third  section  has  to  do  with  the  Medicolegal 
expense,  and  amounted  to  $938.69. 

In  this  statement  no  attempt  is  made  to 
allocate  the  dues  among  the  three  general 
divisions,  that  is,  general  overhead,  Journal 
publication  costs,  and  medicolegal  expense. 
As  a result  of  this  fact,  all  three  depart- 
ments of  receipts  and  disbursements  are 
combined  in  one  statement. 

All  receipts  of  dues  were  traced  directly  to 
the  bank  account  and  a proof  was  made  with 
the  total  postings  to  the  active  membership 
accounts  and  to  the  membership  cards  is- 
sued. A check  of  the  postings  for  the  adver- 
tising accounts  was  used  to  verify  the  income 
to  the  Journal  fund.  Cancelled  checks,  in- 
voices, and  authorization  of  salaries  in  the 
minutes  were  inspected,  as  verification  of  the 
disbursements.  The  balances  as  shown  in 
the  books  were  reconciled  with  the  state- 
ments from  the  banks,  but  our  independent 
verification  of  bank  balances  and  savings 
book  balances  was  not  yet  completed  at  the 
date  of  making  this  report.  From  our  ex- 


amination of  the  records  it  is  our  opinion  that 
all  cash  has  been  properly  accounted  for. 

EXHIBIT  C 

In  Exhibit  C is  set  forth  the  statement 
covering  the  investments  and  the  changes 
taking  place  during  the  year  under  review. 
This  statement  begins  with  the  balance  in 
the  investment  account  at  January  1,  1938  of 
$22,152.15  and  shows  a detailed  list  of  these 
investments  during  the  year  of  $1,971.71 
leaving  a balance  at  the  close  of  the  year  of 
$20,180.44.  Included  in  the  statement  is  a 
summary  of  the  transactions  which  took 
place  during  the  year  resulting  in  the  net  re- 
duction just  stated. 

This  statement  shows  the  detailed  list  of 
investments  comprising  this  balance  at  the 
close  of  the  year.  All  of  the  securities  and 
loan  and  savings  association  books  were  pre- 
sented for  our  inspection.  All  the  U.  S. 
Treasury  Bonds  and  U.  S.  Savings  Bonds  are 
registered  in  the  books  of  the  association, 
and  all  of  the  Treasury  bonds  are  the  type 
which  do  not  have  coupons  attached,  but  on 
which  interest  is  to  be  received  currently. 

Included  in  the  expense  account  of  M.  C. 
Smith,  listed  in  Schedule  B-2,  is  an  item  of 
$100.00  which  represents  cash  advanced  to 
him  for  traveling  expense.  This  is  a fund 
carried  by  him  which  belongs  to  the  associa- 
tion, as  it  is  replenished  by  the  association 
from  time  to  time  as  he  files  his  traveling  ex- 
pense bills. 

Should  further  information  be  desired  con- 
cerning any  matters  falling  within  the  scope 
of  our  engagement,  we  shall  be  pleased  to 
supply  it  upon  request. 

Signed, 

Martin  & Cole. 


EXHIBIT  A 

Nebraska  State  Medical  Association 
Analysis  of  Fund  Balance 
January  1,  1938,  to  December  31,  1938 

Total  Balance,  Jan.  1,  1938 $25,114.44 

Represented  by: 

Cash — Omaha 

Nat’l.  Bank $2,652.27 

Cash— First  Nat’l. 

Bank  of  Omaha-  310.02  $2,962.29 
Investments — 

See  Exhibit  C 22,152.15 


$25,114.44 


Less: 

Excess  of  Disbursements 
over  Receipts — 
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See  Exhibit  B 847.97 

Reductions  from  Investments, 

See  Exhibit  C 1,971.71  2,819.68 


Total  Balance,  Dec.  31,  1938 $22,294.76 


Represented  by: 

Cash — Nat’l.  Bank 

of  Commerce 

Investments — 

See  Exhibit  C 


$22,294.76 


Medico  Legal: 

Salary— R.  W. 

Fouts  300.00 

Expenses — R.  W. 

Fouts  488.69 

Attorneys  Fees, 

Lathrop  Case 150.00  938.69 


TOTAL  DISBURSEMENTS $17,307.85 


EXCESS  OF  DISBURSEMENTS 
OVER  RECEIPTS— Carried 
to  Exhibit  A $ 847.97 


2,114.32 

20,180.44 


EXHIBIT  B 

Nebraska  State  Medical  Association 
Statement  of  Receipts  and  Disbursements 
January  1,  1938,  to  December  31,  1938 

RECEIPTS 

General : 

Membership  Dues $10,860.00 

Hastings  League  of 
Women  Voters-  10.00 

Sale  of  Books 25.00  $10,895.00 


Journal: 

Advertising  Space  3,423.35 


Cuts  78.23 

Copies  Sold 19.10 

Subscriptions 26.25 


3,546.93 


Sundry  (Schedule 

B-l)  2,017.95 

TOTAL  RECEIPTS $16,459.88 


DISBURSEMENTS 

General : 

Salaries: 


R.  B.  Adams $ 

600.00 

M.  C.  Smith 

3,000.00 

Monica  O’Keefe 

15.00 

$3,615.00 

Expense  Accounts: 

R.  B.  Adams 

87.00 

M.  C.  Smith 

(Schedule  B-2) 

2,477.54 

2,564.54 

Lincoln  Office  Exp. 

(Schedule  B-3) 

999.14 

Speakers’  Bureau  Exp. 

(Schedule  B-4) 

467.12 

Purchase  of  Books  _ 

20.00 

Miscellaneous  Exp. 

(Schedule  B-5) 

1,844.48 

$9,510.28 


J ournal : 

Salaries: 

H.  M.  Jahr 1,200.00 

Olive  Larson 675.00 

Monica  O’Keefe  190.00  2,065.00 


Other  Expenses: 

H.  M.  Jahr,  Exp.  160.00 

Publication 4,527.86 

Engraving  32.61 

Stationery  and 

Printing 27.91 

Press  Clipping 

Service 45.50  4,793.88  6,858.88 


SCHEDULE  B-l 

Nebraska  State  Medical  Association 
Sundry  Receipts 

January  1,  1938,  to  December  31,  1938 


Savings  and  Loan  Withdrawals: 

Conservative  Savings  and  Loan $ 305.00 

Omaha  Loan  and  Building 330.94 

Union  Loan  and  Savings 794.59 

United  Savings  and  Loan 42.60 

Securities  Matured 200.00 

Transferred  from  Investment  Accts 249.07 

Interest  Collected 95.75 


TOTAL— to  Exhibit  B $2,017.95 

SCHEDULE  B-2 

Analysis  of  Expense  Account — M.  C.  Smith 

Office  Secretary,  Salary $ 424.10 

Telephone  and  Telegraph 127.52 

Distillate 42.09 

Typewriter  Supplies 38.40 

Stamped  Envelopes  and  Postage 344.87 

Printing  and  Reprints 231.91 

Stationery  and  Office  Supplies 32.13 

Traveling  Expense 1,090.78 

Sundry  Miscellaneous  Items 45.74 

Cash  Advance  for  Traveling  Expense 100.00 


TOTAL— to  Exhibit  B $2,477.54 

SCHEDULE  B-3 
Lincoln  Office  Expense 

Rent $ 411.06 

Telephone  and  Telegraph 141.27 

Stationery  and  Supplies 97.89 

Office  Expense  and  Multigraphing 84.93 

A.  M.  A.  Directory 15.00 

Office  Furniture  and  Equipment 227.06 

Freight,  Express  and  Drayage 21.93 


TOTAL— to  Exhibit  B $ 999.14 


SCHEDULE  B-4. 

Nebraska  State  Medical  Association 
Speakers’  Bureau  Expenses 
January  1,  1938,  to  December  31,  1938 


Rent $ 244.46 

Telephone  and  Telegraph 118.53 

Stationery  and  Supplies 23.83 

Office  Expense  and  Equipment  Rental 22.30 

Remodeling  Office  58.00 


TOTAL— to  Exhibit  B $ 467.12 
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SCHEDULE  B-5 
Miscellaneous  Expenses 


Council  Meetings  $ 356.55 

Program  Committee 35.40 

Annual  Meeting 505.11 

National  Delegate 120.10 

Bond — R.  B.  Adams 5.00 

Flowers  10.00 

Bank  Charges 10.76 

Contribution  to  Student  Loan  Fund 200.00 

Investment  Expense 26.56 

Auditing  75.00 

Campaign  Expenses 500.00 


TOTAL— to  Exhibit  B $1,844.48 


EXHIBIT  C 

Nebraska  State  Medical  Association 
Statement  of  Investments 

January  1,  1938,  to  December  31,  1938 


Balance  on  Hand,  January  1,  1938 $22,152.15 

Consisting  of: 

Wm.  H.  Harms  Loan  Peters 

Trust  Co.,  6% $ 1,000.00 

Zannie  X.  Marshall  Ctf.  No. 

577,  6% 370.00 

John  O.  Wentworth  Real  Es- 
tate Mortgage  Bond 2,500.00 

Omaha  Loan  and  Building 

Association 1,654.68 

Nebraska  Central  Building 

and  Loan  Association 854.58 

Conservative  Savings  and 

Loan  Association 1,525.10 

United  Savings  and  Loan  As- 
sociation   2,385.27 

Union  Loan  and  Savings  As- 
sociation   786.47 

Standard  Savings  and  Loan 

Association 674.59 

Securities  in  Care  of  Omaha 

Nat’l.  Bank 400.00 

Cash — Omaha  Nat’l.  Bank 263.96 

U.  S.  Treasury  Notes,  214  %_  300.00 

U.  S.  Treasury  Bonds,  2%%_  400.00 

U.  S.  Treasury  Bonds,  2%%_  4,550.00 

U.  S.  Treasury  Bonds,  3% 500.00 

U.  S.  Treasury  Bonds,  314%-  1,850.00 

U.  S.  Savings  Bonds 2,137.50 


$22,152.15 

Reductions 

Withdrawals: 

Nebraska  Central  Building 

and  Loan  Assn 176.00 

United  Savings  and  Loan  As- 


Sales: 

U.  S.  Treasury  Bonds,  214%-  200.00 

U.  S.  Treasury  Bonds,  2%%_  200.00  2,630.77 


Additions 

Dividend  Credits: 

Nebraska  Central  Bldg,  and 

Loan  Assn. 36.38 

Omaha  Loan  and  Bldg.  Assn.  19.85 

Conservative  Savings  and 

Loan  Assn. 12.20 

Union  Loan  and  Savings  As- 
sociation   9.38 

Purchase — U.  S.  Savings  Bonds  581.25  659.06 


Net  Deductions $ 1,971.71 

Total  Balance,  December  31,  1938 $20,180.44 


EXHIBIT  C 

Nebraska  State  Medical  Association 
Statement  of  Investments 

January  1,  1938,  to  December  31,  1938 


Balance,  January  1,  1939 $20,180.44 

Consisting  of: 

Wm.  H.  Harms,  Bond  Collec- 
tion Ctf.  6% $ 1,000.00 

Zannie  X.  Marshall,  Partici- 
pation Ctf.  514% 370.00 

John  O.  Wentworth  Real  Es- 
tate Mortgage  6% 2,500.00 

Omaha  Loan  and  Bldg.  Assn.  1,343.59 
Conservative  Savings  and 

Loan  Assn. 1,232.30 

Nebraska  Central  Bldg,  and 

Loan  Assn. 714.96 

United  Savings  and  Loan  As- 
sociation   2,226.25 

Standard  Savings  and  Loan 

Assn.  674.59 

U.  S.  Treasury  Bonds  2%%_  400.00 

U.  S.  Treasury  Bonds  2%%_  4,500.00 

U.  S.  Treasury  Bonds  3% 500.00 

U.  S.  Treasury  Bonds  3%%_  150.00 

U.  S.  Treasury  Bonds  314%-  1,850.00 

U.  S.  Savings  Bonds — Matur- 
ity Value  $3,625.00 2,718.75 


$20,180,44 


ANALYSIS  OF  CASH  TRANSACTIONS 
THROUGH  THE  CHECKING  ACCOUNT  IN  THE 
OMAHA  NATIONAL  BANK 

Balance,  January  1,  1938 $ 263.96 

Cash  Received 

From  United  Savings  and  Loan 


sociation  159.02 

Union  Loan  and  Savings  As- 
sociation   795.85 

Conservative  Savings  and 

Loan  Association 305.00 

Omaha  Loan  and  Bldg.  Assn.  330.94 

Cash  Account  Closed  Out — 

Omaha  Nat’l.  Bank — See 

Analysis  below 263.96 

Securities  Matured  — U.  S. 

Treasury  Notes,  214% 200.00 


Association $ 116.42 

From  Nebraska  Central  Bldg. 

and  Loan  Assn. 176.00 

Interest: 

Wentworth  Mortgage 146.01 

U.  S.  Treasury  Notes,  214%-  5.84 

U.  S.  Treasury  Bonds,  2%%_  5.52 

U.  S.  Treasury  Bonds,  278 %_  68.57 

U.  S.  Treasury  Bonds,  3% 7.50 

U.  S.  Treasury  Bonds,  314  %_  2.34 

U.  S.  Treasury  Bonds,  314%-  47.91 
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U.  S.  Treasury  Bonds,  2%%_  202.75 

U.  S.  Treasury  Bonds,  2%%_  207.50  986.36 


$ 1,250.32 

Cash  Disbursed 

Cash  Transferred  to  General 

Fund  400.00 

U.  S.  Savings  Bonds  Purchased  581.25 

Trustees  Fees  — Year  Ending 

December  31,  1937 20.00  1,001.25 


Balance — Transferred  to  General  Fund $ 249.07 


EDITOR’S  REPORT 

Dr.  B.  F.  Bailey,  Chairman 
Publication  Committee, 

Nebraska  State  Medical  Association, 
Lincoln,  Nebr. 

Dear  Dr.  Bailey: 

It  has  been  customary  for  the  editor  to 
submit  an  annual  report  of  the  Journal;  I 
therefore  take  this  opportunity  to  relate  to 
your  Committee  the  progress  made  by  our 
Journal  from  the  time  of  my  appointment  as 
editor  to  the  period  ending  December  31, 
1938. 

The  January  1938  issue  marked  an  exten- 
sion in  the  size  of  our  pages  from  17  to  18 
column  inches  per  page.  This  arrangement 
had  been  completed  by  your  Committee  dur- 
ing the  time  of  the  late  Dr.  Long’s  editor- 
ship. That  the  innovation  was  practical,  I 
need  not  emphasize. 

Immediately  following  my  appointment  as 
editor,  I began  to  study  the  make-up  of  the 
better  State  Journals  in  an  effort  to  improve 
our  existing  set-up.  I may  state  that  on  my 
visit  to  the  editors’  meeting  in  Chicago  in 
1937,  many  of  the  editors  assured  me  that 
the  Nebraska  State  Journal  enjoyed  excellent 
standing  among  state  editors,  but  that  the 
arrangement  in  copy  could  be  improved  upon. 
It  therefore  seemed  to  me  advisable  to 
change  the  editorial  arrangement  of  our 
Journal,  with  the  aim  of  organizing  the  copy 
under  the  proper  headings.  Where  former- 
ly items  of  consequence  were  mixed  up  in 
Editorial  Paragraphs  or  Human  Interest 
Tales,  it  was  believed  more  logical  to  arrange 
such  items  under  comprehensive  headings. 
As  the  Journal  appears  today  there  are  the 
following  sections  appearing  in  order  each 
month : 

1.  Editorial. 

2.  Announcements  of  general  and  special 
interest. 

3.  Woman’s  Auxiliary. 


4.  News  and  Views — comprising  news 
items  of  interest  to  the  physician,  clipped 
from  the  various  publications  which,  in  the 
opinion  of  the  editor,  may  have  escaped  at- 
tention, or  were  inaccessible  to  many  physi- 
cians in  the  State. 

5.  Press  Comments — include  editorial  re- 
marks of  the  Nebraska  lay  press;  remarks 
touching  upon  the  practice  of  medicine  in 
many  of  its  phases. 

6.  State  Department  of  Health — I wish 
to  call  this  to  your  particular  attention.  I 
am  sure  the  Committee  will  agree  with  me 
that  the  State  Health  Department  in  its  mod- 
ern functions  has  become  a most  important 
institution  in  its  relationship  to  the  practi- 
tioner. It  is  my  opinion  that  physicians  must 
keep  themselves  informed  on  what  this  State 
Health  Department  is  doing,  what  its  aims 
and  efforts  are,  and  in  what  way  the  physi- 
cian and  the  health  officer  may  work  har- 
moniously for  the  improvement  in  the  health 
of  our  citizens. 

7.  Human  Interest  Tales  including  mar- 
riages, births  and  deaths. 

8.  Tuberculosis  News. 

I wish  to  call  your  attention  to  the  edi- 
torials now  appearing  in  each  issue  of  our 
Journal.  In  looking  over  the  other  State 
Journals  it  appeared  that  the  Nebraska  State 
Journal  was  the  only  publication  of  its  kind 
with  no  editorial  comments.  If  you  recall, 
this  matter  was  discussed  with  you  and  you 
were  kind  enough  to  authorize  the  editor  to 
inaugurate  such  editorials  as  he  sees  fit, 
touching  on  current  problems  of  general  in- 
terest. It  was  considered  practical  therefore 
to  introduce  the  system  now  in  operation, — 
two  editorials  appearing  in  each  issue;  one 
on  the  general  cultural  or  economic  phase  of 
the  practice  of  medicine,  the  other  on  the 
scientific  phase. 

Beginning  with  the  January  1939  issue 
there  has  been  a change  in  type,  giving  our 
Journal  a richer  appearance.  You  will  recall 
that  following  an  extensive  study  of  type 
for  our  headings  your  Committee  suggested 
the  bold  face  type  now  in  use.  The  use  of 
this  type  was  started  for  the  editorial  sec- 
tion in  the  March  issue  and  for  the  Original 
section  in  the  September  issue.  These 
changes  were  well  received  and  did  not  in- 
volve any  increase  in  the  cost. 

In  closing  this  report,  may  I take  this  op- 
portunity of  expressing  my  sincere  thanks  to 
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your  Committee  for  its  broadminded  cooper- 
ation and  kind  guidance  in  the  earlier  months 
of  my  editorial  career.  It  has  been  a genu- 
ine pleasure  to  carry  out  the  duties,  and 
judging  from  the  remarks  that  have  reached 
me,  I sincerely  believe  that  our  Journal  has 
earned  a reputation  on  a par  with  the  best 
State  Journals  in  the  United  States. 

Respectfully  submitted, 

Herman  M.  Jahr,  M.  D., 
Editor. 


Report  on  Contents  of  Nebraska 
State  Medical  Journal 

Jan.  1 to  Dec.  31,  1938,  inclusive.  8640  inches 
Original  Articles — number  of 


inches  

...5559 

Editorial  copy  — number 

of 

inches  ;. 

....3081 

Number  of  cuts 

....  98 

Editorial  Copy: 

No.  of  In. 

1 — Editorials 

265 

2 — Announcements 

238 

3 — News  and  Views 

132 

4 — Press  Comments 

73 

5 — State  Dept,  of  Health 

268 

6 — Human  Interest  Tales 

184 

7 — Tuberculosis  Abstracts 

78 

8 — Societies 

178 

9 — Miscellaneous — 

Association  matters, 

Auxiliary 

Obituaries 

Births,  deaths, 

marriages,  etc. 

1665 

3081 

10  Pt. — Number  of  inches  1531 

8 Pt. — Number  of  inches  1550 


REPORT  OF  THE  MEDICO-LEGAL 
DEFENSE  COMMITTEE 
for  1938 


Following  is 

a tabulated  report  of  the  mal 

practice  cases  for  the  year: 

Number  of  cases  pending  January  1,  1938: 

Suits  ... 

27 

Threats 

...14 

Total 

.41 

Number  of  cases  filed  during  1938 : 

Suits  6 


Threats  10 

Total  .16 

Total  pending  57 

Cases  disposed  of  during  1938: 

Dropped  for  want  of  prose- 
cution   .21 

Dismissed  with  prejudice 1 

Verdict  for  Defendant 4 

Verdict  for  Plaintiff  1 

Settled  by  Insurance  Com- 
panies   4 

Total  31 

Cases  pending  January  1,  1939 26 

The  following  classification  has  been  ar- 


ranged as  to  the  type  of  case  and  the  cause 
for  bringing  suit  for  the  new  cases  in  1937 : 


Fracture  5 

Surgical  9 

Infection 1 

Medical  and  surgical 1 


This,  however,  does  not  represent  all  the 
malpractice  suits  that  occurred  during  this 
period,  but  only  those  that  were  called  to  our 
attention  and  in  which  we  participated. 
Therefore,  this  report  does  not  truly  reflect 
the  situation  with  reference  to  the  total  num- 
ber of  suits  in  the  state  during  the  year  1938. 

Respectfully  submitted, 

R.  W.  Fouts,  M.  D.,  Chairman. 

REPORT  OF  PROGRAM  COMMITTEE 

Since  the  last  annual  meeting  of  the  Ne- 
braska State  Medical  Association,  your  Pro- 
gram Committee  has  had  one  meeting,  at 
which  time  the  scientific  program  for  the  an- 
nual meeting  of  1939  was  outlined.  This  an- 
nual meeting  will  be  held  in  Grand  Island, 
during  the  first  week  in  May;  the  second, 
third  and  fourth. 

The  same  general  plan  as  used  the  last  few 
years,  was  decided  upon.  There  will  be  about 
eight  guest  speakers,  equally  divided  between 
surgery  and  medicine.  There  will  be  two 
symposia;  one  on  fractures  and  one  on  endo- 
crine glands.  The  remainder  of  the  formal 
program  will  be  furnished  by  members  of  the 
Association. 

In  addition  to  the  formal  program  there 
will  be  luncheons  at  noon  and  one  dinner  and 
evening  meeting  at  which  two  of  the  guests 
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will  speak.  The  evening-  meeting-  will  deal 
with  some  phases  of  socialized  medicine. 

The  guests  will  include:  Dr.  Rock  Sleyster, 
Pres.-elect  of  the  A.  M.  A.;  Dr.  Jas.  K.  An- 
derson, Minneapolis,  Proctologist;  Dr.  Gray- 
son Carroll,  St.  Louis,  Urologist;  Dr.  F.  K. 
Hansel,  St.  Louis,  Otolaryngologist;  Dr.  Os- 
car Miller,  Charlotte,  N.  C.,  Orthopedist;  Dr. 
Rynearson,  Rochester,  Minnesota,  Internist; 
Dr.  Ebaugh,  Denver,  Internist,  and  Dr.  Rob- 
ert Shaefer,  Internist. 

Further  meetings  of  the  Committee  are 
arranged  and  an  interesting  meeting  at 
Grand  Island  is  to  be  expected. 

Roy  W.  Witham, 

Chairman. 


STUDENT  LOAN  FUND  REPORT 


1938 

DEBITS 

Jan.  1,  1938,  Cash  on  hand $217.25 

Febr.  1,  1938,  Nebr.  State  Med.  Assn.  200.00 

Febr.  1,  1938,  Int.  on  No.  12 6.00 

Febr.  1,  1938,  Int.  on  No.  10 18.00 

Febr.  15,  1938,  Loan  No.  3 25.00 

March  5,  1938,  Loan  No.  3 25.00 

March  19,  1938,  Loan  No.  9 5.00 

April  2,  1938,  Loan  No.  9 5.00 

April  5,  1938,  Loan  No.  3_ 25.00 

May  3,  1938,  Loan  No.  3 .. 13.00 

May  6,  1938,  Women’s  Aux.  N.  S. 

Med.  Assn 15.00 

May  13,  1938,  Loan  No.  1_. 5.00 

June  1,  1938,  Loan  No.  8 8.00 

June  10,  1938,  Loan  No.  8. - 10.00 

June  20,  1938,  Loan  No.  1 5.00 

July  6,  1938,  Loan  No.  7..... 25.00 

July  23,  1938,  Loan  No.  1.... 5.00 

Aug.  5,  1938,  Loan  No.  7. 25.00 

Sept.  6,  1938,  Loan  No.  7 25.00 

Sept.  15,  1938,  Int.  on  No.  13 6.00 

Oct.  5,  1938,  Int.  on  No.  14 6.00 

Oct.  6,  1938,  Loan  No.  7 25.00 

Oct.  7,  1938,  Int.  on  No.  6 12.00 

Oct.  11,  1938,  Int.  on  No.  12 6.00 

Nov.  4,  1938,  Loan  No.  7 25.00 

Dec.  3,  1938,  Loan  No.  7. 25.00 


$767.25 

DISBURSEMENTS 

Febr.  1,  1938,  Loan  No.  12. ..$100.00 

Febr.  1,  1938,  Loan  No.  13 100.00 

Febr.  1,  1938,  Loan  No.  14 100.00 

Sept.  1,  1938,  Loan  No.  15.... 100.00 

Oct.  1,  1938,  Loan  No.  13 100.00 


Year  of  1938,  Postage 2.50 

Dec.  31,  1938,  Cash  on  hand... 264.75 


$767.25 


SUMMARY  OF  NOTES  WITH  INTEREST 
Student  No.  1,  note  and  interest $ 98.00 


Student  No.  2,  note  and  interest 398.00 

Student  No.  6,  note  and  interest 379.00 

Student  No.  7,  note  and  interest 180.00 

Student  No.  8,  note  and  interest 206.00 

Student  No.  9,  note  and  interest 202.00 

Student  No.  10,  note  and  interest....  306.00 

Student  No.  12,  note 300.00 

Student  No.  13,  note..... 300.00 

Student  No.  14,  note 200.00 

Student  No.  15,  note. 100.00 


$2,669.00 

STUDENT  LOAN  FUND  COM. 
Morris  Nielsen,  A.  P.  Overgaard, 
J.  M.  Woodward. 

Dated  January  15,  1939. 


REPORT  OF  THE  SPEAKERS’  BUREAU 
of  the  Nebraska  State  Medical  Association 
By  J.  D.  McCarthy,  M.  D. 
PROGRAMS  ARRANGED 
Scientific  Programs  (Excl.  of 


fresher  courses)  35 

Speakers  75 

Number  in  Audience — no  record. 

Lay  Programs  (Excl.  of  re- 
fresher courses)  75 

Speakers  80 

Number  in  Audience 4,375* 

Radio  Broadcasts  32 

Speakers  32 

Nurses  2 

Speakers  2 

Number  in  Audience. 70 

V.  D.  Campaign — Address 107 

Speakers  65 

Number  in  Audience.. ...19,409* 


Total  Number  of  Programs 

Arranged  251 

Total  Number  of  Speakers 

Supplied  254 


*This  figure  represents  possibly  about  three- 
fourths  of  total  number  who  heard  addresses. 

FUNDS  EXPENDED 

Office  Rent  — 11  months  at 
$20.00  per  month 


$220.00 
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Electricity — 12  months  6.78 

Telephone — 12  months $67.83 

Long  Distance  (Inc.  V.  D. 

campaign)  ... 50.70  118.53 

Miscellaneous  Office  Sup- 
plies— 12  months 8.96 

Clippings,  etc.,  V.  D.  cam- 
paign   - 8.70 

Expenses  incidental  to  open- 
ing of  office *29.22 


TOTAL  $392.19 

*This  figure  includes  the  following:  Printing  of 
cards  for  files,  lettering  on  office  door,  buzzer  sys- 
tem, addressing  envelopes  for  letter  to  members  of 
State  Society,  etc. 


RECOMMENDATIONS 

I would  recommend  the  continuation  of  the 
one  thousand  dollar  budget  as  allocated  by 
the  Council  in  January,  1938,  for  the  Speak- 
ers’ Bureau  during  1939. 

As  far  as  plans  for  the  work  of  the  Bureau 
are  concerned,  they  would  be  the  same  as  out- 
lined in  previous  communications  to  the 
Council.  Special  educational  campaigns  to 
the  layman  have  been  planned  for  this  year. 
The  plans  for  a lay  campaign  on  tuberculosis 
in  the  very  near  future  are  now  under  way. 

Respectfully  submitted, 

J.  D.  McCarthy,  M.  D., 
Chairman  of  Speakers’  Bureau. 


REPORT  OF  STATE  CANCER 
COMMITTEE,  1938 

During  the  past  year  the  activities  of  the 
Cancer  Committee  were  very  much  the  same 
as  in  the  year  previous. 

Dr.  George  W.  Covey,  resigned  from  the 
Committee  and  in  his  place  Dr.  A.  P.  Syn- 
horst  was  assigned. 

Some  prepared  material  was  loaned  to  vari- 
ous speakers  throughout  the  state  for  use  in 
cancer  meetings.  The  majority  of  cancer 
meetings  were  addressed  by  their  local  doc- 
tors and  but  very  few  assignments  were  nec- 
essary by  the  Educational  Committee.  This 
is  as  it  should  be;  the  local  man  should  ad- 
dress his  community  on  this  subject  when- 
ever it  is  possible  and  insofar  as  it  is  possible 
the  cancer  committee  is  anxious  to  help  in 
the  preparation  of  these  presentations.  As 
in  the  past  the  committee  has  cooperated 


with  the  American  Society  for  the  Control 
of  Cancer  and  with  the  State  Department  of 
Health  under  Dr.  Bartholomew  and  in  turn 
has  received  help  where  requested  from  these 
organizations. 

As  the  public  is  becoming  more  cancer  con- 
scious it  is  deemed  advisable  that  for  the 
coming  year  a pamphlet  be  printed  if  funds 
are  available  to  be  distributed  during  the 
coming  cancer  campaign  which  is  sponsored 
every  year,  in  the  spring,  by  the  American 
Society  for  the  Control  of  Cancer.  If  this  is 
not  possible  this  year,  it  is  surely  hoped  that 
by  next  year  such  a pamphlet  suitably  pre- 
pared for  public  consumption  will  be  avail- 
able. 

The  committee  wishes  to  express  apprecia- 
tion to  all  who  have  assisted  them  in  their 
work  during  the  past  year. 

James  F.  Kelly,  M D., 
Chairman  State  Cancer  Committee. 


M.  C.  H.  REPORT 

To  the  Council  of  the  Nebr.  State  Med.  Assn., 
Dr.  R.  B.  Adams,  Secretary, 

416  Federal  Securities  Bldg., 

Lincoln,  Nebr. 

Report  of  the  M.  C.  H.  Committee — Sub- 
committee of  the  Medical  and  Public  Health 
Education  Committee. 

The  Chairman  of  the  M.  C.  H.  Committee 
(Dr.  Sage)  was  appointed  to  serve  in  that 
role  until  Dec.  31,  1938.  My  best  wishes  to 
the  new  Chairman.  The  other  members  of  the 
Committee  were  appointed  to  serve  as  fol- 
lows: F.  D.  Ryder,  1940;  Clyde  Moore,  1941; 
E.  W.  Hancock,  1942 ; H.  S.  Morgan,  1943. 

The  former  Director  of  the  M.  C.  H.,  Dr. 
J.  Warren  Bell,  resigned  March  1,  1938.  Dr. 
E.  W.  Hancock  served  in  this  capacity  from 
March  through  June,  1938.  Dr.  R.  H.  Loder 
was  appointed  Director  of  M.  C.  H.  July  1, 
1938. 

Besides  the  refresher  courses  held 
throughout  the  state,  a special  post-graduate 
course  in  obstetrics  and  pediatrics  was  held 
at  the  two  medical  schools  in  Omaha  from 
July  11-23, 1938.  Twenty-five  physicians  at- 
tended and  the  course  seemed  to  be  well  re- 
ceived by  them. 

There  were  twelve  physicians  giving  obste- 
trical lectures  and  ten  physicians  giving  pedi- 
atric lectures  throughout  the  year.  They 
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made  a total  of  86  talks  in  seven  councilor 
districts  as  follows : 

Professional  Lay 

Dundy  County: 

Jan.  10,  Mar.  14,  May  9 3 

Third  District,  Feb.  1 to  Mar.  8 6 6 

Ninth  District,  Feb.  10  to  Mar.  17..  6 6 

Eighth  District,  Feb.  23  to  Mar.  16  6 6 

Sixth  District,  Apr.  11  to  May  23..  6 5 

Twelfth  District,  Sept.  8 to  Oct.  20  6 6 

Tenth  District,  Nov.  2 to  Dec.  7....  6 6 

Ninth  District,  Nov.  17  to  Dec.  15..  6 6 

45  41 

Arrangements  have  already  been  made  for 

a refresher  course  in  the  11th  councilor  dis- 
trict from  Jan.  5 to  Feb.  2,  and  the  3rd  coun- 
cilor district — 6 lectures  each  to  professional 
and  lay  audiences  from  Jan.  17  to  Feb.  21, 
1939,  and  another  similar  program  for  the 
8th  councilor  district  from  March  28,  1939, 
to  May  9,  1939.  There  are  therefore  36  lec- 
tures already  arranged  for  in  1939. 

Sincerely  yours, 

Earl  C.  Sage,  M.  D., 
Chairman  M.  C.  H.  Committee. 


STATEMENT  OF  SERUM  COMMITTEE 
Nebraska  State  Medical  Society 
April  1,  1937,  to  Jan.  1,  1939 


RECEIPTS 


State  

$1,000.00 

Women’s  Auxiliary 

250.00 

Donations  

10.00 

Sale  of  polio  serum 

1,220.00 

Sale  of  scarlet  fever  se- 
rum   

301.95 

Sale  of  measles  serum.... 

30.00 

DISBURSEMENTS 

Dr.  Rubnitz  

$1,032.00 

Dr.  Dolezal  

97.00 

Dr.  Hvland  

25.00 

Laboratory  equipment  .. 

61.41 

Donors  

628.00 

Deutsch  Serum  Centre 
serum  

100.00 

Deutsch  Serum  Centre 
processing  blood  

16.50 

Los  Angeles  Centre  se- 
rum   

166.36 

Printing  

14.50 

Report  results  polio  se- 
rum treatment 

25.00 

R.  R.  expense  San  Fran- 
cisco meeting  87.95 

Postage,  tel.  and  express  82.15 
Secretary  ($5  month)....  105.00 


$2,440.87 


Amount  on  hand  Jan.  1,  1939 $ 371.08 


SERUM  ACCOUNT 

Amount  polio  serum 12,400  cc. 

Amount  polio  serum  paid  for 4,880  cc. 

Amount  polio  serum  free 5,180  cc. 

Amount  polio  serum  on  hand  all 
depots  2,340  cc. 

Amount  scarlet  fever  serum. 2,080  cc. 

Amount  scarlet  fever  serum  paid 

for  1,088  cc. 

Amount  scarlet  fever  serum  free  ...  292  cc. 

Amount  scarlet  fever  serum  on  hand 

all  depots  700  cc. 

Amount  measles  serum 285  cc. 

Amount  measles  serum  paid  for. 60  cc. 

Amount  measles  serum  free 60  cc. 

Amount  measles  serum  on  hand  all 
depots  — 165  cc. 


Floyd  Clarke,  M.  D., 
Chairman  Convalescent  Serum  Com. 


REPORT  OF  TUBERCULOSIS 
COMMITTEE 

W.  P.  Wherry,  M.  D., 

1500  Med.  Arts  Bldg., 

Omaha,  Nebraska. 

Dear  Doctor  Wherry: 

As  you  know,  the  tuberculosis  activities  of 
the  association  have  been  carried  on  through 
the  State  Planning  Board,  with  the  advice 
and  under  the  direction  of  a joint  committee 
representing  all  the  agencies  concerned.  I 
expect  to  have  available  at  the  council  meet- 
ing the  report  of  the  Planning  Board  showing 
the  work  done  during  the  past  two  years.  If 
you  would  like  to  see  an  advance  copy  I will 
try  to  get  you  one,  although  it  is  not  quite 
completed  as  yet. 

The  Tuberculosis  Committee  has  no  other 
report  to  render,  being  content  to  rest  its 
case  on  this  program  which,  although  carried 
out  by  a non-medical  state  agency,  has  been 
under  close  medical  supervision  throughout. 
The  council,  of  course,  has  the  privilege  of 
approving  or  disapproving  the  program,  or 
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recommending  changes  in  policy  or  adminis- 
tration. 

If  you  wish  to  say  something  about  the 
Health  Department  funds  which  are  at  the 
disposal  of  the  Speakers’  Bureau,  the  present 
status  is  that  a state-wide  speaking  cam- 
paign is  being  planned  by  the  Speakers’  Bu- 
reau, the  State  president,  the  executive  sec- 
retary and  the  tuberculosis  committee.  This 
has  not  progressed  beyond  the  planning  stage 
as  yet. 

Sincerely, 

E.  W.  Hancock,  M.  D. 

(To  be  continued  in  May  issue) 


ANNOUNCEMENTS 


Make  plans  now  to  attend  the  annual  as- 
sembly of  the  Nebraska  State  Medical  Asso- 
ciation to  be  held  in  Grand  Island,  May  2,  3 
and  4. 

The  A.  M.  A.  will  meet  in  St.  Louis,  May 
15th  to  19th.  

THE  1939  CONVENTION  ISSUE 

This  issue  of  the  Journal  is  the  1939  con- 
vention issue  and  is  made  possible  by  the 
very  excellent  cooperation  of  many  of  the 
business  houses  of  Grand  Island.  We  hope 
that  our  members  will  look  through  this  is- 
sue very  carefully  and  note  the  advertise- 
ments of  these  business  houses  that  are  co- 
operating with  us  and  that  they  will  take  op- 
portunity, if  possible,  to  extend  their  appre- 
ciation to  these  business  men. 

May  I also  suggest  that  the  doctors’  wives 
be  given  an  opportunity  to  go  through  the 
advertising  pages  of  this  issue  of  the  Journal 
very  carefully  and  make  their  selection  of 
shopping  places  while  in  Grand  Island. 

The  business  men,  who  have  cooperated 
with  us  in  making  this  edition  possible,  are 
entitled  to  any  extra  courtesy  which  we  can 
extend  to  them. 


The  American  Association  of  Obstetri- 
cians, Gynecologists  and  Abdominal  Surgeons 
announces  that  the  annual  Foundation  Prize 
for  this  year  will  be  $100.00.  Those  eligible 
include  only  (1)  interns,  residents  or  gradu- 
ate students  in  Obstetrics,  Gynecology  and 
Abdominal  Surgery,  and  (2)  physicians  (M. 
D.  degree)  who  are  actually  practicing  or 
teaching  Obstetrics,  Gynecology  or  Abdom- 
inal Surgery. 

Competing  manuscripts  must  (1)  be  presented  in 
triplicate  under  a nom-de-plume  to  the  Secretary  of 


the  Association  before  June  1st,  (2)  be  limited  to 
5,000  words  and  such  illustrations  as  are  necessary 
for  a clear  exposition  of  the  thesis,  and  (3)  be  type- 
written (double-spaced)  on  one  side  of  the  sheets, 
with  ample  margins. 

The  successful  thesis  must  be  presented  at  the 
next  annual  (September)  meeting  of  the  Associa- 
tion, without  expense  to  the  Association  and  in  con- 
formity with  its  regulations. 

For  further  details,  address  Dr.  James  R.  Bloss, 
Secretary,  418  11th  Street,  Huntington,  W.  Va. 


Examinations — American  Board  of 
Obstetrics  and  Gynecology 

Application  for  admission  to  the  Group  A, 
May,  1939,  Board  examinations  must  be  on 
file  in  the  Secretary’s  Office  not  later  than 
March  15,  1939. 

The  general  oral,  clinical  and  pathological  exam- 
inations for  all  candidates,  Part  II  examinations  will 
be  held  as  follows:  Group  A,  Saturday  and  Sunday, 
May  13  and  14;  Group  B,  Monday  and  Tuesday,  May 
15  and  16,  immediately  prior  to  the  annual  meeting 
of  the  American  Medical  Association,  at  St.  Louis, 
Missouri.  Notice  of  time  and  place  of  these  exam- 
inations will  be  forwarded  to  all  candidates  well  in 
advance  of  the  examination  dates. 

Candidates  for  re-examination  in  Part  II  (Groups 
A and  B),  must  request  such  re-examination  by 
writing  the  Secretary’s  Office  before  March  15, 
1939.  Candidates  who  are  required  to  take  re-ex- 
aminations must  do  so  before  the  expiration  of  three 
years  from  the  date  of  their  first  examination. 

The  annual  dinner  meeting  of  the  Board,  to  w'hich 
all  Diplomates  and  candidates  are  invited,  as  well 
as  waves  and  others  interested  in  the  work  of  the 
Board,  will  be  held  on  Wednesday  evening,  May  17, 
following  the  close  of  the  examinations. 

Application  blanks  and  booklets  of  information 
may  be  obtained  from  Dr.  Paul  Titus,  Secretary, 
1015  Highland  Building,  Pittsburgh  (6),  Pennsyl- 
vania. 


The  next  basic  science  examination  will  be 
given  May  2,  3,  1939,  University  College  of 
Medicine,  Omaha,  Nebraska. 

The  next  medical  examination  will  be  giv- 
en June  8,  9,  1939,  University  College  of 
Medicine,  Omaha,  Nebraska. 

All  applications  must  be  on  file  in  this 
Bureau  at  least  15  days  prior  to  first  day  of 
examination. 

Bureau  of  Examining  Boards, 
Mrs.  Clark  Perkins,  Director. 


American  Board  of  Internal  Medicine,  Inc. 

Written  examinations  for  certification  by 
the  American  Board  of  Internal  Medicine 
will  be  held  in  various  sections  of  the  United 
States  on  the  third  Monday  in  October  and 
the  third  Monday  in  February. 
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Formal  application  must  be  received  by 
the  Secretary  before  August  20,  1939  for  the 
October  16,  1939  examination,  and  on  or  be- 
fore January  1 for  the  February  19,  1940 
examination. 

Application  forms  may  be  obtained  from 
Dr.  William  S.  Middleton,  Secretary-Treasur- 
er, 1301  University  Avenue,  Madison,  Wis- 
consin, U.  S.  A. 


WOMAN’S  AUXILIARY 

President — Mrs.  C.  W.  Pollard,  301  Happy  Hollow  Blvd., 
Omaha. 

Secretary — Mrs.  Herman  Johnson,  6211  Chicago  St.,  Omaha 
Treasurer — Mrs.  Elmer  Hansen,  2425  South  St.,  Lincoln 
Press  and  Publicity — Mrs.  C.  Fred  Ferciot,2738  Sewell  St., 
Lincoln. 


PROGRAM 
Tuesday,  May  2 

Registration  Headquarters,  Hotel  Stratton. 
Executive  Session  10:00  a.  m.,  Hotel  Strat- 
ton, Mrs.  C.  W.  Pollard,  Presiding. 

Informal  Luncheon  12:30  p.  m.,  Hotel 
Stratton. 

Tea  3:00  p.  m.,  Mrs.  A.  P.  Synhorst,  2121 
West  Louise. 

Wednesday,  May  3 

Annual  Business  Meeting  9:30  p.  m..  Hotel 
Stratton,  Mrs.  C.  W.  Pollard,  Presiding. 

Luncheon  and  Program  1 :00  p.  m.,  River- 
side Country  Club.  Tickets  $1.00  per  plate 
— available  at  Headquarters.  Early  reserva- 
tions will  be  appreciated. 

Banquet  6:30  p.  m.,  Hotel  Yancey,  Nebras- 
ka State  Medical  Association. 

Thursday,  May  4 

Executive  Session  10:00  a.  m.,  Hotel  Strat- 
ton, Mrs.  J.  E.  M.  Thomson,  Presiding. 

Dutch  Treat  Luncheon  12:00  m.,  Hotel 
Stratton. 

Transportation  provided  for  all  occasions 
at  Headquarters. 

General  Chairman,  Mrs.  Howard  Royer. 

Tea  Chairman,  Mrs.  J.  E.  Gelow. 

Wednesday  Luncheon  Chairman,  Mrs. 
Earle  Johnson. 

Transportation  Chairman,  Mrs.  B.  R.  Mc- 
Grath. 

Reception  and  Registration  Chairman, 
Mrs.  J.  G.  Woodin. 

Flowers,  Mrs.  W.  H.  Hombach. 

Executives — Mrs.  C.  W.  Pollard,  Mrs.  J.  E. 
M.  Thomson,  Mrs.  Herman  Johnson,  Mrs.  E. 
E.  Farnsworth,  Mrs.  J.  E.  Gelow. 


THE  SUMMER  ROUND-UP 

The  Nebraska  Congress  of  Parents  and 
Teachers  requested  the  Woman’s  Auxiliary 
to  the  Nebraska  State  Medical  Association  to 
appoint  one  of  the  Auxiliary  members  who 
was  also  a member  of  the  P.  T.  A.  to  serve 
as  State  Chairman  for  the  Summer  Round- 
Up. 

Quoted  from  the  Summer  Round-Up  lit- 
erature: “The  objectives  of  the  Summer 
Round-Up  are  to  arouse  the  interest  of  par- 
ents in  improving  the  health  of  children  en- 
tering school  for  the  first  time  and  to  bring 
about  continuous  medical  and  dental  super- 
vision of  children  of  all  ages,  including  those 
apparently  healthy. 

The  size  of  the  Summer  Round-Up  com- 
mittee varies  according  to  the  size  of  the 
local  unit.  It  is  considered  advisable  to 
have  a chairman  and  a vice-chairman.  Oth- 
er members  may  be  appointed  to  take  charge 
of  particular  details  of  the  work. 

An  official  medical  record  form  and  report 
blank  have  also  been  adopted  for  the  use  of 
local  Round-Up  committees. 

Plans  for  the  conduct  of  the  Summer 
Round-Up  should  be  worked  out  in  consulta- 
tion with  representatives  of  the  local  medi- 
cal, dental,  and  nursing  groups.  Every  ef- 
fort is  made  to  further  a closer  relationship 
between  parents  and  the  family  physician 
and  dentist.  Whenever  possible,  examina- 
tions and  treatment  at  the  office  of  the  fam- 
ily physician  and  dentist  are  encouraged. 
When  children  come  from  families  unable  to 
pay  for  these  services,  such  cases  may  be 
taken  care  of  through  the  proper  organized 
channels.” 

Detailed  information  and  suggestions  for 
the  organization  of  the  local  Summer  Round- 
Up  are  outlined  in  the  pamphlet,  “Summer 
Round-Up  of  the  Children,”  which  may  be  se- 
cured from  the  Summer  Round-Up  Chair- 
man. 

Trusting  that  this  effort  on  the  pail  of 
the  Auxiliary  to  further  the  work  of  Health 
Education  will  receive  the  cooperation  of  the 
doctors  throughout  the  state,  I am 

Sincerely, 

Mrs.  James  F.  Kelly, 

Chairman 

State  Summer  Round-Up. 
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(STATE)  DEPARTMENT  OF  HEALTH  Nebr.  s.  m.  jour. 

April,  1939 

(STATE)  DEPARTMENT  OF  HEALTH 

Lincoln,  Nebraska 

MORBIDITY  SUMMARY— PRINCIPAL  DISEASES 


1939 

Total 

1938 

Total 

1939 

Total 

1938 

Febr. 

Jan.  to  Date 

Febr. 

Jan.  to  Date 

Febr. 

Jan.  to  Date 

Febr. 

Jan.  to  Date 

Chicken-pox 

260 

179 

439 

215 

234 

449 

Smallpox 

19 

21 

40 

37 

5 

42 

Diphtheria 

15 

14 

29 

41 

8 

49 

Tuberculosis 

13 

13 

26 

15 

15 

30 

Influenza 

0 

1 

1 

23 

14 

37 

Typhoid  fever 

0 

6 

6 

1 

5 

6 

Measles 

237 

169 

406 

66 

16 

82 

Whooping  cough 

27 

18 

45 

39 

40 

79 

Meningitis,  C. 

S.__  2 

2 

4 

2 

3 

5 

Gonorrhea 

55 

68 

123 

86 

115 

201 

Poliomyelitis 

0 

3 

3 

1 

1 

2 

Syphilis 

75 

71 

146 

67 

104 

171 

Scarlet  fever  _ 

215 

150 

365 

274 

168 

442 

SPEAKERS’  BUREAU  NOTES 

The  following  addresses  have  been  arranged  through  the  Speakers’  Bureau  of  the  Educational  Com- 
mittee of  the  Nebraska  State  Medical  Association,  February  15th  to  March  15th,  1939. 

SCIENTIFIC  PROGRAMS 


Date  Place  Organization  Addressed  Speaker 

Feb.  20  Nebr.  City___Otoe  County  Dr.  L.  T.  Hall 

Medical  Society  Omaha 

Mar.  8 Columbus Platte  Loup  Valley  Dr.  E.  J.  Kirk 

Medical  Society  Omaha 


Title  of  Address 

“Recent  Advances  in  the  Treatment  of 
Pneumonia.” 

“The  Management  and  Diagnosis  of 
Bright’s  Disease.” 


LAY  PROGRAMS 


Mar.  13  Fremont Woman’s  Club  Dr.  Ralph  Luikart  “Better  Health  and  Better  Babies.” 

Omaha 


TUBERCULOSIS  CAMPAIGN 
March  1st  to  16th,  1939 


Date 

Place 

Speaker 

Date 

Place 

Speaker 

March 

1 

Syracuse 
Nebraska  City 

Dr.  J.  A.  Weinberg 
Omaha 

March 

3 

Burwell 

Ord 

Dr.  M.  M.  Sullivan 
Spalding 

March 

1 

Beatrice 

Dr.  John  Allen 
Omaha 

March 

3 

Indianola 

Dr.  C.  W.  Dewey 
Culbertson 

March 

1 

Bloomfield 

Hartington 

Dr.  R.  A.  Frary 
Stanton 

March 

3 

Sutherland 

Dr.  C.  A.  Selby 
North  Platte 

March 

1 

Harvard 
Clay  Center 

Dr.  M.  J.  Breuer 
Lincoln 

March 

3 

Morrill 

Mitchell 

Dr.  R.  D.  Sinclair 
Lyman 

March 

1 

Chadron 

Dr.  J.  S.  Broz 
Alliance 

March 

6 

Laurel 

Dr.  L.  L.  Thompson 
West  Point 

March 

1 

Grant 

Chappell 

Dr.  C.  W.  Dewey 
Culbertson 

March 

6 

Leigh 

Clarkson 

Dr.  E.  E.  Simmons 
Omaha 

March 

2 

Humboldt 
Falls  City 

Dr.  G.  W.  Ainlay 
Fairbury 

March 

6 

Stromsburg 

Aurora 

Dr.  G.  L.  Pinney 
Hastings 

March 

2 

Wausa 

Creighton 

Dr.  Lucien  Stark 
Norfolk 

March 

6 

Exeter 

Friend 

Dr.  P.  M.  Bancroft 
Lincoln 

March 

2 

Humphrey 

Madison 

Dr.  E.  E.  Koebbe 
Columbus 

March 

6 

Long  Pine 

Dr.  J.  P.  Brown 
O’Neill 

March 

2 

Lyons 

Tekamah 

Dr.  Max  Fleishman 
Omaha 

March 

6 

Arcadia 
Loup  City 

Dr.  D.  B.  Steenburg 
Aurora 

March 

2 

Gordon 

Dr.  C.  M.  Pierce 
Chadron 

March 

7 

Fremont 

Dr.  J.  F.  Gardiner 
Omaha 

March 

2 

Callaway 

Arnold 

Dr.  B.  W.  Pyle 
Gothenburg 

March 

7 

Ashland 

Wahoo 

Dr.  J.  C.  Sharpe 
Omaha 

March 

2 

Ansley 
Broken  Bow 

Dr.  L.  W.  Rork 
Hastings 

March 

7 

Milford 

Seward 

Dr.  Allan  Campbell 
Lincoln 

March 

2 

Wauneta 

Benkelman 

Dr.  J.  M.  Willis 
McCook 

March 

7 

Dorchester 

Milligan 

Dr.  G.  R.  Underwood 
Lincoln 

March 

2 

Big  Springs 
Ogallala 

Dr.  H.  A.  Blackstone 
Lewellen 

March 

7 

Atkinson 

O’Neill 

Dr.  K.  E.  Prescott 
Long  Pine 

March 

2 

Crawford 

Harrison 

Dr.  A.  L.  Cooper 
Scottsbluff 

March 

7 

Spalding 

Greeley 

Dr.  L.  J.  DeBacker 
Hastings 

March 

3 

Fairmont 

Sutton 

Dr.  A.  J.  Johnson 
Grand  Island 

March 

7 

Bayard 

Gering 

Dr.  R.  L.  Peterson 
Oshkosh 

March 

3 

Plainview 

Osmond 

Dr.  O.  W.  French 
O’Neill 

March 

8 

Papillion 

Valley 

Dr.  J.  H.  Murphy 
Omaha 
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Date 

Place 

Speaker 

March 

8 

Wakefield 

Randolph 

Dr.  M.  H.  Carrig 
Bloomfield 

March 

8 

Wayne 

Dr.  F.  L.  Dunn 
Omaha 

March 

8 

Schuyler 
David  City 

Dr.  E.  M.  Walsh 
Omaha 

March 

8 

Fairbury 

Dr.  E.  W.  Hancock 
Lincoln 

March 

8 

St.  Paul 
Grand  Island 

Dr.  P.  M.  Bancroft 
Lincoln 

March 

8 

Franklin 

Dr.  R.  P.  Best 
Holdrege 

March 

8 

Minden 

Hastings 

Dr.  L.  C.  Albertson 
Kearney 

March 

8 

Kimball 

Sidney 

Dr.  J.  A.  Phipps 
Scottsbluff 

March 

9 

Pender 
West  Point 

Dr.  J.  D.  Bisgard 
Omaha 

March 

9 

Emerson 

Ponca 

Dr.  Walter  Benthack 
Wayne 

March 

9 

Columbus 

Genoa 

Dr.  R.  E.  Harry 
York 

March 

9 

Byron 

Superior 

Dr.  F.  W.  Buckley 
Beatrice 

March 

9 

DeWitt 

Crete 

Dr.  M.  J.  Breuer 
Lincoln 

March 

9 

Gibbon 

Shelton 

Dr.  Theo.  Peterson 
Holdrege 

March 

9 

Scottsbluff 

Dr.  G.  F.  Johnston 
Alliance 

March 

9 

Bridgeport 

Alliance 

Dr.  P.  Q.  Baker 
Scottsbluff 

March  10 

Kearney 

Dr.  C.  Emerson 

Lincoln 


Date 

Place 

Speaker 

March  10 

Deshler 

Hebron 

Dr.  J.  C.  Waddell 
Beatrice 

March  13 

Pierce 

Stanton 

Dr.  H.  W.  Benson 
Oakland 

March  13 

Cedar  Rapids 
Fullerton 

Dr.  W.  M.  McGrath 
Grand  Island 

March  13 

Davenport 

Edgar 

Dr.  J.  R.  Leibee 
Beatrice 

March  13 

Gothenburg 

Dr.  L.  T.  Sidwell 
Kearney 

March  13 

Arapahoe 

Cambridge 

Dr.  W.  H.  Powell 
Minden 

March  14 

Tilden 

Dr.  J.  E.  Meyer 
Columbus 

March  14 

Newman  Grove 

Dr.  E.  E.  Koebbe 
Columbus 

March  14 

Clarks 
St.  Edward 

Dr.  L.  E.  Ragan 
David  City 

March  14 

Lexington 
(2  addresses) 

Dr.  C.  W.  Dewey 
Culbertson 

March  14 

Alma 

Holdrege 

Dr.  0.  A.  Kostal 
Hastings 

March  15 

Table  Rock 
Pawnee  City 

Dr.  F.  L.  Rogers 
Lincoln 

March  15 

Tecumseh 

Auburn 

Dr.  0.  V.  Calhoun 
Lincoln 

March  15 

Elgin 

Neligh 

Dr.  G.  B.  Salter 
Norfolk 

March  16 

Ainsworth 

Dr.  W.  J.  Douglas 
Atkinson 

March  16 

Beaver  City 
Oxford 

Dr.  W.  A.  Shreck 
Holdrege 

NEWS  AND  VIEWS 


Dr.  Palmer  Findley  has  a new  book  in 
press  to  be  released  April  13th.  The  title  is 
“Priests  of  Lucina,”  an  historical  sketch  of 
obstetrics.  The  publishers  are  Little  Brown 
& Company  of  Boston,  Massachusetts. 


Dr.  G.  Lee  Sandritter,  clinical  director  at 
the  Norfolk  State  Hospital,  has  been  giving 
a number  of  interesting  talks,  not  only  at 
Norfolk,  but  in  the  surrounding  territory. 
Dr.  Sandritter  gave  a talk  to  the  Women’s 
Professional  Division  of  the  WPA  at  their 
District  Convention  in  Norfolk  on  January 
19th,  on  the  subject  of  “Reasonable  Crea- 
tures.” On  February  2nd,  he  addressed  the 
Woman’s  Club  of  Neligh  on  the  subject  of 
“What  Is  Mental  Disease  ? What  Can  We  Do 
About  It?”  He  addressed  the  Physicians’ 
Forum  of  Des  Moines,  at  Des  Moines,  Iowa, 
on  February  20th,  on  the  subject  of  “What 
Can  the  State  Do  About  Mental  Illness  ?”  On 
February  27th,  he  addressed  the  Community 
Club  at  Niobrara,  on  the  subject  of  “The 
Significance  of  Poor  Adjustments.”  On 
April  5th  he  is  planning  to  address  the  Busi- 


ness and  Professional  Woman’s  Club  at  Madi- 
son. I might  add  that  the  doctor  has  made 
a number  of  talks  to  different  organizations 
in  Norfolk,  on  topics  pertaining  to  our  line 
of  work. 

Dr.  Charles  G.  Ingham,  a staff  physician, 
gave  a talk  to  the  Parent-Teachers  Associa- 
tion of  Norfolk  March  14,  on  the  subject  of 
“Mental  Adjustment.” 

Dr.  Ingham  had  charge  of  a Clinical  Patho- 
logical Conference  held  at  the  hospital  on 
February  13th.  This  was  the  second  con- 
ference of  this  kind  held  during  the  past 
few  months. 


A crippled  children  clinic  is  scheduled  for 
Hastings  the  7th  of  April. 


Lancaster  County  is  discussing  a perma- 
nent foundation  to  combat  infantile  paraly- 
sis, according  to  a recent  news  report.  Dr. 
G.  W.  Covey  is  a member  of  the  committee 
on  organization. 


A petition  to  the  Iowa  senate  by  Drake 
university  students  asks  legislation  requir- 
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ing  physical  examination  as  a pre-requisite 
to  a marriage  license. 

Members  of  the  Gage  County  Medical  So- 
ciety recently  outlined  a proposed  contract 
for  the  care  of  the  indigent.  Under  the 
terms  of  this  contract  the  society  would  be 
responsible  for  all  medical,  surgical  and  ob- 
stetrical care  in  return  for  a fee  to  be  agreed 
upon.  The  board  took  the  matter  under  ad- 
visement until  the  appointed  county  physi- 
cians could  be  heard.  Physicians  who  ap- 
peared before  the  board  were  Doctors  John 
Moritz,  W.  A.  Rush,  J.  C.  Waddell,  F.  W. 
Buckley,  A.  R.  Bryant  and  H.  R.  Brown,  all 
of  Beatrice,  and  Dr.  Francis  Elias,  Wymore. 


Dr.  Walter  Benthack  of  Wayne  has  been 
appointed  to  membership  on  the  state  nor- 
mal board. 


The  Methodist  Hospital  of  Omaha  is  the 
beneficiary  of  a bequest  of  $61,000.00  from 
the  estate  of  Dr.  W.  O.  Bridges  who  died 
about  a year  ago. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor,  220 
Medical  Arts  Bldg.,  Omaha. 


The  Lancaster  County  Medical  Society  met  in 
regular  session  on  February  21,  1939,  with  Presi- 
dent F.  L.  Rogers  in  the  chair.  Fifty  members  were 
in  attendance.  The  minutes  of  the  last  meeting 
were  dispensed  with  as  well  as  other  business. 

The  guest  speaker,  Dr.  T.  J.  Dry,  of  the  Mayo 
Clinic,  spoke  on  “The  Treatment  of  Cardiac  Emer- 
gencies.” He  dealt  with  congestive  heart  failures 
and  coronary  occlusion.  Congestive  heart  failure 
means  the  pump  can  no  longer  empty  itself  into  the 
circulation.  At  first  doctors  thought  only  of  stimu- 
lating the  heart,  but  have  found  the  use  of  narcotics 
and  sedatives  and  then  mental  rest,  are  of  great 
benefit.  It  may  be  necessary  to  limit  the  fluid  and 
salt  intake.  Much  can  be  accomplished  by  having 
the  patients  drink  the  smallest  amount  of  fluid  that 
will  satisfy  their  thirst.  Diuretics  are  very  satis- 
factory and  make  it  unnecessary  to  sweat  patients. 
Oxygen  may  be  given  either  by  tent  or  catheter  as 
a definite  aid.  Glucose  is  also  needed  for  the  heart. 
Certain  drugs  improve  the  state  of  the  myocardium: 
1.  Digitalis  still  comes  first.  2.  Salyrgan  is  valu- 
able with  edema,  the  benefit  being  gaged  from  the 
water  balance  or  weight  of  the  patient.  3.  Acid  pro- 
ducing salts  such  as  ammonium  chloride  and  cal- 
cium chloride.  Once  compensation  has  been  re- 
stored the  patient  must  be  kept  comfortable.  Acute 
coronary  occlusion  with  resultant  infarct  in  the 
heart  requires  six  weeks  of  rest.  Do  not  use  digi- 
talis. Before  dismissing  the  patient  advise  him  as 
to  the  amount  of  exercise  he  can  tolerate,  rest  after 
meals,  and  -regulation  of  weight  and  diet.  Dr.  Dry 
answered  several  questions  in  closing  his  very  inter- 


esting address,  the  above  being  only  a rough  outline 
of  his  discourse. 

Meeting  adjourned  9:15  p.  m. 


The  Lancaster  County  Medical  Society  held  a 
regular  meeting  on  March  7,  1939  with  fifty  mem- 
bers in  attendance.  President  F.  L.  Rogers  in  the 
chair.  The  minutes  of  the  last  meeting  were  read 
and  approved. 

Dr.  A.  D.  Munger  presented  the  first  paper  of 
the  evening,  “The  Rational  Use  of  Intravenous  So- 
lutions.” He  dealt  with  the  need  of  intravenous  so- 
lutions to  maintain  water  balance  and  combat  aci- 
dosis. Great  care  must  be  taken  not  to  use  too  much 
sodium  chloride  and  to  substitute  Ringer’s  solution 
or  sodium  lactate  when  indicated.  Dr.  F.  L.  Rogers, 
in  discussing  this  paper,  brought  out  the  need  of 
twelve  to  fourteen  quarts  of  fluid  given  intravenous- 
ly, in  some  cases  of  diabetic  coma. 

The  second  paper  “Trends  in  Professional  Edu- 
cation” was  presented  by  Dr.  R.  A.  Lyman.  Dis- 
cussion followed  by  Dr.  A.  D.  Munger. 

The  application  of  Dr.  Edward  R.  Miller  was  read, 
resulting  in  a unanimous  election  to  membership  in 
the  Society. 

Dr.  R.  H.  Whitham  moved,  and  the  motion  was 
seconded,  that  the  matter  of  a public  debate  on 
the  subject  of  State  Medicine  be  tabled.  Motion 
carried  by  a vote  of  15  to  12. 


Five  County  Medical  Meeting  was  held  at  Hotel 
Stratton  in  Wayne,  February  23,  1939.  The  pro- 
gram was  presented  by  Drs.  A.  Sachs  of  Omaha, 
who  spoke  on  “Modem  Treatment  of  Peptic  Ulcer,” 
and  Dr.  Warren  Thompson  on  “Granulopenia  Due 
to  Drug  Idosyncrasies.”  Forty-eight  doctors  and 
their  wives  attended  the  dinner  preceding  the  meet- 
ing. Dr.  Brush  of  Norfolk  was  re-elected  councillor 
for  the  district. 


The  Sixth  Councillor  District  met  at  David  City 
in  the  Perkins  Hotel,  March  13,  1939,  dinner  at 
6:30  p.  m.  The  scientific  program  consisted  of  two 
papers,  one  by  Dr.  R.  R.  Best  of  Omaha,  “Physio- 
logical Biliary  Flush  as  an  Aid  in  the  Medical  and 
Surgical  Management  of  Biliary  Tract  Disease,” 
and  one  by  Dr.  Lowell  Dunn  of  Omaha  on  “Pneu- 
monia.” 


TUBERCULOSIS  ABSTRACTS 


The  slogan  of  this  year’s  Early  Diagnosis  Cam- 
paign is  “Help  Find  Early  Tuberculosis.”  The  sub- 
slogan “8  out  of  10  who  come  to  the  sanatorium  are 
advanced  cases”  is  based  on  national  statistics 
which  show  that  only  about  20%  of  sanatorium  ad- 
missions are  classified  as  minimal  cases.  The 
classification  is  not  an  arbitrary  one  but  conforms 
with  standards  agreed  upon  by  eminent  tuberculosis 
specialists.  Every  practitioner  should  be  familiar 
with  the  terms  “Minimal,  moderately  advanced  and 
far  advanced.”  They  are  defined  in  “Diagnostic 
Standards — Tuberculosis  of  the  Lungs  and  Related 
Lymph  Nodes”  published  by  the  National  Tubercu- 
losis Association.  The  most  recent  edition,  1938, 
brings  the  standards  into  line  with  current  thought. 
The  three  stages  of  pulmonary  tuberculosis  are  de- 
fined as  follows: 
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EXTENT  OF  PULMONARY  LESIONS 
Minimal 

Slight  lesions  without  demonstrable  excavation 
confined  to  a small  part  of  one  or  both  lungs.  The 
total  extent  of  the  lesions,  regardless  of  distribu- 
tion, shall  not  exceed  the  equivalent  of  the  volume 
of  lung  tissue  which  lies  above  the  second  chondro- 
stemal  junction  and  the  spine  of  the  fourth  or  body 
of  the  fifth  thoracic  vertebra  on  one  side. 

Moderately  Advanced 

One  or  both  lungs  may  be  involved,  but  the  total 
extent  of  the  lesions  shall  not  exceed  the  following 
limits: 

a.  Slight  disseminated  lesions  which  may  extend 
through  not  more  than  the  volume  of  one  lung,  or 
the  equivalent  of  this  in  both  lungs. 

b.  Dense  and  confluent  lesions  which  may  extend 
through  not  more  than  the  equivalent  of  one-third 
the  volume  of  one  lung. 

c.  Any  gradation  within  the  above  limits. 

d.  Total  diameter  of  cavities,  if  present,  estimated 
not  to  exceed  4 cm. 

Far  Advanced 

Lesions  more  extensive  than  Moderately  Ad- 
vanced. 

SYMPTOMS 

None 

Slight — Constitutional  and  functional  symptoms, 
such  as  loss  of  weight,  ease  of  fatigue,  and  anorexia 
are  slight  and  not  rapidly  progressive.  Tempera- 


ture not  more  than  one-half  degree  above  normal  at 
any  time  during  the  twenty-four  hours.  Slight  or 
moderate  tachycardia.  Cough,  if  any,  is  not  hard 
or  continuous;  sputum,  if  any,  may  amount  to  one 
ounce  or  less  in  twenty-four  hours. 

Moderate — Symptoms  of  only  moderate  severity; 
fever,  if  any,  does  not  exceed  two  degrees.  No 
marked  impairment  of  function,  either  local  or  con- 
stitutional, such  as  marked  weakness,  dyspnea  and 
tachycardia.  Sputum  usually  does  not  exceed  three 
or  four  ounces  in  twenty-four  hours. 

Severe — Marked  impairment  of  function,  local  or 
constitutional.  Usually  there  are  profound  consti- 
tutional symptoms,  such  as  weakness  and  continuous 
or  recurrent  fever.  Cough  often  is  hard  and  dis- 
tressing and  the  sputum  may  be  copious. 

Single  copies  of  Diagnostic  Standards  may  be  obtained  free 
from  The  Nebraska  Tuberculosis  Association. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  Chas.  M.  Swab,  of  Omaha,  is  vacationing  in 
California. 

Dr.  A.  P.  Fitzsimmons  of  Tecumseh  is  recovering 
from  a recent  illness. 

Dr.  R.  D.  Sinclair,  who  has  been  practicing  at 
Kimball,  has  opened  an  office  at  Lyman. 

Dr.  A.  L.  Miller  of  Kimball  discussed  socialized 
medicine  recently  before  the  local  Kiwanis  club. 

Continued  on  page  160 


MAY  15  to  19 
1939 

To  augment  its  present  service  The  Missouri  Pacific  Lines  will  operate  special, 
through  air-conditioned  Pullman  sleepers  from  both  Lincoln  and  Omaha  on  overnight 
schedules. 


Lv.  Lincoln 
Lv.  Omaha 
Ar.  St.  Louis 
Lv.  St.  Louis 
Ar.  Omaha 
Ar.  Lincoln 


Mo.  Pac. 


Mo.  Pac. 


4:15  p.  m.  May  14th 
5:00  p.  m.  May  14th 
7 :10  a.  m.  May  15th 
5:15  p.  m.  May  19th 
6:58  a.  m.  May  20th 
7:30  a.  m.  May  20th 


Day  service  in  each  direction  is  also  available.  Equipment  is  of  the  all-steel  modern 
type,  completely  air-conditioned  — including  Pullmans,  parlor,  dining-lounge  and 
coaches.  Dining  Service  for  all  meals. 

MISSOURI  PACIFIC  LINES 

(THE  NEBRASKA  LINE  TO  ST.  LOUIS) 

For  reservations  and  information  call,  ’phone  or  write  . . . 

B.  L.  Clough,  G.  A.  J.  L.  Fisk,  G.  A.  P.  D. 

200  So.  13th  Street,  Lincoln,  Nebr.  1418  1st  Nat’l  Bank  Bldg.,  Omaha,  Nebr. 

B-3277  Jackson  4543 
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Continued  from  page  159 

Dr.  A.  D.  Cloyd  of  Omaha  who  has  been  vacation- 
ing in  Florida  is  now  on  a short  cruise  to  Havana. 

Dr.  C.  L.  Egbert  who  has  been  receiving  medical 
treatment  at  Rochester,  Minn.,  has  returned  to  his 
home  in  Hastings. 

Dr.  0.  F.  Lang  of  Falls  City,  spent  a few  days  in 
Chicago  recently  attending  a medical  meeting  at  the 
Cook  County  Hospital. 

Dr.  J.  D.  Bradley,  who  formerly  practiced  in  Iowa, 
has  purchased  the  Logan  Valley  hospital  and  the 
practice  of  Dr.  John  Buis,  at  Pender. 

Dr.  J.  M.  Neely  has  recently  resumed  his  duties 
at  Lincoln  General  Hospital,  Lincoln,  after  a year’s 
study  in  the  University  of  Michigan  Hospital  at  Ann 
Arbor,  Mich. 

Dr.  Gordon  Whiston,  of  Omaha,  a recent  graduate 
of  the  University  of  Nebraska  was  appointed  resi- 
dent in  orthopedic  surgery  in  the  Royal  Infirmary 
of  Manchester,  England.  The  doctor  is  also  enjoy- 
ing a traveling  research  fellowship  under  the  spon- 
sorship of  the  Nemours  Foundation. 


MARRIAGES 

Dr.  A.  C.  Johnson  of  Omaha  to  Mrs.  Lotus  Hulse- 
bus  of  Pasadena,  Calif.,  February  17th,  1939  at  Las 
Vegas,  Nev. 

Dr.  T.  Y.  Dorwart  to  Miss  Ellen  Vaughn,  both  of 
Lexington,  on  February  14th,  1939. 


BIRTHS 

Dr.  and  Mrs.  J.  Hewitt  Judd,  of  Omaha,  a daugh- 
ter on  March  12th. 


DEATHS 

Dr.  H.  L.  Vradenburg,  retired.  Born  in  1853,  died 
February  19,  1939.  Following  graduation  from  the 
Homeopathic  Medical  College  of  Missouri,  he  prac- 
ticed medicine  in  Minnesota.  A few  years  later  he 
completed  a post  graduate  course  at  Hahnemann 
Medical  College.  He  then  located  at  Sutton,  Ne- 
braska wThere  he  practiced  for  thirteen  years.  He 
wrent  to  York  in  1899  where  he  practiced  for  thirty- 
five  years.  Dr.  Vradenburg  retired  from  active 
practice  about  three  years  ago,  making  his  home  at 
the  Masonic  Home  in  Plattsmouth.  He  has  one 
brother  surviving. 

Dr.  Lee  B.  Van  Camp,  of  Omaha,  bom  1878,  died 
February  27,  1939,  of  pneumonia.  Graduated  from 
the  University  of  Nebraska  Medical  School  in  1898. 
He  served  as  county  physician  in  Douglas  County 
from  1901  until  1935.  He  was  a member  of  St. 
John’s  Masonic  lodge  and  the  Shrine.  Survivors  are 
a w'ife  and  daughter. 

BOOK  REVIEW 

A Manual  of  Roentgen  Diagnosis  by  Kenneth  S. 

Davis,  B.  S.,  M.  D.,  M.  S.,  (Radiologist), 

F.  A.  C.  R.,  F.  A.  C.  P. 

Los  Angeles,  California 
(Published  by  Cossitt  & Co.,  San  Francisco) 
Roentgenology,  the  axis  around  which  re- 
volves so  much  of  our  medical  activities  has 
become  more  and  more  complicated  in  its 


technical  aspects  as  well  as  important  in  its 
clinical  phases.  Its  growth  along  with  the 
other  advancing  branches  of  medicine  have 
made  the  problem  of  teaching  students  and 
writing  books  on  this  subject  a very  difficult 
one.  The  problem  is  what  to  teach  and  what 
to  write — not  too  little,  nor  too  much,  but 
of  the  right  kind.  As  a teacher  the  problem 
has  never  seemed  the  same  to  me  as  it  has 
to  my  students.  They  always  want  to  know 
how  to  make  the  radiograph.  This  to  me  has 
always  been  of  secondary  importance.  When 
and  of  what  to  make  the  radiograph  and 
how  to  interpret  it  when  you  have  it,  seems 
to  be  the  important  side  of  the  question. 
Technical  factors  and  procedures  change  rap- 
idly with  the  bewildering  changes  in  equip- 
ment while  the  fundamental  facts  concerning 
structures — normal  and  abnormal — demon- 
strable with  the  x-ray  change  little  or  not  at 
all,  as  time  goes  on  and  therefore  are  the 
things  which  the  student  should  be  taught. 

A recent  book  written  exactly  along  those 
lines  has  come  from  the  pen  of  a Nebraska 
boy,  Dr.  Kenneth  S.  Davis.  The  considera- 
tion of  the  technical  is  brief,  but  the  clinical 
problems  one  encounters  every  day  are  given 
radiographic  and  diagramatic  consideration 
from  an  interpretative  standpoint,  and  dis- 
cussion from  a clinical  standpoint.  It  is  an 
excellent  treatise — just  the  thing  a man  do- 
ing general  work,  who  has  had  little  x-ray 
training  needs  to  assist  him  in  the  interpre- 
tation of  films.  It  contains  neither  too  much 
nor  too  little  for  the  student  who  faces  the 
task  of  carrying  heavy  courses  in  ten  or  fif- 
teen special  branches  of  medicine  as  he  goes 
through  a short  four-year  course  in  college — 
only  two  years  of  which  are  clinical.  The 
book  shows  a knowledge  of  what  one  needs 
in  everyday  practice  to  gain  the  greatest  ad- 
vantage from  the  use  of  diagnostic  roentgen- 
ology and  is  recommended  for  that  reason. 
The  price  is  less  than  five  dollars  which  is 
also  commendable.  Incidentally  the  book  is 
dedicated  to  his  father,  Dr.  Homer  Davis, 
a gentleman  and  physician,  President  of  our 
State  Medical  Association,  who  needs  no  in- 
troduction to  the  readers  of  this  Journal. 

J.  F.  K. 


After  any  acute  episode  in  heart  disease, 
even  when  a routine  of  treatment  has  been 
established,  rest  over  a long  period  of  time 
with  careful  medical  observation  is  required, 
and  the  individual  is  rehabilitated  slowly. — 
Hygeia. 
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PROGRAM 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 

Grand  Island — In  the  Hotel  Yancey 


Tuesday,  May  2,  1939 

Tuesday  Morning 

Presiding— Dr.  J.  E.  M.  Thomson,  Lincoln 

Fracture  Symposium 

9:00  “The  Reduction  of  Colles  Fracture 
and  the  Importance  of  the  After  Care.” 
— Dr.  H.  R.  Miner,  Falls,  City,  Nebr. 

9:30  “Fractures  of  the  Hip — A Plea  for 
Internal  Fixation.” 

(With  colored  motion  pictures) 

— Dr.  Arch  F.  O’Donoghue,  Sioux  City,  la. 

10:00  “The  Treatment  of  Compound  Frac- 
tures.” 

— Dr.  J.  Albert  Key,  St.  Louis,  Missouri. 

10:30  “Miscellaneous  Use  of  Metal  Fixation 
in  Bone  Surgery.” 

— Dr.  Oscar  L.  Miller,  Charlotte,  N.  C. 

11 :00  “The  Element  of  Time  in  Bone  Re- 
pair.” 

— Dr.  Robert  D.  Schrock,  Omaha,  Nebr. 

Tuesday  Afternoon 

1:50  Presidential  Address. 

— Dr.  Homer  Davis,  Genoa,  Nebr. 

2:00  Installation  of  President. 

— Dr.  A.  L.  Miller,  Kimball,  Nebr. 

2:30  Address — Program  Committee. 

— Dr.  Morris  Nielsen,  Blair,  Nebr. 

2:50  Presentation  of  Oliver  Wendell 
Holmes  Cup. 

— Dr.  Lloyd  O.  Hoffman,  Omaha,  Nebr. 


3:00  “Bee  Venom  in  the  Treatment  of 
Arthritis  and  Neuritis.” 

— Dr.  George  W.  Ainlay,  Fairbury,  Nebr. 

3:30  “Practical  Suggestions  in  the  Treat- 
ment of  Diabetes  Mellitus.” 

— Dr.  E.  H.  Ryneaison,  Rochester,  Minn. 

4:00  “The  Psychoneuroses  in  the  General 
Practice  of  Medicine.” 

— Dr.  Franklin  G.  Ebaugh,  Denver,  Colo. 

Tuesday  Evening 

Presiding — Dr.  A.  L.  Miller,  Kimball 

7 :00  Dinner  in  Gold  Room,  Hotel  Yancey. 
Invited  Guests: 

Drs.  J.  Albert  Key,  St.  Louis;  Oscar  L.  Miller, 
Charlotte,  North  Carolina;  Arch  F.  O’Dono- 
ghue, Sioux  City,  Iowa,  and  Dr.  E.  H.  Rynear- 
son,  Rochester,  Minn. 

Immediately  following  dinner: 

“A  State  Program  for  Mental 
Health.” 

— Dr.  Franklin  G.  Ebaugh,  Denver,  Colo. 

“Medical  Problems  of  the  Day.” 

— Dr.  Rock  Sleyster,  Wauwatosa,  Wis. 
President-Elect  of  the  A.  M.  A. 

Wednesday,  May  3,  1939 
Wednesday  Morning 

Presiding — Dr.  George  E.  Charlton,  Norfolk 

9:00  “Present  Day  Trends  in  Anesthesia.” 
— Dr.  S.  IX  Miller,  Lincoln,  Nebr. 
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9:30  “Rheumatic  Fever  as  Encountered  in 
the  State  of  Nebraska.” 

— Dr.  C.  Edward  Thompson,  Omaha. 

10:00  “Inter-Professional  Relations.” 

— Mr.  W.  E.  Clayton,  Grand  Island,  Nebr. 
Ex-President  of  Nebraska  Pharma- 
ceutical Assn. 

10:30  “An  Analysis  of  Approximately  One 
Hundred  and  Fifty  Cases  of  Arthritis.” 
— Dr.  Herman  F.  Johnson,  Omaha,  Nebr. 

11:00  “A  Revaluation  of  Our  Knowledge 
of  Intracranial  Hemorrhage  in  the  New- 
born.” 

— Dr.  Herman  M.  Jahr,  Omaha,  Nebr. 

11:30  “Breech  Delivery.” 

- — Dr.  Elmer  M.  Hansen,  Lincoln,  Nebr. 

Luncheon — 12:00  Noon 

Presiding — Dr.  E.  G.  Johnson,  Grand  Island 

Immediately  following  luncheon: 

“The  Itching  Rectum.” 

— Dr.  J.  K.  Anderson,  Minneapolis,  Minn. 

“Early  Prostatism.” 

— Dr.  Grayson  Carroll,  St.  Louis,  Mo. 

Wednesday  Afternoon 

Presiding — Dr.  D.  D.  King,  York 

2:00  “What  Can  We  Do  to  Solve  the  Prob- 
lem of  Mental  Illness  in  Nebraska?” 

— Dr.  G.  L.  Sandritter,  Norfolk,  Nebr. 

2:30  “The  Urologist  Turns  to  Medicine.” 

— Dr.  Grayson  Carroll,  St.  Louis,  Mo. 

3:00  “Skin  Diseases  Commonly  Encoun- 
tered During  the  Summer.” 

— Dr.  O.  J.  Cameron,  Omaha,  Nebr. 

3:30  “The  Office  Treatment  of  Rectal  and 
Anal  Diseases.” 

— Dr:  J.  K.  Anderson,  Minneapolis,  Minn. 

4:00  (The  assembly  room  will  be  cleared 
at  4:00  o’clock  to  permit  set-up  for  ban- 
quet.) 

Wednesday  Evening 

Presiding — Dr.  J.  G.  Woodin,  Grand  Island 
President,  Hall  County  Medical  Society 

7:00  Banquet — Gold  Room,  Hotel  Yancey. 
(Entertainment  Committee  in  Charge) 


Thursday,  May  4,  1939 

Thursday  Morning 

Presiding— Dr.  B.  R.  McGrath,  Grand  Island 

9:00  “Crushing  Injuries  of  the  Chest.” 

— Dr.  Fritz  Teal,  Lincoln,  Nebr. 

9:30  “Deep  Abscesses  of  the  Head  and 
Neck.” 

— Dr.  Manuel  Grodinsky,  Omaha,  Nebr. 

10:00  “Present  Day  Treatment  of  Pneu- 
monia.” 

— Dr.  Edmond  M.  Walsh,  Omaha,  Nebr. 

10:30  Moving  Picture  in  sound — ‘Techni- 
cal Aspects  of  Intravenous  Serum  Treat- 
ment of  Pneumonia.” 

Courtesy  of  the  Metropolitan  Life  In- 
surance Company  of  New  York. 

11:00  “Cardiospasm.  Demonstration  of 
Method  of  Treatment.” 

— Dr.  W.  M.  McGrath,  Grand  Island. 

11:30  “Nasal  Allergy.” 

— Dr.  French  K.  Hansel,  St.  Louis,  Mo. 

Luncheon — 12:00  Noon 

Presiding — Dr.  Juul  C.  Nielsen,  Hastings 

Immediately  following  luncheon: 

“Glandular  Preparations — Uses  and 
Abuses.” 

— Dr.  Robert  L.  Schaefer,  Detroit,  Mich. 

“Recent  Advances  in  the  Diagnosis 
and  Treatment  of  Nasal  and  Sinus  D's- 
eases.” 

— Dr.  French  K.  Hansel,  St.  Louis,  Mo. 

Thursday  Afternoon 

Presiding — Dr.  James  W.  Woodard,  Aurora 

Endocrine  Symposium 

2:00  “The  Physiology  and  Therapy  of  the 
Menopause.” 

— Dr.  C.  S.  Moran,  Omaha,  Nebr. 

2:30  “The  Clinical  Recognition  and  Treat- 
ment of  Thyroid  Deficiency  States  and 
Other  Disorders  of  Hypometabolism.” 

— Dr.  John  F.  Gardiner,  Omaha,  Nebr. 

3:00  “Diagnosis  and  Treatment  of  Sexual 
Immaturity.” 

— Dr.  Robert  L.  Schaefer,  Detroit,  Mich. 

3:30  “Consideration  of  Our  Present 
Knowledge  of  Male  Sex  Hormone  Thera- 
py.” 

— Dr.  A.  D.  Munger,  Lincoln,  Nebr. 


Good  Papers  Gone  Wrong 

MILES  J.  BREUER,  M.  D. 
Lincoln. 


Many  a medical  article  which  would  other- 
wise be  valuable,  completely  fails  to  reach  its 
intended  audience,  because  of  deficiencies  in 
technic  of  public  presentation.  We  have 
seen  these  faults,  both  in  the  men  who  read 
papers  or  present  addresses,  and  in  those  who 
discuss  them  or  make  speeches  apropos  of 
business  matters  on  the  floor.  We  have  seen 
them  not  only  in  the  man  who  is  young  or 
far  from  the  centers  of  opportunity,  but 
among  some  of  the  most  prominent  medical 
speakers.  I once  drove  a thousand  miles  to 
hear  a famous  speaker  and  when  the  time 
came  he  spoke  so  incoherently  and  faintly 
that  I got  nothing  except  what  later  came 
out  in  the  medical  journal. 

Speakers  mumbling  down  into  their  vests 
with  their  necks  bent  forward,  or  standing 
in  a sloppy  attitude,  will  spoil  the  finest  med- 
ical paper  that  was  ever  written.  Talking  too 
long  or  not  having  the  talk  properly  organ- 
ized; talking  too  technically  for  the  particu- 
lar audience,  will  result  in  the  failure  of  the 
audience  to  catch  the  significance  of  a very 
fine  piece  of  work  or  statistical  observation. 
Trying  to  compel  an  audience  to  keep  statis- 
tics in  mind  as  the  speaker  reads  them  off  of 
paper,  or  wandering  off  the  subject  is  dead- 
ening; the  reason  people  do  not  walk  out  is 
because  they  are  too  paralyzed  to  do  so. 
Walking  nervously  around,  indulging  in  some 
mannerism  like  scratching  the  face  or  tap- 
ping the  foot ; not  looking  the  audience  exact- 
ly in  the  eye,  will  turn  three-fourths  of  a 
medical  meeting  from  a pleasure  into  a chore 
for  the  listeners. 

It  is  quite  as  necessary  for  the  medical 
man  to  learn  the  art  of  public  address  as  it 
is  for  an  attorney  or  a legislator.  A medical 
man  has  quite  as  much  public  speaking  to  do 
as  any  one  in  the  community.  If  he  does  it 
well  he  fulfills  his  purpose;  if  he  does  it  poor- 
ly he  does  worse  than  nothing;  he  creates  a 
bad  impression  of  himself.  In  fact  it  would 
be  quite  possible  to  set  up  statements  quite 
the  converse  of  those  in  the  preceeding  para- 
graph, all  to  the  effect  that  a well  presented 
paper  gives  the  audience  a great  deal  of 
pleasure  and  profit  even  though  there  is 
nothing  startling  in  its  actual  intrinsic  con- 
tents. How  many  times  have  we  heard  and 
enjoyed  a paper  thoroughly  because  of  the 


personality  of  the  speaker,  and  been  disap- 
pointed upon  reading  it  in  print  to  find  that 
there  was  not  much  of  anything  interesting 
in  it. 

The  following  suggestions  are  offered  for 
making  the  necessary  good  impression  in  de- 
livering medical  material  orally  to  an  audi- 
ence. They  have  been  gleaned  from  actual 
experience  and  from  contact  with  qualified 
teachers  in  the  subject. 

For  experienced  speakers  and  quick  think- 
ers it  is  better  not  to  read  the  paper  off  the 
typewritten  sheet  but  to  talk  naturally  from 
notes.  The  notes  are  strictly  necessary  in 
order  to  keep  the  talk  within  the  limits  of 
time  as  well  as  off  its  own  organization. 
Never  read  large  quantities  of  statistics.  If 
these  are  nece3sary  have  a chart  or  lantern 
slide.  Even  then  they  frequently  fail  and 
should  be  kept  as  far  as  possible  out  of  a ver- 
bal presentation  and  limited  to  printed  mate- 
rial since  they  require  solitary  study. 

Stand  straight,  stand  still,  stand  on  both 
feet.  Do  not  move  unless  there  is  an  actual 
purpose  in  the  movement.  Please  distinguish 
the  preceding  from  stiffness.  The  attitude 
suggested  is  that  of  maximum  stability;  in 
that  attitude  it  is  easiest  to  stand  longest 
without  making  the  audience  nervous. 

Use  a low-pitched  diaphragm  voice  which 
will  carry  well.  Talk  with  the  mouth  wide 
open  and  use  the  muscles  of  the  face.  Words 
through  closed  lips  sound  as  though  Charlie 
McCarthy  were  still  locked  in  his  trunk. 
Words  spoken  with  the  face  held  as  though 
it  were  a mask  of  cement  will  not  carry. 
Adapt  the  volume  of  the  sound  to  the  size 
and  distance  of  the  audience  and  the  presence 
or  absence  of  electrical  aids  to  the  voice.  You 
can  tell  very  easily  by  watching  the  audience 
whether  or  not  they  hear  you. 

Look  the  audience  in  the  eye.  Look  one 
person  in  the  eye  and  then  another.  Make 
everybody  in  the  entire  audience  feel  that 
you  are  talking  particularly  and  individually 
to  him  alone.  Never  let  your  eyes  wander 
away  from  the  audience. 

You  ought  to  be  tired  after  making  a 
speech.  That  means  put  energy  into  it.  An 
impassive  lackadaisical,  monotonous  droning- 
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along  for  ten,  twenty,  or  thirty  minutes  will 
petrify  an  audience  even  more  effectively 
than  poison  gas.  It  is  hard  work  getting 
thoughts  across  to  the  audience.  Unless  you 
actually  put  this  work  into  it  you  have  not 
gotten  your  ideas  across. 

Watch  the  audience  all  of  the  time.  Only 
a little  experience  will  enable  you  to  tell 
whether  or  not  your  points  are  getting  home, 
and  which  way  to  vary  what  you  are  trying 


to  do.  A little  more  experience  will  enable 
you  to  play  with  your  audience  and  work  on 
their  emotions  much  as  you  would  play  on 
the  piano  or  organ.  This  is  of  course  more 
extensively  true  of  emotional  types  of  speak- 
ing, but  it  does  not  necessarily  exclude  medi- 
cal speaking. 

It  would  do  no  harm  if  some  definite  at- 
tention was  paid  to  this  problem  in  our  or- 
ganized medical  bodies. 


The  Roentgen  Treatment  of  Acute  Peritonitis 
and  Infections  With  Mobile  X-Ray  Apparatus* 

JAMES  F.  KELLY,  M.  D.,  F.  A.  C.  R.  and 
D.  ARNOLD  DOWELL,  B.  S.,  M.  D. 

From  the  Department  of  Radiology,  Creighton  University 
School  of  Medicine 
Omaha. 


In  1928,  under  pressure  of  necessity,  a case 
of  gas  gangrene  was  treated  with  the  diag- 
nostic mobile  x-ray  unit  and  recovered.  The 
mobile  unit  was  the  ordinary  unit  designed 
for  mobile  diagnostic  work  in  general  hos- 
pitals and  rated  below  90  kilovolts. 

In  the  first  report (1)  on  the  treatment  of 
gas  gangrene  with  the  mobile  unit  two  cases 
out  of  eight  died.  Both  of  those  dying  had 
trunk  involvement.  In  the  six  who  recovered 
the  infection  was  entirely  or  to  a great  ex- 
tent limited  to  the  extremities.  From  the 
outcome  of  these  cases  it  was  thought  that 
probably  the  mobile  unit  did  not  have  suffi- 
cient kilovoltage  to  obtain  the  necessary 
depth  dose  to  effect  a cure  in  the  trunk  cases. 

This  lead  to  a recommendation  for  the  use 
of  higher  voltages  in  treating  deep  seated  or 
trunk  infections.  Since  the  maximum  kilo- 
voltage  obtainable  from  the  mobile  unit  had 
been  used  in  treating  the  two  cases  which 
died  it  was  apparent  that  in  the  future  cases 
with  trunk  involvement  must  be  moved  to 
the  x-ray  department  if  they  were  to  be 
treated  successfully  or  some  apparatus  pro- 
ducing a higher  kilovoltage  must  be  designed 
to  treat  at  the  bedside. 

Since  no  bedside  apparatus  was  available 
we  started  to  move  these  patients  to  the 
x-ray  department.  This  was  done  on  a few 
occasions  and  as  these  patients  recovered 
promptly  we  felt  we  were  well  rewarded  for 
our  efforts.  In  fact  we  were  so  impressed 

^Presented  before  The  American  Medical  Association,  Sec- 
tion on  Radiology,  San  Francisco,  California,  June,  1938. 


with  the  results  that  we  decided  to  treat 
other  infections  in  the  trunk. 

Peritonitis  following  acute  appendicitis 
and  other  intra-abdominal  infections  is  rela- 
tively common  and  was  selected  for  a trial. 
The  immediate  difficulty  encountered  was 
obtaining  permission  of  the  clinician  to  move 
the  patient  with  peritonitis  to  the  x-ray  de- 
partment and  we  fully  agreed  with  the  clini- 
cian that  the  dangers  involved  in  moving  the 
patient  seemed  out  of  proportion  to  the 
chances  of  improving  the  patient’s  condition. 
The  whole  thing  then  resolved  itself  into  pro- 
viding some  means  of  treating  the  patient 
with  peritonitis  without  disturbing  him  in 
any  way  and  as  no  equipment  was  commer- 
cially available  for  this  purpose  we  felt  that 
it  was  our  duty  to  devise  some  means  of 
providing  x-ray  treatment  at  the  bedside  for 
those  who  were  too  sick  to  be  moved. 

In  a short  tour  of  the  local  x-ray  dealers 
basements,  we  were  able  to  select  from  the 
stock  of  obsolete  and  discarded  x-ray  equip- 
ment a suitable  transformer  which  was 
mounted  upon  a wooden  base  carrying  a tube 
stand.  We  found  two  such  units  and  built 
two  mobile  units ; they  have  served  our  pur- 
pose very  well.  They  are  not,  we  hope,  the 
last  word  in  this  type  of  equipment  as  we 
appreciate  some  deficiencies  in  this  assem- 
bly, but  we  look  for  a real  piece  of  apparatus 
to  be  developed  in  the  near  future  for  this 
type  of  work  as  we  are  certain  that  the  re- 
sults will  warrant  its  production.* 

♦Since  this  paper  was  presented  at  the  A.  M.  A.  meeting  in 
June,  1938,  at  San  Francisco,  some  of  the  x-ray  manufacturers 
in  this  country  have  built  equipment  especially  designed  for  this 
type  of  work. 
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The  first  two  cases  of  peritonitis  treated 
were  cases  the  surgeon  was  not  anxious  to 
lose.  In  both  of  these  cases  improvement 
started  promptly  with  the  beginning  of  the 
use  of  the  x-ray  and  in  each  instance  the 
surgeon  expressed  his  appreciation  of  the 
value  of  the  x-ray  in  treating  his  patient.  If 
you  wish  to  make  some  good  friends  among 
your  surgical  colleagues  get  equipped  to  as- 
sist them  in  their  battle  to  save  the  lives  of 
their  patients  who  come  in  with  bursted  ap- 
pendices and  general  peritonitis  or  who  for 
some  unknown  reason  develop  peritonitis 
post-operatively,  sometimes  to  the  surgeons 
surprise  and  embarrassment. 


In  presenting  this  brief  paper  it  would  be 
foolish  to  attempt  to  evaluate  the  exact  posi- 
tion of  the  x-ray  in  this  work.  We  all  realize 
that  many  cases  of  peritonitis  and  infections 
elsewhere  recover  very  suddenly  after  the 
battle  appears  lost  to  the  patient.  Why  such 
sudden  changes  take  place  is  frequently  not 
understood  by  the  clinician  and  such  may 
have  been  the  situation  in  the  two  cases  of 
peritonitis  mentioned  above.  It  is  possible 
that  the  x-ray  had  nothing  to  do  with  either 
recovery  and  that  it  was  merely  a coincidence 
that  x-ray  was  started  as  the  patient  began 
to  recover.  However,  the  point  I am  trying 
to  make  is  that  peritonitis  is  a disease  or  a 
complication  which  may  take  a sudden  turn 
for  better  or  for  worse  and  nothing  will  ever 
be  proven  in  a short  series  of  cases  concern- 
ing the  specific  curative  effect  of  any  single 
measure  when  many  remedies  are  being  used 
on  every  case.  Let  it  be  understood  there- 
fore that  we  are  not  attempting  to  prove 
anything  in  this  presentation.  We  are  mere- 
ly relating  some  experiences  in  the  treatment 
of  nineteen  cases  of  peritonitis  and  some 
other  acute  infectious  diseases  and  complica- 
tions at  the  bedside  with  a mobile  x-ray 
therapy  unit.  We  believe  that  it  has  been  of 
definite  benefit  and  recommend  that  the 
method  be  used  by  others,  but  we  are  not  in- 
terested in  attempting  to  prove  it  because  of 
the  wide  variation  in  the  clinical  picture  in 
any  series  of  cases  of  peritonitis.  The  criti- 
cism which  might  be  advanced  against  this 
report  relative  to  the  small  number  of  cases 
treated  can  be  answered  by  referring  the 
critic  to  the  results  obtained  in  the  treat- 
ment of  inflammatory  lesions  in  the  regular 
x-ray  department  with  the  stationary  type  of 
apparatus  for  the  past  quarter  of  a century. 


There  can  no  longer  be  any  doubt  as  to  the 
efficacy  of  the  method  and  the  late  Dr.  Willis 


Manges  pointed  out  “The  effect  of  the  x- 
ray  in  treating  gas  gangrene,  which  had  re- 
sisted other  direct  methods  of  therapy,  was 
so  nearly  specific  that  it  established  the 
x-ray  indisputably  as  of  value  in  the  treat- 
ment of  infectious  processes.  All  other  in- 
fections heretofore  treated  with  x-ray  were 
self-limited  or  responded  to  other  measures — 
not  so  with  gas  gangrene.” 

In  our  opinion  the  results  obtained  in  gas 
gangrene  are  not  any  more  spectacular  than 
those  obtained  in  surgical  mumps  and  many 
of  the  mixed  infections  met  with  in  every- 
day clinical  practice.  One  can  only  judge  the 
efficiency  of  any  method  of  therapy  through 
bedside  observation  on  the  individual  case. 
Naturally  there  will  be  a variation  in  the  out- 
come for  statistical  purposes  and  statistics 
are  too  vulnerable  and  too  open  to  manipula- 
tion to  be  very  impressive  to  the  average 
clinician  who  believes  for  the  most  part  only 
what  he  sees.  Our  advice  to  all  who  wish  to 
help  the  patient  who  has  a localized  infec- 
tious process  and  is  too  sick  to  be  moved  to 
the  x-ray  department  for  treatment  is  that 
he  should  receive  treatment  with  a mobile 
x-ray  unit  capable  of  produce  a satisfac- 
tory depth  dose  and  let  the  clinician  be  the 
judge. 

The  following  table  shows  a list  of  cases 
which  we  have  recently  treated  at  the  bed- 
side. This  table  does  not  include  all  cases 
treated  at  the  bedside  during  the  last  ten 
years,  but  is  used  to  show  the  type  of  case 
in  which  mobile  therapy  is  indicated. 


DIAGNOSIS 

Cases 

Treated 

Living 

Dead  Mortality 

Peritonitis 

19 

14 

5 

26 

Streptococcic  cellulitis 

14 

14 

0 

0 

Surgical  mumps 

14 

13 

1 

7.1 

Furunculosis 

2 

2 

0 

0 

Erysipelas 

2 

2 

0 

0 

Mastoiditis 

3 

3 

0 

0 

Ludwig’s  angina 

3 

3 

0 

0 

Gas  Gangrene 

12 

11 

1 

8.33 

Phlebitis 

1 

1 

0 

0 

Prophylaxis 

7 

7 

0 

0 

Pneumonia-lobar 

3 

3 

0 

0 

Bacteremia 

1 

0 

1 

100 

81 

73 

8 

9.87% 

PERITONITIS 

Peritonitis  following  acute  appendicitis 
and  other  intra-abdominal  infections  has  re- 
sponded immediately  on  many  occasions.  In 
a few  instances  it  was  necessary  to  treat  the 
chest  for  secondary  involvement  in  the  cases 
of  peritonitis  and  the  response  when  treating 
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over  the  lungs  and  pleura  or  the  sub-phrenic 
area  was  prompt  and  decisive. 

Two  cases  dying  in  the  peritonitis  group 
had  complete  obstructions  at  post  mortem. 
The  x-ray  will  not  free  adhesions.  Another 
case  in  this  same  group  had  a large  amount 
of  free  pus  in  the  abdomen,  the  only  drainage 
instituted  was  a small  tube  in  the  cul  de  sac. 
One  must  have  adequate  drainage  from  all 
pus  containing  cavities.  One  must  be  alert 
to  the  requirements  of  each  individual  case. 
Some  of  the  acute  appendicitis  cases  received 
pre  and  post  operative  treatment  and  recov- 
ered promptly. 

No  harm  came  to  patients  who  had  pre- 
operative treatment  or  post-operative  treat- 
ment immediately  after  appendectomies.  We 
are  inclined  to  believe  that  the  small  doses 
we  use  have  no  injurious  effects  and  do  not 
interfere  with  the  healing  of  the  incision. 

PNEUMONIA 

We  have  had  opportunity  to  treat  only  a 
few  cases  of  pneumonia,  but  we  are  convinced 
by  the  prompt  response  in  our  cases  that 
Powell’s(2)  work  on  the  x-ray  treatment  of 
this  highly  fatal  disease  is  going  to  revolu- 
tionize its  treatment.  A mobile  therapy  unit 
with  adequate  kilovoltage  seems  essential  in 
this  work. 

POST  TRAUMATIC  PROPHYLAXIS 

Some  severe  injuries  with  contaminated 
wounds  were  treated  on  admission  to  the  hos- 
pital and  failed  to  develop  any  infection. 
Some  were  compound  fractures  which  united 
promptly  without  the  development  of  gas 
gangrene  or  even  the  usual  osteomyelitis. 
The  outstanding  result  with  our  experiment- 
al work  with  animals  with  gas  forming  or- 
ganisms was  that  we  can  definitely  prevent 
the  development  of  gas  gangrene  if  the  ani- 
mal is  treated  immediately  after  the  intro- 
duction of  organisms.  This  and  our  experi- 
ence clinically  has  since  lead  us  to  believe  very 
strongly  that  the  x-ray  may  be  used  for  the 
prevention  of  gas  gangrene.  We  recommend 
the  routine  use  of  a daily  dose  of  75  r for 
the  prevention  of  the  onset  of  a gas  infec- 
tion, but  insist  that  tetanus  anti-toxin  be  giv- 
en to  prevent  tetanus.  This  applies  to  all 
wounds  in  which  a gas  forming  infection  is 
likely  to  occur  such  as  compound  fractures 
and  other  penetrating  or  severely  lacerated 
wounds. 


STAPHYLOCOCCUS  AND  STREPTOCOCCUS 
INFECTIONS 

The  streptococci  cellulitis  group  respond 
more  readily  and  remain  inactive  with  great- 
er certainty  than  do  the  staphylococcic 
group.  This  latter  group  are  more  stubborn, 
require  treatment  over  a longer  period  of 
time  and  are  prone  to  reactivate  on  the  least 
provocation.  The  earlier  x-rays  are  used  the 
more  effective  they  will  be.  Suppuration 
may  occur,  then  drainage  is  indicated.  Con- 
siderable tissue  adjacent  to  the  infected  area 
should  be  included  in  the  treatment; 

One  patient  in  the  staphylococcus  group 
died  twenty  days  after  x-ray  treatment  was 
discontinued.  The  infection  was  then  appar- 
ently under  control,  but  became  active  a few 
days  later  and  the  clinicians  failed  to  request 
additional  x-ray  treatments,  electing  to  de- 
pend upon  general  measures,  transfusions 
and  sulfanilamide.  Usually  it  is  well  to  con- 
tinue with  a daily  treatment  for  two  or  three 
days  after  the  temperature  reaches  normal, 
then  observe  the  case  for  a short  time  for  a 
possible  reactivation  of  infection. 

Ludwig’s  Angina  is  another  serious  in- 
fection which  responded  but  less  rapidly  to 
x-ray  therapy. 

PERITONITIS— RECOVERED 

Case  1.  Miss  M.  K.,  age  16,  admitted  to  hospital 
July  21,  1934,  with  diagnosis  of  acute  gangrenous 
appendix.  White  count,  19,400,  89%  polys.  Patient 
operated  immediately.  The  appendix  was  greatly 
distended  and  gangrenous  on  the  tip,  free  fluid  in 
the  peritoneal  cavity.  The  following  day  the  diag- 
nosis of  general  peritonitis  was  made  and  x-ray 
treatment  started  immediately.  She  received  one 
treatment  the  first  day,  two  on  the  following  two 
days  and  one  on  the  fourth  day.  The  response  was 
prompt  and  she  left  the  hospital  on  the  eighth  post- 
operative day. 

Two  features  in  this  case  are  worthy  of 
note,  x-ray  treatment  was  started  the  next 
day  after  operation,  the  incision  healed  by 
primary  intention  and  the  patient  left  the 
hospital  on  the  eighth  post-operative  day. 
The  Wangensteen  apparatus  and  sulfanila- 
mide were  not  used. 

Note  on  the  accompanying  chart  the  steady 
decrease  in  the  pulse  rate  which  seems  char- 
acteristic of  cases  treated  with  x-ray.  They 
seem  definitely  less  toxic  very  early  after 
x-ray  treatment  is  started. 

PNEUMONIA— RECOVERED 

Case  5.  Master  D.  T.,  aged  6,  admitted  to  hospital 
January  15,  1938,  with  diagnosis  of  appendicitis  and 
hernia.  Appendix  removed,  hernia  repaired  on  day 


Volume  24 
Number  5 


MOBILE  X-RAY  TREATMENT:  KELLY-DOIVELL 


167 


of  admission.  Two  days  later  clinical  diagnosis  of 
pneumonia  (type  3)  was  made.  Temperature  105, 
but  x-ray  film  January  17,  1938,  failed  to  disclose 
any  evidence  of  consolidation.  However,  x-ray  treat- 
ment was  given  over  the  chest  at  the  clinician’s  re- 
quest. Patient  was  also  treated  the  following  day. 
On  the  day  following  this,  January  19,  1938,  a film 
of  the  chest  disclosed  a consolidation  in  the  upper 
lobe.  Patient  again  received  x-ray  treatment  and 
also  one  treatment  per  day  for  the  following  two 
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Diagnosis : Peritonitis,  post-operative  gangrenous  appendicitis. 
X-ray  technic:  Kv.  110,  Ma  5.  Distance  50  cm..  Filter  2 mm.  Al. 
r units  ; 60  per  treatment,  360  total.  Port : abdomen  anteriorly. 
Result:  Excellent. 

days.  An  x-ray  film  taken  January  24,  1938,  showed 
the  pulmonary  consolidation  in  the  upper  right  lung 
field  to  have  completely  disappeared.  Patient  dis- 
charged from  the  hospital  on  the  day  the  last  film 
was  taken. 

This  case  was  very  interesting-  in  that  the 
patient  was  diagnosed  clinically  before  the 
x-ray  showed  any  evidence  of  consolidation 
and  was  treated  once  each  day  for  a period 
of  five  days.  The  films  showed  the  lungs 
clear  at  the  beginning-,  then  a consolidation, 
and  then  clear  at  the  end,  the  entire  period 
being  but  seven  days.  He  received  no  sul- 
fanilamide. He  was  in  the  oxygen  tent  and 
received  daily  x-ray  treatments,  60  r per  day, 
300  r units  total. 

PROPHYLAXIS 

Case  7.  Mr.  G.  K.,  age  20,  admitted  to  hospital 
February  14,  1938,  immediately  following  compound 
fracture  of  left  tibia.  The  wound  was  debrided  and 
scrubbed  with  tincture  of  green  soap  and  sterile  wa- 
ter. Wound  was  then  closed  loosely  over  a soft  rub- 
ber drain.  Plaster  cast  dressing  was  applied  leaving 


an  open  window  over  the  site  of  the  external  wound. 
He  received  one  x-ray  treatment  of  80  r each  day  for 
three  days  or  a total  of  240  r.  Patient  showed  no 
evidence  of  infection  and  the  wound  healed  promptly. 
New  bone  formation  was  also  formed  rapidly  about 
the  ends  of  the  fractured  bones  and  he  had  a firm 
bony  union  which  he  used  for  weight  bearing  in  four 
months  time.  The  x-ray  films  show  the  character 
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Diagnosis:  Lobar  pneumonia,  type  III.  X-ray  technic;  110  Kv., 
Ma.  5.  Distance  50  cm..  Filter  3 mm.  Al.  ; r units  ; 60  per  treat- 
ment, total  300.  Port;  chest  anteriorly.  Result:  Excellent. 

of  the  union  obtained  which  should  encourage  those 
who  are  timid  in  the  use  of  x-ray  over  fracture  site, 
lest  non-union  occur. 

We  believe  one  of  the  most  important  uses 
for  a mobile  unit  is  the  prevention  of  gas 
gangrene  in  compound  fractures  and  similar 
injuries. 

SURGICAL  MUMPS— RECOVERY 

Case  8.  J.  H.,  male,  medical  student,  age  23.  Ad- 
mitted to  hospital  March  18,  1938,  with  acute  appen- 
dicitis. Operated  March  18,  1938.  The  convalescence 
was  very  stormy  with  abscess  formation  in  the  left 
abdominal  wall  which  was  drained  April  14,  1938,  fol- 
lowed by  development  of  bilateral  parotitis,  two  days 
after  second  operation  on  29th  hospital  day. 

COMMENT 

Clinically  patient  had  a severe  parotitis 
but  his  temperature  dropped  promptly  after 
the  x-ray  was  started.  He  received  two 
treatments  the  first  day,  two  the  second  day, 
one  the  third  day  and  one  the  fifth  day.  A 
clinician  who  as  a rule  is  dubious  as  to  the 
effect  of  x-ray  as  a therapeutic  aid,  ex- 
pressed satisfaction  with  the  prompt  re- 
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sponse  to  this  treatment.  He  received  no 
sulfanilamide. 

CELLULITIS 

Case  9.  J.  C.,  white  male,  age  45,  admitted  to 
hospital  March  28,  1938,  complaining  of  pain  in  the 
right  leg,  fever  and  chills  of  ten  days  duration. 
Temperature  was  104,  pulse  102,  respirations  22. 
Blood  count,  14,800  whites.  Gave  a history  of  step- 
ping on  nail  which  penetrated  his  foot  two  weeks 
before. 

Hot  packs  of  magnesium  sulphate  and  x-ray  treat- 
ment were  ordered.  The  first  x-ray  treatment  was 
given  four  hours  after  admission.  One  treatment 
was  given  each  day  for  the  following  three  days.  In 
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Diagnosis:  Compound  fracture  of  the  right  tibia.  X-ray  tech- 
nic ; Kv.  110,  Ma.  5,  Distance  50  cm..  Filter  3 mm.  A1  ; r units  ; 
80  per  treatment,  total  240.  Port : right  leg  anteriorly  only. 
Result : Excellent. 

all  four  treatments  were  given.  His  temperature  be- 
gan to  drop  immediately  after  the  first  treatment 
and  was  normal  the  last  two  days  of  his  stay  in  the 
hospital.  He  received  no  tetanus  antitoxin  and  no 
sulfanilamide.  He  returned  home  and  had  no  further 
complications. 

COMMENT 

The  x-ray  seemed  to  be  of  immediate  aid 
in  this  case  and  undoubtedly  cut  down  the 
period  of  hospitalization. 

GAS  GANGRENE— RECOVERED 

Case  12.  Mrs.  H.  B.,  negress,  a^e  27,  entered 
County  Hospital,  April  20,  1938,  with  a history  of 
having  been  struck  on  the  jaw  by  her  husband  three 
days  previously.  The  first  day  following  the  injury 
the  jaw  was  painful  and  markedly  swollen,  but  the 
patient  was  not  especially  ill.  The  second  day  fol- 
lowing the  injury,  however,  the  pain  increased,  the 
jaw  and  the  side  of  the  neck  became  markedly  swol- 


len and  puffy.  Patient  had  severe  headache,  nausea 
and  vomiting  and  five  chills  during  the  day,  each 
of  which  lasted  from  fifteen  to  twenty  minutes.  The 
third  day  following  the  injury  the  patient  was  taken 
to  the  Creighton  Dispensary  and  from  there  was  im- 
mediately sent  to  the  County  Hospital  whereupon  ad- 
mission an  x-ray  film  showed  a fracture  of  the  man- 
dible with  a large  amount  of  gas  in  the  soft  tissues. 
Blood  count  on  admission  18,000  whites  with  61% 
polys.  Wassermann  negative.  Incision  and  drainage 
was  done  by  Dr.  Yechout  April  21,  1938,  and  a resi- 
dual area  of  pus  was  drained  May  4,  1938.  Patient 
received  nine  x-ray  treatments. 


It  is  worthy  to  note  in  this  case  that  the 
patient  received  no  gas  bacillus  serum,  no 
sulfanilamide,  only  conservative  surgery  and 
x-ray  and  made  a prompt  and  satisfactory 
recovery  using  the  x-ray  as  the  principal 
therapeutic  agent. 

ACTION  OF  X-RAYS 

Dr.  Desjardins(3),  from  clinical  observa- 
tions and  an  extensive  review  of  the  experi- 
mental and  clinical  reports  on  the  treatment 
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Diagnosis:  Surgical  parotitis.  X-ray  technic;  Kv.  110,  Ma.  5, 
Distance  50  cm..  Filter  3 mm.  A1  ; r units  ; 45  for  three  treat- 
ments and  60  for  three  treatments,  total  315.  Port ; Both  paro- 
tid glands.  Result:  Excellent. 

of  inflammations  with  x-ray,  makes  the  sug- 
gestion that  white  cells  probably  undergo 
lysis  when  radiated  and  in  this  lytic  process 
antibodies  or  other  defense  measures  are  pre- 
sumably freed  in  the  infected  area.  The 
benefits  almost  uniformly  obtained  through 
treating  an  infection  with  x-ray  would  lead 
one  to  believe  that  Dr.  Desjardins  suggestion 


Volume  24 
Number  5 


MOBILE  X-RAY  TREATMENT:  KELLY -DOW ELL 


169 


as  to  the  effect  of  the  x-ray  in  treating  in- 
flammations is  correct.  To  free  these  anti- 
bodies twice  each  day  seems  particularly 
helpful  in  the  fast  moving  infections. 

Regardless  of  the  mode  of  action,  one  is 
soon  convinced  by  the  results  obtained.  We 
encourage  others  to  treat  at  the  bedside  and 
judge  for  themselves.  Where  combined 


There  is  no  contraindication  to  the  treatment  of 
a local  area  of  infection  from  which  a bacteremia 
had  its  beginning,  but  in  our  experience  we  have  not 
been  able  to  determine  whether  or  not  any  good  has 
been  accomplished  by  such  treatment. 

4.  IN  GENERAL,  where  infection  is  present, 
x-ray  therapy  is  indicated  pre-operatively  and  post- 
opera tively. 

5.  FINALLY,  do  not  depend  upon  x-ray  to  pre- 
vent tetanus,  use  anti-toxin. 
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Diagnosis  : Cellulitis  of  foot,  penetrating  wound.  X-ray  tech- 
nic ; Kv.  100,  Ma.  5,  Distance  40  cm..  Filter  3 mm.  A1  ; r units, 
60  per  treatment.  Port ; foot  and  ankle  area  one  surface.  Re- 
sult : Excellent. 

treatment  is  necessary  as  in  most  of  these 
cases  the  clinician  is  at  all  times  the  best 
judge  as  to  what  helps  the  patient.  The 
x-ray  is  no  miracle  worker,  it  is  no  cure-all. 
It  is  a great  aid  in  treating  infections  in 
various  locations,  is  quite  universally  com- 
patible and  should  be  used  in  conjunction 
with  all  the  safe  measures  usually  employed 
in  treating  the  conditions. 

INDICATIONS  FOR  X-RAY  TREATMENT 

1.  IN  LOCAL  INFECTIONS 

(a)  which  are  likely  to  spread  to  adjacent  tissues. 

(b)  which  may  develop  complications  in  some  dis- 
tant organs. 

(c)  which  are  likely  to  destroy  large  areas  of  tis- 
sue. 

(d)  which  are  associated  with  severe  toxemia. 

(e)  which  have  apparently  become  stationary  with 
no  evidence  of  repair. 

2.  AS  A PROPHYLACTIC  MEASURE 

(a)  in  contaminated  wounds  to  prevent  infection 
from  becoming  established  (compound  fractures). 

3.  IN  BACTEREMIA 


DANGERS 

Wherever  the  x-ray  is  used  some  danger 
is  present.  This  has  been  recognized  for  a 
great  many  years.  X-ray  treatments  should 
only  be  prescribed  by  a radiologist.  Dangers 
are  acute  radiation  effects,  chronic  or  slow 
radiation  effects  and  electrical  shock.  X-ray 
treatments  should  be  given  only  by  a radiolo- 
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Diagnosis : Gas  gangrene  complicating  fractured  mandible. 
X-ray  technic;  Kv.  110.  Ma.  5,  Distance  40  cm..  Filter  1 mm.  Al. 
r units;  75  per  treatment,  675  total.  Port;  left  side  face  and 
neck.  Result:  Excellent. 

gist  or  a trained  technician  under  the  direct 
supervision  of  a radiologist,  others  may 
have  trouble. 

CONTRAINDICATIONS 

If  the  treatments  are  given  under  the  di- 
rection of  an  experienced  radiologist,  there 
are  no  absolute  contraindications.  Repeated 
small  doses  50  to  70  r morning  and  50  to  70 
r evening  for  3 to  5 days  during  the  heighth 
of  the  infection  are  recommended.  The  cor- 
rect technical  factors  must  be  prescribed  by 
the  radiologist  so  that  the  total  dosage  given 
is  under  the  minimum  which  might  damage 
the  skin.  This  is  a clinical  problem  and  the 


170 


MOBILE  X-RAY  TREATMENT:  KELLY-DOWELL 


Nebr.  S.  M.  Jour. 
May,  1939 


radiologist  is  responsible.  Not  every  patient 
treated  with  x-ray  will  get  well,  but  in  no  in- 
stance has  any  harm,  known  or  suspected, 
come  to  any  patient  receiving  treatment.  Al- 
ways use  some  filter. 

X-RAY  TECHNIC 

a.  Kilo  voltage:  Sufficient  to  thoroughly 
penetrate  the  involved  area;  varies  from  90 
to  135  Kv. 

b.  Time  and  Milliamperage : 60-100  r 

units  each  treatment  through  each  port. 
May  use  less  on  third  or  fourth  day  of  the 
disease.  50  r units  probably  sufficient  for 
late  treatments.  Sub-acute  cases  must  be 
treated  an  indefinite  time  so  advise  smaller 
doses. 

c.  Ports:  Sufficient  to  cover  all  involved 
tissues  and  adjacent  suspected  area. 

d.  Distance:  15  inches  (40  cm). 

e.  Filter:  No  harm  has  come  from  unfil- 
tered therapy  but  we  believe  it  to  be  danger- 
ous and  it  is  not  recommended  as  recoveries 
have  occurred  with  rather  heavy  (1/2  mm. 
Cu)  filtration.  It  is  recommended  that  some 
filter  be  used.  The  absence  of  filtration  may 
be  a legitimate  criticism  of  this  procedure 
and  we  are  opposed  to  its  omission. 

f.  Space  factor:  The  reason  for  treating 
twice  each  day,  which  we  insist  upon,  is 
based  upon  the  observation  that  the  results, 
in  the  treatment  of  infections  were  better 
when  the  space  factor  or  time  between  treat- 
ments approximately  coincided  with  the  rate 
of  growth  (on  culture  media  or  by  clinical 
estimation)  of  the  etiologic  organism. 

ADDITIONAL  MEASURES 

We  have  the  greatest  respect  for  the  value 
of  the  Wangensteen  suction  apparatus.  We 
believe  this  to  be  an  indispensable  aid  in  the 
treatment  of  many  of  these  cases,  but  feel 
that  the  use  of  the  x-ray  will  definitely 
shorten  the  length  of  time  the  suction  ap- 
paratus is  in  use  and  in  some  instances  where 
x-ray  is  started  early  the  use  of  the  tube  is 
not  required. 

The  use  of  the  oxygen  tent  is  another 
therapeutic  development  which  has  undoubt- 
edly saved  many  lives. 

Blood  transfusions  have  also  appeared  to 
be  the  deciding  factor  in  other  cases. 

Small  doses  of  sulfanilamide  are  still  an 
uncertain  element  but  large  doses  following 
which  the  patient  becomes  cyanosed  have,  in 
our  opinion,  been  definitely  inhibitory  to  any 
beneficial  effect  the  x-ray  may  produce.  As 


a general  rule,  in  the  usual  case,  we  get  at 
least  a temporary  improvement  following 
radiation  therapy,  slowing  of  the  pulse  prob- 
ably being  the  most  evident  but  in  those 
cases  which  have  been  saturated  with  sulfan- 
ilamide before  any  x-ray  treatments  are  giv- 
en, we  have  failed  to  note  even  the  slightest 
improvement  following  the  use  of  x-ray. 
Whether  the  anoxemia  or  other  blood 
changes  associated  in  the  sulfanilamide  cyan- 
osed patient  prevents  any  effect  from  the 
x-ray  or  not  cannot  be  stated  definitely  at 
this  time,  but  we  prefer  to  treat  the  patient 
without  the  aid  of  large  doses  of  sulfanila- 
mide. 

CONCLUSIONS 

This  material  is  merely  presented  to  make 
available  to  others  who  are  interested  some 
clinical  facts  which  we  have  observed  while 
treating  patients  with  a bedside  therapy  x- 
ray  apparatus.  Practically  all  of  these  le- 
sions, with  the  exception  of  gas  gangrene, 
may  or  may  not  recover  when  very  little  is 
done  for  them,  so  nothing  can  be  proven  by 
any  series  of  statistics;  cases  observed  clin- 
ically are  convincing.  As  data  accumulates 
relative  to  the  use  of  the  mobile  x-ray  thera- 
py apparatus  undoubtedly  much  improve- 
ment in  technical  procedures  will  result.  At 
the  present  time  we  have  outlined  the  technic 
we  have  used  in  a general  way  in  treating 
numerous  infections  in  patients  we  thought 
it  advisable  to  treat  without  moving  to  the 
x-ray  department.  This  is  done  in  the  inter- 
est of  the  patient  who  is  too  sick  to  be  moved 
or  is  held  fast  in  a room  by  the  oxygen  tent, 
the  Wangensteen  or  transfusion  apparatus, 
all  of  which  are  commonly  used  essentials  in 
treating  the  seriously  sick.  We  believe  the 
x-ray  is  an  additional  aid  in  treating  some 
of  these  patients  and  can  be  brought  to  the 
patient  in  the  form  of  a mobile  unit  having 
greater  kilovoltage  than  the  present  day  di- 
agnostic (90  Kv)  mobile  unit. 
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With  the  advent  of  popular  literature  rec- 
ommending birth  control,  there  have  arisen 
many  methods  for  contraception,  advocated 
by  social  organizations  made  up  of  faddist 
and  many  well-meaning  individuals,  with 
their  various  theories  for  limiting  the  num- 
ber of  children  in  certain  families. 

The  public’s  interest  in  matters  of  contra- 
ception has  served  as  a stimulus  to  revive 
again  the  use  of  the  intrauterine  stem  pess- 
ary for  contraception,  which  the  medical  pro- 
fession and  more  particularly  the  gynecolo- 
gists of  this  country  have  for  the  past  quar- 
ter of  a century  universally  condemned. 

The  revival  of  the  use  of  the  intrauterine 
pessary  has  as  its  strongest  advocates,  the 
illegitimate  faddist,  the  none  too  scrupulous 
members  of  the  medical  profession  and  those 
nonmedically  trained  individuals  who  prac- 
tice the  art  of  healing. 

As  the  title  would  indicate,  the  scope  of 
this  paper  is  limited  to  a discussion  of  the 
intrauterine  stem  in  relation  to  the  contra- 
ceptive problem,  and  does  not  deal  with  the 
use  of  the  various  stems  in  the  treatment 
and  management  of  those  cases  of  dysmenor- 
rhea, acute  anteflexion,  and  sterility.  Weir, 
in  his  excellent  article  on  the  intrauterine 
stem  has  reported  quite  favorably  on  the  use 
of  the  Carstens  type  pessary  in  the  manage- 
ment of  dysmenorrhea,  but  is  quite  outspok- 
en in  his  warning  of  it  or  any  other  intra- 
uterine stem  as  a contraceptive,  first,  be- 
cause of  the  risk  to  the  patient,  and  secondly 
because  it  is  highly  unsatisfactory  as  a con- 
traceptive. 

In  1803  Moller  introduced  the  uterine  stem 
pessary  into  operative  procedure  and  for  a 
century  and  a quarter  medical  men  have  been 
discussing  devices  of  a similar  nature.  Dick- 
enson reports  that  debate  has  run  in  periods, 
of  which  we  are  now  in  the  fourth.  With 
each  of  the  periods  there  is  the  enthusiasm, 
then  the  rejection,  and  finally  the  selective, 
restrictive,  adaptation.  The  first  three  peri- 
ods dealt  mainly  with  those  devices  that  at- 
tempted to  cure  the  retro-displacements  and 
the  dysmenorrheas.  Each  in  its  turn  did 
some  effective  service.  Each  had  the  same 


drawbacks.  In  skilled  hands  and  in  carefully 
selected  cases  the  plan  worked,  but  the  many 
reliefs  did  not  offset  the  many  discomforts, 
the  infections,  and  deaths.  As  evidence  of 
“selective,  restrictive,  adaptation”  we  have 
Weir’s  reports  on  management  of  dysmenor- 
rhea. 

As  regards  the  fourth  period,  which  we 
are  now  in,  we  are  faced  with  an  epidemic  of 
intrauterine  gadgets  such  as  the  “gold 
stem,”  the  wishbone  type,  the  silk  worm 
Pust,  the  uterine  Vent,  Grafenberg  ring,  and 
others.  For  these  devices,  it  is  safe  to  pre- 
dict a repetition  of  the  history  of  their  pred- 
ecessors. 

As  has  been  stated  above,  the  gynecolo- 
gists both  in  this  country  and  abroad  have 
universally  condemned  the  use  of  these  me- 
chanical contraceptives.  Germany,  which 
was  one  of  the  first  countries  in  which  the 
use  of  the  intrauterine  stem  for  contracept- 
ive purposes  was  widespread  came  to  exa- 
mine her  statistics.  Reist  reported  the  fol- 
lowing: 


Deaths  from  general  peritonitis  or  sepsis 17 

(Includes  8 in  which  stems  were  deliberately 
introduced  to  produce  abortion). 

Endometritis  with  fever 75 

Purulent  inflammation  of  adnexa  or  parametri- 
tis   70 

Septic  abortions  from  presence  of  stems 62 

Irregular  bleedings  60 

Peritonitis  44 

General  38 

Pelvic 6 

Uterine  colic  28 

Abscess  in  cervix  or  corpus 12 

Perforations 9 

into  uterine  wall 5 

into  anterior  vaginal  vault 1 

into  bladder 1 

into  rectum 1 

into  cul  de  sac  of  Douglas 1 


Gummert  collected  records  of  92  preg- 
nancies following  the  use  of  an  intrauterine 
stem  with  78  of  them  ending  in  abortion; 
80%  of  them  septic  with  37  cases  of  periton- 
itis, 7 perforations,  pain  in  27,  bleeding  in  56, 
purulent  discharge  in  57,  and  exudates  in  61 
cases. 

Reports  in  this  country  have  not  been  col- 
lectively published  but  the  literature  for  the 
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past  twenty-five  years  is  filled  with  reports 
by  such  men  as  Jones,  Warner,  Potter,  Car- 
stens,  Rawls,  Siddall,  L.  T.  Sussex,  Welton, 
West,  and  others  condemning  the  use  of  the 
contraceptive  intrauterine  stem  pessary. 

The  attitude  in  England  is  best  summed 
up  in  a statement  by  Holland:  “It  should  be 
made  a criminal  offense  to  sell  or  use  for 
contraceptive  purposes  an  intrauterine 
stem.” 

Switzerland  prohibits  the  sale  or  use  of 
intrauterine  stems. 

In  the  face  of  such  scathing  rebuke  in  the 
literature  by  prominent  gynecologists  of  this 
and  other  countries  it  is  a little  difficult  to 
justify  the  use  of  these  intrauterine  gadgets 
by  the  general  practitioner  and  others. 

The  studies  that  have  been  performed  in 
the  management  of  dysmenorrhea  show  that 
where  foreign  bodies  have  been  introduced 
into  the  cervix  and  through  the  internal  os 


pessaries  have  been  judiciously  used  in  cases 
of  sterility  with  this  in  mind.  If  pregnancy 
does  occur  and  the  stem  is  not  removed, 
abortion  will  most  often  ensue.  However, 
numerous  cases  have  been  reported  with  the 
stem  intact  at  term  or  of  it  having  been  im- 
bedded in  the  placenta. 

An  intrauterine  stem  pessary  traumatizes 
and  irritates.  It  opens  up  new  avenues  for 
infection.  However,  it  is  not  the  degree  of 
trauma  that  determines  the  morbidity,  but 
rather  the  incidence  of  infection.  The  infec- 
tion is  in  the  crypts  of  the  cervical  glands. 
The  mucosa,  when  chronically  infected  be- 
comes swollen  and  often  everted.  The  con- 
tinual congestion  produces  a hypersecretion 
from  the  gland  structure.  In  time  there  oc- 
curs a hyperplasia  and  hypertrophy  of  the 
cervical  connective  tissue.  In  many  instances 
these  glands  become  occluded  and  cyst  for- 
mation results.  When  the  infection  invades 
the  deeper  tissues  an  ascending  lymphangi- 


“Types  of  Intrauterine  Gadgets” 


they  increase  the  already  present  uterine 
contractions  and  by  this  manner  increase  the 
blood  supply  to  the  small  infantile  uterus. 
After  a time  there  is  increase  in  size  of  the 
uterus  from  its  effort  to  expel  the  foreign 
body.  This  continual  downward  drive  may 
imbed  the  intrauterine  stem  in  the  wall  of 
the  organ  or  expel  it. 

The  presence  of  a foreign  body  in  the  in- 
ternal os  establishes  a communication  be- 
tween the  bacterial  flora  of  the  vagina  and 
the  uterine  cavity.  Pregnancy  may  be  facili- 
tated by  this  patent  internal  os  and  stem 


tis  may  ensue.  This  may  involve  the  para- 
metrium through  the  lymphatics  to  the 
tubes,  producing  a perisalpingitis  or  an  en- 
dosalpingitis,  peritonitis,  and  oophoritis.  The 
symptoms  and  findings  are  those  of  chronic 
pelvic  infection. 

The  circulatory  and  lymphatic  stasis  which 
ensues  causes  a subinvolution,  thereby  in- 
creasing the  liability  to  new  infection  and 
lessening  the  resistance  to  old  infection. 
Prominent  symptoms  are  menorrhagia  and 
metrorrhagia.  The  result  from  the  circula- 
tory stasis  and  the  intermuscular  lymphan- 
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gitis  has  impaired  the  contractile  power  of 
the  uterine  muscle.  A common  symptom  is 
lumbo-sacral  pain.  This  is  occasioned  by  the 
pull  of  the  cervix  on  the  thickened  tender 
uterosacral  ligaments.  Other  symptoms  such 
as  foul  vaginal  discharge,  intermittent 
crampy  pains  in  the  lower  abdominal  quad- 
rant, fatigue,  weight  loss,  etc.,  are  also  com- 
monly seen. 

The  gynecological  service  of  the  Univer- 
sity Hospital  within  one  week  admitted  three 
patients  from  the  outlying  districts  of  the 
state,  all  with  the  typical  contraceptive  in- 
trauterine stem  pessary  history.  These  cases 
are  reported  below : 

Case  1.  Mrs.  D.  B.,  No.  63235,  age  22,  admitted 
February  7,  1939,  complaining  of  intermittent 

crampy  pains  in  L.  L.  Q.  for  five  years.  Irregular 
menstrual  periods  and  vaginal  discharge.  Thirty 
pound  weight  loss  past  year.  First  pregnancy  five 
years  ago  (delivered  by  an  osteopath)  and  since 
that  time  has  worn  gold  stem  pessary  between  preg- 
nancies. Reports  two  miscarriages;  one  at  four 
months  and  one  at  two  months.  Last  pregnancy 
twelve  months  ago.  Had  worn  pessary  continuously 
since  that  time,  having  it  removed  once  to  be 
cleaned.  Patient  complained  of  severe  cramps  in 
both  lower  quadrants,  periods  irregular,  and  marked 
menorrhagia.  Flow  at  times  lasted  as  long  as  seven 
to  fourteen  days.  Patient  was  being  given  adjust- 
ments of  left  hip  to  overcome  lower  abdominal  pain. 
On  admission  a gold  stem  pessary  was  found  in 
place  and  was  removed.  Pelvic  examination  re- 
vealed a relaxed  pelvic  floor,  eroded  cervix,  subin- 
volution of  uterus,  marked  thickening  of  both  ad- 
nexa with  extreme  tenderness  to  bimanual  examina- 
tion. 

Sedimentation  rate  slightly  increased.  W.  B.  C. 
8600.  Patient  placed  at  complete  bed  rest,  head  of 
bed  elevated,  and  given  hot  vaginal  douches.  Pa- 
tient responded  to  conservative  management  and 
was  discharged  on  twelfth  day  with  pelvic  findings 
improved.  Patient  given  contraceptive  advice  in  use 
of  vaginal  diaphragm. 

Case  2.  Mrs.  E.  0.,  No.  63258,  age  26,  para 
iv,  admitted  February  9,  1939,  complaining  of 

dull  pain  in  right  side,  foul  vaginal  discharge, 
backache,  headache,  and  twenty  pound  weight  loss 
in  past  six  months.  Patient  had  worn  gold  stem 
pessary  since  1933  before,  after,  and  between  her 
ensuing  pregnancies.  Pessary  had  been  in  place 
approximately  one  year  this  last  time  and  two  weeks 
prior  to  admission  had  been  removed  by  her  husband 
because  of  the  great  amount  of  distress  and  dis- 
comfort it  was  causing. 


seen  at  operation.  Patient  made  uneventful  recov- 
ery and  was  discharged  on  tenth  p.o.  day. 

Case  3.  Mrs.  M.  R.,  No.  63276,  age  32, 
para  v.  was  admitted  to  hospital,  February  10,  1939, 
complaining  of  vaginal  discharge,  bachache,  sense 
of  weight  in  pelvis,  and  weight  loss  of  20  pounds  in 
last  two  months.  Patient  had  worn  a uterine  vent  for 
one  and  one-half  years  previous  to  last  pregnancy 
without  it  having  been  removed  during  that  time. 
After  vent  was  in  place  approximately  three  months 
patient  began  to  experience  general  malaise,  fatigue, 
low  back  pain,  cramping  pains  in  both  lower  quad- 
rants, and  during  the  last  four  months  that  the  vent 
was  in  place  had  a persistent  bloody  vaginal  dis- 
charge, pain  on  motion  of  cervix,  third  degree  retro- 
displacement  of  uterus  which  was  also  fibrotic.  Pa- 
tient was  conditioned  for  operation  over  a period  of 
ten  days  with  bed  rest  and  hot  douches.  Findings  at 
operation  were  essentially  that  of  a somewhat  en- 
larged fibrotic  uterus  in  third  degree  retrodisplace- 
ment,  no  gross  adnexal  pathology.  Operation  con- 
sisted of  conization  of  cervix,  perineorrhaphy,  ute- 
rine suspension,  tubal  ligation,  and  appendectomy. 
Patient  had  uneventful  postoperative  course  and  at 
time  of  dismissal  was  completely  relieved  of  the 
symptoms  complained  of  on  admission. 

The  above  cases,  while  not  dramatic,  em- 
phasize that  morbidity  was  high  and  contra- 
ception was  almost  nil.  Investigation  of  rec- 
ords of  private  patients  of  Morgan  and  Mc- 
Googan  reveal  three  cases  within  the  past 
sixty  days  in  which  patient  presented  large 
tubo-ovarian  masses  following  the  use  of  in- 
trauterine stems. 

CONCLUSIONS 

The  contraceptive  intrauterine  stem  pess- 
ary is  universally  condemned  by  the  compe- 
tent, well-trained  gynecologist  of  this  and 
other  countries  because: 

1.  It  does  not  prevent  conception  but 
gives  rise  in  most  cases  to  early  abortion. 

2.  It  produces  almost  universal  morbid- 
ity because: 

a.  It  is  a foreign  body. 

b.  Enhances  low  grade  pelvic  infection. 

c.  Produces  communication  between  vagi- 
nal and  uterine  flora. 

d.  Removes  natural  barrier  of  internal  os 
in  acute  infection. 

3.  Is  responsible  for  such  complications 
as: 

a.  Rupture  of  uterus,  due  to  implantation 
in  uterine  wall. 

b.  Foetal  death  due  to  implantation  in 
placenta. 

c.  Premature  separation  of  placenta  due 
to  low  grade  metritis. 


Pelvic  examination  revealed  hypertrophied  lacer- 
ated cervix  (base  of  pessary  clearly  outlined  on  cer- 
vix), a light  tenderness  on  motion  of  cervix.  Uterus 
was  subinvoluted,  A.  V.  & A.  F.,  movable,  but  mo- 
tion caused  pain.  Adnexa  contained  no  gross  path- 
ology. Patient  was  treated  conservatively  for  two 
weeks  with  bed  rest,  hot  douches,  then  operated  and 
cervix  widely  coned  with  electric  cautery,  Baldy 
Webster  suspension  of  uterus,  bilateral  tubal  liga- 
tion, and  appendectomy.  No  gross  pelvic  pathology 
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d.  Complications  of  labor  due  to  embed- 
ding in  cervical  wall. 

e.  Ectopic  pregnancy. 

The  intrauterine  gadget  is  not  a panacea 
for  the  prevention  of  pregnancy. 

BIBLIOGRAPHY 

Carlton  and  Florey:  J.  Ob.  & Gyn.  Brit.  Empire 
38:555-564,  1931.  aJUW, 

Carlton,  H.  M.:;1J.  Ob.  & Gyn,,  40:81,  1933. 

Carstens,  J.  H.:  Int.  J.  Surg.  25:150-153,  1912. 

Crossier  and  Notes:  J.  A.  M.  A.  109-1628,  Nov.  13, 
1937. 

Dickenson,  L.  D.:  Control  of  Contraception. 

Gesenius,  H.:  Zentralblatt  f.  Gynak.  59:2168-2178, 
1935. 


Gummert,  (Essen):  Monat.  f.  Geb.  u.  Gyn.  39:399, 
417,  423,  1914. 

Holland,  E. : Practitioner  131:247-255,  1933. 
Potter,  C.:  Am.  J.  Surg.  10:143-148,  October,  1930. 
Rawls,  R.  M.:  Am.  J.  Ob.  & Gyn.  1:499-515,  1920- 
1921. 

Reist,  A.:  Schweiz.  Med.  Woch.  5:29,  1924,  p.  650. 
Royston,  G.  D.:  Am.  J.  Ob.  & Gyn.  5:425,  1923. 
Siddall,  R.  S.:  Am.  J.  Ob.  & Gyn.  8:76-79,  1924. 
Sussex,  L.  T.:  J.  A.  M.  A.  100:1490-1491,  May  13, 
1933. 

Warner,  M.  P.:  Med.  Rec.  142:69-70,  1935. 

Weir,  Wm.  H.:  Am.  J.  Ob.  & Gyn.  33:291-299, 
1937. 

Welton,  T.  S.:  Tr.  Am.  Assoc.  Ob.  & Gyn.  32:290- 
295,  1920. 

West,  J.  N.:  Am.  J.  Ob.  & Gyn.  5:383-386,  1923. 


Urinary  Antiseptics — Their  Action  and  Uses1 * 

CHARLES  McMARTIN,  M.  D., 

Omaha. 


The  urologist’s  knowledge  of  chemistry 
and  physiology  has  done  much  to  attain  for 
him  an  intelligent  approach  to  the  successful 
management  of  infections  of  the  urogenital 
tract. 

Medicine  is  not  yet  an  exact  science,  but 
we  are  ever  striving  to  make  it  so.  The  past 
twenty-five  years  have  seen  great  strides  to- 
ward that  coveted  utopia.  These  marvelous 
advancements  in  the  field  of  therapeutic  en- 
deavor cannot  be  attributed  to  the  members 
of  our  profession  only.  We  have  to  thank  the 
experimental  physiologist,  the  chemist,  the 
pathologist,  the  bacteriologist  as  well  as  the 
clinician  in  many  parts  of  the  world. 

Thirty  years  ago  pyelitis  of  all  types,  cys- 
titis, prostatitis,  seminal  vesiculitis,  epidid- 
ymitis and  urethritis  were  all  empirically 
treated  by  the  urologist.  Now  we  can  deter- 
mine the  invading  organism  and  in  many  pa- 
tients prescribe  specific  treatment. 

1.  SULFANILAMIDE:  The  literature  on 
this  drug  is  tremendous.  I believe  that  no 
drug  since  Ehrlich’s  salvarsan  has  proved 
more  valuable.  We  have  done  much  experi- 
mental work  with  this  remarkable  chemical 
at  Creighton  University.  We  find  sulfanila- 
mide most  efficacious  in  baccillus  proteus 
vulgaris,  bacillus  coli  and  gonococcal  infec- 
tions. There  are  many  patients  with  non- 
specific urethritis  who  are  definitely  cured 
with  this  drug.  There  are  some  patients 
with  staphylococcus  pyelitis  who  are  greatly 
benefited.  Many  infected  prostates  will 
clear  up  rapidly  with  this  drug  and  massage. 

*Read  before  the  Omaha  Mid-West  Clinical  Society  October  25, 
1938. 


I have  seen  chronic  gonorrhea  vanish  with- 
in two  weeks  on  sulfanilamide  medication 
combined  with  local  urethral  injections.  One 
of  my  cystitis  patients  with  nocturia  of  every 
ten  minutes  showed  massive  ulceration  of 
the  bladder  and  pure  culture  of  colon  bacilli. 
This  old  gentleman  was  entirely  cured  in 
thirteen  days  on  sulfanilamide  therapy  alone. 
Subsequent  cystoscopy  showed  a normal 
bladder.  Sulfanilamide  does  little  good  in 
pyelitis  with  calculus  or  cystitis  with  ob- 
struction. 

The  average  dose  of  this  drug  in  my  esti- 
mation should  be  forty  grains  a day  by 
mouth.  I have  not  seen  it  necessary  to  use 
prontosil  intramuscularly  in  my  urological 
practice. 

Sodium  bicarbonate  prescribed  in  one-third 
teaspoonful  dosage  three  times  a day,  prefer- 
ably between  meals,  say  at  10:00  a.  m.,  3:00 
p.  m.,  and  at  bedtime,  readily  combats  the 
acidosis  of  sulfanilamide  therapy  which  is 
inevitable  because  of  the  tremendous  loss  of 
phosphates  caused  by  this  drug. 

REACTIONS  AND  TREATMENT 

The  reactions  to  sulfanilamide  are  many. 
This  preparation  should  not  be  used  without 
definite  supervision  of  a physician. 

Twenty-five  normal  individuals  were  re- 
quested to  ingest  eighty  grains  of  sulfanila- 
mide in  divided  doses  of  twenty  grains  each, 
every  four  hours.  Blood  counts  were  per- 
formed on  each  individual  before  and  after 
the  test.  All  twenty-five  persons  were  re- 
quested to  cease  taking  the  drug  if  and  when 
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it  impaired  carrying  on  their  daily  work. 
Four  out  of  the  twenty-five  stopped  taking 
the  drug  after  the  first  twenty  grains  be- 
cause of  nausea,  and  headache  in  one  person, 
bulging  of  the  eardrums  and  palpitation,  in 
another,  and  profound  lassitude  in  the  other 
two.  Nine  stopped  after  forty  grains.  None 
of  the  nine  noticed  symptoms  caused  by  the 
drug  until  after  taking  forty  grains.  One 
developed  marked  gastric  pain.  Four  devel- 
oped nausea  alone.  There  was  no  vomiting. 
The  other  symptoms  among  the  other  five 
in  this  group  varied  from  mild  lassitude  and 
headache  to  marked  nausea  and  body  cramps. 
Five  continued  taking  this  drug  twenty 
grains  every  four  hours  until  they  had  taken 
sixty  grains.  Three  of  these  developed  se- 
vere headache  and  dizziness.  One  developed 
headache,  nausea  and  dizziness.  This  per- 
son was  the  only  one  among  the  twenty-five 
whose  blood  was  affected.  His  red  blood  cell 
count  dropped  one  million  in  twenty-four 
hours.  One  developed  a slight  headache  with 
dizziness.  Seven  carried  through  until  they 
had  taken  eighty  grains.  Two  of  these  de- 
veloped a slight  headache  after  taking  sixty 
grains,  which  became  severe  after  eighty 
grains.  One  developed  a severe  diarrhea. 
One  complained  of  severe  headache  with 
nausea,  malaise  and  dizziness.  Twenty-four 
hours  after  discontinuance  of  the  drug  the 
symptoms  of  all  had  disappeared. 

The  skin  reactions  of  patients  on  sulfanila- 
mide are  interesting.  Most  toxic  skin  mani- 
festations occur  in  the  summer  in  those  ex- 
posed to  the  sun.  We  have  seen  simple  urti- 
carial rashes,  marked  vesicular  rashes,  scar- 
latiniform  and  bullous  skin  manifestations. 
One  patient  in  our  series  developed  pulmon- 
ary edema. 

2.  MANDELIC  ACID : This  drug  and  sul- 
fanilamide have  replaced  the  ketogenic  diet 
in  my  estimation.  Mandelic  acid  in  the  form 
of  ammonium  mandelate  is  excellent  treat- 
ment for  infections  with  the  colon  bacillus 
of  the  escherichia  type  providing  the  pH  of 
the  urine  can  be  brought  to  at  least  5.3  or 
lower.  The  stomach  tolerates  the  ammonium 
mandelate  better  than  mandelic  acid  fortified 
with  ammonium  chloride.  Enteric  coated  am- 
monium mandelate  tablets  are  now  available. 
Approximately  90  to  135  grains  a day  are 
given  to  adults.  Fluids  are  restricted  to  1,000 
c.  c.  daily.  The  mandelic  acid  therapy  is 
continued  for  a period  of  five  to  ten  days. 
This  drug  must  be  used  with  caution  in  pa- 
tients with  damaged  kidneys  and  in  the  eld- 


erly. The  urine  should  be  examined  daily 
for  albumin,  casts  and  red  blood  cells.  Renal 
function  tests  should  be  performed  on  these 
individuals  frequently. 

If  there  is  still  evidence  of  colon  bacillus 
infection  after  this  type  of  therapy,  sudden 
shifting  of  the  reaction  of  the  urine  to  the 
alkaline  side  with  sodium  bicarbonate  for 
twenty-four  hours  and  then  the  addition  of 
sulfanilamide  to  the  sodium  bicarbonate 
gives  excellent  results. 

3.  PYRIDIUM,  CAPROKOL  and  NEU- 
TRAL ACRIFLAVINE  have  been  of  some 
help  in  a bacteriostatic  way  but  I cannot 
say  that  they  have  been  as  helpful  to  me  with 
my  patients  as  they  have  been  to  some  other 
urologists. 

4.  NEOARSPHENAMIN : This  drug  is  of 
value  in  coccal  infections  in  doses  of  0.15 
gm.  to  0.3  gm.  intravenously  daily  for  three 
or  four  successive  days. 

5.  METHENAMINE : (Urotropin) . I have 
left  this  drug  until  the  last  because  I desire 
to  impress  upon  you  that  in  my  estimation 
it  is  still  near  the  top  of  urinary  antiseptics. 
This  drug  in  a daily  dosage  of  forty  to  sixty 
grains  will  clear  up  many  urinary  infections 
providing  the  urine  has  an  acid  reaction,  at 
least  a pH  5.2  to  5.  Sodium  biphosphate  in 
dosage  of  fifteen  to  twenty-five  grains  four 
times  a day  will  usually  acidify  the  urine  suf- 
ficiently. Methenamine  in  an  acid  urine 
yields  formaldehyde  in  the  pelvis  of  the  kid- 
ney which  will  often  destroy  the  colon  bacil- 
lus. 

This  drug  is  usually  better  borne  by  the 
stomach  than  our  newer  urinary  antiseptics. 
The  individual  taking  urotropin  must  also 
be  watched  however,  and  the  urine  examined 
regularly.  I have  seen  on  rare  occasions, 
hematuria  from  urotropin  but  only  when  the 
patient  had  been  taking  large  doses  for  some 
time. 

DRAINAGE 

One  must  not  forget  with  the  use  of  these 
newer  urinary  antiseptics  that  drainage  is 
still  a very  necessary  thing  in  all  urinary 
tract  infections.  In  upper  urinary  tract  in- 
fections we  do  not  see  these  marvelous 
changes  in  the  urine  unless  there  is  adequate 
drainage.  The  same  is  true  of  bladder  infec- 
tions and  infections  of  the  urethral  adnexae. 
The  infected  prostate  must  be  drained  by 
massage  regularly  and  properly  done,  to  get 
real  results  from  the  antiseptics. 


Before  Baby  Comes* 

H.  L.  KINDRED,  Meadow  Grove,  Nebr. 


No  person  should  attempt  to  address  an  in- 
telligent audience  unless  he  can  do  at  least 
one  of  several  things.  He  should  be  able  to 
(1)  impart  new  information;  or  (2)  rehearse 
that  which  is  already  well  known;  or  (3) 
stimulate  thought  by  asking  questions;  or 
(4)  bore  his  audience  until  they  take  a good 
nap  and  be  wide  awake  to  appreciate  the  next 
speaker  they  hear. 

It  is  at  least  with  the  hope  of  doing  the 
latter  that  I bring  to  you  my  subject  “Before 
Baby  Comes.” 

The  baby’s  care  begins  not  after  he  ar- 
rives, but  at  the  beginning  of  pregnancy.  So 
it  is  important  for  the  mother  to  consider  her 
own  health  before  as  well  as  after  the  baby 
is  born.  The  rules  are  simple,  but  the  ef- 
fects are  immeasurable. 

Go  to  your  physician  as  soon  as  you  know 
that  you  are  pregnant,  and  at  frequent  and 
regular  intervals  thereafter.  This  is  import- 
ant, because  your  doctor  will  examine  you  to 
determine  your  physical  condition,  and,  based 
upon  his  findings,  he  will  give  you  specific 
advice  to  supplement  the  other  rules  of 
health. 

Try  to  make  this  period  a happy  prepara- 
tion for  the  birth  and  care  of  your  child.  Re- 
member that  pregnancy  is  normal. 

If  one  were  to  read  in  the  newspapers  on 
Mother’s  Day,  “Ten  Thousand  Women  to  Be 
Put  to  Death  in  the  United  States  for  the 
Crime  of  Being  Mothers !”  how  dumbfounded 
we  would  be.  Yet  in  a very  real  sense  that 
gives  a picture  of  the  truth.  For  instance, 
according  to  Dr.  Louis  I.  Dublin,  the  distin- 
guished statistician  of  the  Metropolitan  Life 
Insurance  Co.,  ten  thousand  American  wom- 
en died  in  childbirth  last  year,  who  need 
not  have  died  if  they  had  had  adequate  care. 

The  sobering  record  is  that  20,000  women 
die  in  the  United  States  every  year  from 
causes  related  to  childbirth — the  highest  rec- 
ord of  any  progressive  nation. 

I repeat:  In  these  United  States,  known 
throughout  the  earth  for  a prosperity  un- 
equaled in  history,  20.000  mothers  die  each 
year  in  childbirth.  The  richest  country  in 
the  world,  we  have  its  highest  maternity 
death  rate. 

^Presented  before  the  Sorosis  Club,  Meadow  Grove,  Nebr. 
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Following  close  upon  this  record,  we  are 
fifth  in  those  nations  claiming  a high  state 
of  civilization  whose  infant  mortality  rate 
has  reached  alarming  proportions.  Each 
year  100,000  of  our  babies  are  born  to  die 
within  their  first  month. 

These  figures  are  not  figments.  They  are 
facts — the  result  of  the  able  research  and 
computation  of  the  Bureau  of  Census  of  the 
Department  of  Commerce,  the  Children’s  Bu- 
reau of  the  Department  of  Labor,  the  Ameri- 
can Child  Health  Association,  the  Maternity 
Associations,  Incorporated,  and  other  agen- 
cies whose  faithful  purpose  it  is  to  give  to 
every  child  and  to  the  mother  who  bears  it  a 
chance  for  a full  and  abundant  life. 

That  we  are  so  far  from  our  ideal,  accord- 
ing to  constituted  authorities,  is  due  but  to 
one  cause — our  inadvertency  in  providing 
proper  care  for  mothers,  before,  during  and 
after  childbirth,  and  for  babies  during  their 
first  tender  weeks.  And  this  neglect,  as  well 
as  the  figures  quoted,  applies  not  to  any  one 
class,  but  to  the  rich,  those  of  medium 
means,  and  to  the  poor,  to  the  white  and  to 
the  colored ; to  the  native-born  and  to  the  al- 
ien; to  those  of  the  cities  and  of  the  rural 
districts  alike. 

An  infant,  to  be  well  born,  must  have  a 
strong  background.  The  proper  setting  for 
a strong,  wellborn  babe  must  be  from  two 
strong,  healthy  parents.  Many  have  thought 
that  to  train  the  little  one,  the  mother  must, 
during  pregnancy,  think  and  act  in  the  very 
way  she  wishes  her  child  to  do  when  growing 
up.  It  is  very  true  that  all  that  helps,  yet 
we  see  the  reverse  much  oftener. 

The  nausea  and  vomiting  of  pregnancy  at 
times  make  the  mother  discouraged  and  de- 
spondent. Motherhood  seems  a burden,  and 
hatred  comes  into  her  heart  toward  the  little 
one.  This  hatred  grows,  and  when  the  child 
arrives,  the  mother  feels  that  the  task  of  its 
care  is  way  beyond  her.  She  does  not  experi- 
ence that  real  joy  that  motherhood  should 
bring  her.  I have  seen  many  patients  do  se- 
rious harm  to  the  child  by  their  own  dis- 
couragement and  hatred  of  their  own  condi- 
tion. The  growth  of  a babe  begins  right  aft- 
er conception,  and  when  the  mother  refuses 
to  eat  and  nourish  the  fetus,  it  must  show 
improper  development  later  on. 
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I think  of  many  cases  at  this  moment.  One 
was  a patient  who  was  so  nauseated  that  she 
ate  no  food,  only  drank  a little  orange  juice 
and  ice  water  occasionally.  Everything  was 
refused  because  she  was  nauseated.  The  re- 
sult was  an  improperly  developed  baby.  This 
same  experience  is  repeated  again  and  again. 

The  child  grows  from  one  inch  to  three 
inches  from  the  second  to  the  third  month, 
and  must  have  good  blood,  clean  and  pure. 
It  needs  oxygen,  proteins,  carbohydrates, 
water,  salts,  vitamins,  and  all  these  come 
from  the  mother’s  blood.  If  she  fills  her  sys- 
tem with  poison  by  not  allowing  proper  elim- 
ination, that  effete  matter  is  carried 
through  the  circulatory  system  to  the  child. 
What  can  one  expect  of  the  results  to  the  tiny 
infant  depending  upon  her.  Food  is  almost 
more  important  in  the  first  three  months 
than  in  the  last  six  months,  and  right  food 
is  also  very  important. 

I have  in  mind  again  a young  woman  who 
immediately  after  marriage  engaged  in  all 
kinds  of  sports — boating,  swimming,  tennis, 
mountain  climbing,  not  knowing  she  was 
pregnant.  She  was  happy  and  contented,  and 
her  babe,  when  born,  was  a robust  little  crea- 
ture. I would  not  advise  such  a strenuous 
program  for  a pregnant  woman  during  her 
first  three  months.  At  times  it  may  end  in 
disaster.  A quiet,  consistent  life  is  much 
better. 

Physicians  often  have  no  opportunity  to 
counsel  the  mother  in  her  very  early  months 
of  pregnancy,  for  the  patient  seldom  comes 
for  counsel  until  she  is  several  months  ad- 
vanced in  pregnancy.  Occasionally  a woman 
comes  as  soon  as  she  has  the  first  suspicion 
of  her  condition,  and  then  advice  can  be  given 
as  to  her  care,  food,  exercise,  etc. 

Some  years  ago  I held  the  view  that  the 
early  training  and  early  environment  of  chil- 
dren was  the  one  all  essential  in  the  develop- 
ment of  their  characters.  I have  had  to  mod- 
ify my  early  belief,  and  have  been  forced  to 
recognize  that  heredity  holds  a most  import- 
ant part  in  the  training  of  children  and  their 
future  success  or  failure  in  life — that  the 
sins  of  the  fathers  are  still  being  visited  upon 
their  children,  and  that  they  suffer  the  result 
of  these  sins.  It  is  all  too  true  that  “man  is 
an  omnibus  in  which  ride  all  of  his  ances- 
tors.” In  other  words,  we  inherit  the  traits 
of  character  possessed  by  our  ancestors,  both 
their  virtues  and  their  vices.  It  was  a com- 
mon saying  in  Bible  times,  “The  fathers  have 
eaten  sour  grapes  and  the  children’s  teeth 


are  set  on  edge.”  And,  “as  is  the  mother,  so 
is  the  daughter.”  In  our  day  when  we  ob- 
serve the  characteristics  of  the  father  in  the 
son,  we  say,  “He  is  a chip  off  the  old  block.” 
The  evil  tendencies  and  weaknesses  the  fath- 
ers fail  to  conquer,  the  children  have  to 
reckon  with. 

“What  sort  of  ancestor  am  I going  to 
make?”  is  a question  every  young  man  and 
every  young  woman  should  occasionally  ask 
himself  or  herself.  No  one  liveth  unto  him- 
self. What  we  do  today  and  tomorrow  and 
keep  on  doing  throughout  the  year,  helps  to 
make  or  unmake  true  manhood  and  woman- 
hood. No  child,  if  it  had  its  say  in  the  mat- 
ter, with  the  knowledge  men  possess,  would 
by  choice  be  the  offspring  of  a man  who  is 
addicted  to  drink.  Neither  would  it  select  a 
drug  or  a cigarette  fiend  for  its  mother  or 
father.  Let  me  suggest  that  it  is  more  im- 
portant for  mothers  to  visit  their  doctors 
during  the  first  three  months  of  their  preg- 
nancy than  at  any  subsequent  period. 

In  all  the  160  years  of  American  history 
only  244,000  American  soldiers  have  been 
killed  on  the  field  of  battle  or  died  from 
wounds  obtained  while  fighting  in  our  wars. 
In  the  past  25  years,  more  than  375,000 
American  mothers  have  died  from  causes  as- 
sociated with  the  American  record  of  the 
highest  maternal  death  rate  in  the  world — 
save  Scotland’s — has  remained  constant.  If 
women  can  be  made  to  understand  that  pre- 
natal care  is  urgent  in  the  second  or  third 
month  instead  of  the  seventh,  where  records 
prove  it  usually  begins,  then  a tremendous 
advance  will  have  been  made  towards  reduc- 
ing American  maternal  mortality. 

I have  practiced  medicine  here  since  June 
23rd,  1893.  I have  had  over  2,700  baby  cases. 
I have  a book  containing  the  names  of  the 
parents.  I want  to  warn  pregnant  mothers 
of  the  real  need  of  urine  examinations  at 
very  short  intervals.  I have  had  in  all  this 
number  of  births,  only  four  deaths  and  all 
four  from  albuminurea. 

Intelligent  supervision  of  pregnancy  de- 
mands a complete  history  of  all  illnesses  from 
which  the  patient  has  suffered  previous  to 
the  pregnancy;  a thorough  physical  examina- 
tion to  ascertain  the  presence  of  any  organic 
lesion;  a detailed  description  of  habits  and 
circumstances  under  which  the  patient  exists 
at  present.  Then  teach  the  rules  of  hygiene 
to  be  observed  in  pregnancy,  modifying  and 
emphasizing  the  normal  rules  to  fit  the  need 
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of  each  individual  case.  Cooperation  of  the 
patient  is  most  essential  and  is  more  easily 
obtained  if  she  has  a complete  understanding 
and  knowledge  of  why  she  must  do  certain 
things.  Very  few  patients,  in  normal  health, 
cooperate  to  their  full  extent  if  told  dogmati- 
cally to  do  this  or  do  that,  but  if  they  have 
a reasonable  understanding  of  what  they  are 
trying  to  accomplish  you  will  find  them  very 
responsive.  This  knowledge  of  hygiene  is 
best  given  in  a personal  interview. 

Blood  pressure  and  urinalysis  should  be 
made  at  every  visit.  These  visits  should  be 
two  weeks  apart  up  to  the  last  trimester, 
then  weekly.  In  all  cases  where  mothers  en- 
gage me  to  wait  upon  them  when  confined,  I 
furnish  them  a test  tube  and  a small  bottle 
of  acetic  acid  and  show  them  how  to  test 
their  urine.  Take  about  3 drams  of  urine  in 
test  tube,  add  one  drop  of  the  acid,  then  boil. 
If  it  boils  clear  all  is  well,  but  if  it  boils 
cloudy  all  is  wrong,  and  for  them  to  bring  me 
in  a sample  at  once,  and  in  this  way  it  is 
made  known  their  condition,  and  can  combat 
it  while  there  is  yet  time  before  a convulsive 
state  has  been  reached.  I require  them  to 
examine  their  urine  every  week  for  the  first 
few  months  and  every  two  days  later,  and  in 
this  way  am  never  bothered  with  a mother 
in  convulsions. 

I am  sure  if  the  States  would  pass  a law 
that  all  doctors  were  required  to  report  all 
pregnancies  to  the  State  or  Federal  Govern- 
ment and  in  turn  then  the  government  could 


circularize  these  patients  with  the  dangerous 
necessity  of  testing  the  urine,  we  could  at 
once  lower  the  death  rate  of  mothers  and 
babies  100%  or  more. 

It  is  safe  to  say  that  if  the  oncoming  gen- 
eration understands  these  problems  before 
they  are  married — knows  that  good  medical 
care  is  essential,  knows  how  to  get  good  care 
— we  may  expect  a greatly  reduced  maternal 
death  rate,  for  knowledge  spreads  concern, 
and  concern  will  cause  a demand  for  good 
medical  care  for  every  mother. 

Our  Government  is  always  putting  every 
effort  forward  to  save  the  lives  of  mothers 
and  their  babies  but  I contend  if  they  will 
put  half  their  efforts  to  having  the  urine  of 
pregnant  women  tested,  they  will  save  most 
of  the  22%  which  in  their  report  is  the  cause 
of  38%  of  the  deaths. 

I claim  that  the  doctor  should  charge 
enough  for  obstetric  cases  that  the  prenatal 
care  should  include  this  urinalysis  every  few 
days,  without  making  a charge  each  time  the 
patient  comes  to  the  office. 

Far  better  that  the  Government  subsidize 
these  doctors  in  lieu  of  the  paltry  few  dollars 
they  receive  for  this  minutes  work,  I claim  it 
is  a crime  for  any  doctor  to  accept  or  allow 
himself  to  be  engaged  for  a case  if  he  is  not 
able  to  teach,  and  impress  on  the  patient  and 
throw  a cloak  of  security  around  her  in  her 
ordeal. 


Encephalitis  Types  and  Treatment"' 

H.  A.  WIGTON,  M.  D. 

Omaha. 


The  frequency  with  which  inflammatory 
conditions  of  the  brain  and  spinal  cord  pre- 
sent themselves  for  diagnosis  warrants  some 
attention  at  this  time.  The  patient  in  ques- 
tion may  have  fever,  chills,  neck  rigidity, 
sensitive  back,  headache,  vertigo,  confusion, 
disorientation,  and  some  delirium.  The 
tongue  may  be  furred  and  the  breath  foul. 
There  may  be  neurological  findings  such  as 
eye  muscle  weakness,  deafness,  optic  neur- 
itis, change  in  deep  reflexes,  twitchings  or 
convulsions,  presence  of  Babinski  or  clonus, 
tremors,  to-and-fro  movements  of  the  hands, 
speech  defects,  incoordination  of  the  muscles 
of  arms,  and  choreiform  movements.  Have 
we  poliomyelitis  to  deal  with,  meningitis,  en- 

♦Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1938,  Omaha. 


cephalitis,  early  brain  abcess?  The  history 
in  order  of  time  of  development  of  symptoms 
is  important.  The  existence  of  an  epidemic, 
season  of  the  year,  history  of  exposure,  all 
should  be  considered.  One  is  helped  by  look- 
ing at  the  cerebrospinal  fluid  and  determin- 
ing the  pressure  and  serology.  But  an  ex- 
amination of  the  eyegrounds  comes  before 
spinal  tap,  to  rule  out  the  remote  possibility 
of  a brain  tumor  which  would  contraindicate 
a lumbar  puncture.  In  our  hypothetical  case 
with  meningitis  and  poliomyelitis  ruled  out 
and  encephalitis  decided  upon  as  a diagnosis, 
we  are  still  some  ways  from  the  real  diag- 
nosis. 

As  a general  rule,  a diagnosis  should  con- 
sist of  (a)  Anatomical  localization,  (b)  Syn- 
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drome  or  symptom  complex,  (c)  Disease 
proper.  Encephalitis  or  encephalomyelitis 
stands  for  the  symptom  complex.  The  dis- 
ease proper  is  especially  important  to  deter- 
mine, for  the  treatment  varies  according  to 
the  basic  disease. 

Now  and  then  epidemics  of  encephalitis 
have  occurred  in  this  community  while  spor- 
adic cases  may  be  looked  for  at  almost  any 
time.  Cases  of  fatal  encephalitis  in  children 
have  occurred  recently  during  an  outbreak 
of  Eastern  equine  encephalomyelitis  in  Mas- 
sachusetts. Eastern  equine  virus  has  been 
isolated  from  one  of  these  human  cases  as 
reported  by  Fothergill,  Dingle,  Farber  and 
Connerley(1).  Webster  and  Wright  of  the 
Rockefeller  Institute  for  Medical  Research, 
New  York,  have  confirmed  their  results  in 
additional  cases(2).  This  form  is  different 
from  the  St.  Louis  type  of  encephalitis  and 
the  St.  Louis  type  has  been  shown  to  be  dif- 
ferent from  the  Japanese  B form.  Epidemic 
encephalitis  therefore  is  not  the  best  name 
for  encephalitis  lethargica  because  the  St. 
Louis  type  and  the  Japanese  B form  are  also 
epidemic  in  nature. 

Other  forms  of  encephalitis  arise  from 
many  different  causes.  Numerous  infec- 
tious disorders  such  as  influenza,  scarlet 
fever,  chorea,  pneumonia,  tonsillitis,  dysen- 
tery, mumps,  erysipelas,  puerperal  sepsis, 
bacteremic  endocarditis,  tuberculosis,  vacci- 
nation for  small  pox,  and  syphilis,  immediate- 
ly precede  or  occur  simultaneously  with  an 
attack  of  encephalitis.  Trauma,  extraction 
of  septic  teeth,  arsenical  poisoning  and  car- 
bon monoxide  poisoning  are  occasional 
causes. 

The  encephalitides  may  be  divided  into  two 
groups.  The  suppurative  group  includes  in- 
flammatory conditions  terminating  in  abcess. 
The  non-purulent  group  is  the  larger  and  in- 
cludes acute  hemorrhagic  encephalitis  from 
numerous  infections,  encephalitis  lethargica, 
the  St.  Louis  type,  Japanese  B type  and 
Eastern  equine  encephalomyelitis. 

The  encephalitis  lethargica  type  may  be 
further  divided  into  the  hemiplegic  form,  the 
Parkinsonian  syndrome,  the  oculo-lethargic, 
the  cerebellar,  the  spinal  neuritic,  the  chorei- 
form and  the  psychotic  form.  These  are  bet- 
ter recognized  in  the  chronic  states  although 
acute  conditions  give  a warning  of  the  local- 
izing symptoms  to  come.  Foster  Kennedy 
has  described  spinal  types  with  flaccid  par- 


alysis also,  a neuronitis  form  with  fever,  fa- 
cial paralysis  and  symptoms  of  polyneuritis 
with  involvement  of  spinal  roots  and  ganglia. 

The  St.  Louis  type  is  prone  to  affect  elder- 
ly people,  sometimes  simulating  comatose 
states  of  chronic  alcoholism  and  of  certain 
kidney  disorders.  Somnolence  is  common 
but  the  mental  state  is  more  that  of  semi- 
coma. The  patient  when  aroused  does  not 
gain  the  mental  clearness  noted  in  encepha- 
litis lethargica.  Encephalitis  as  a whole  is 
more  common  in  the  young  than  in  the  old 
with  the  exception  of  the  acute  form  occur- 
ring in  the  senile,  leading  to  confusion  and 
unrest. 

Charles  M.  Swab(3)  within  the  year  has 
called  attention  to  the  serious  involvement  of 
the  central  nervous  system  after  mumps. 
The  chances  of  recovery  in  such  cases  are 
favorable  with  the  exception  of  the  inflam- 
mation attacking  the  auditory  and  optic 
nerves.  Prompt  treatment  by  spinal  drain- 
age repeated  from  time  to  time,  use  of  con- 
valescent serum,  and  dehydration  by  fever 
therapy  are  advocated. 

No  doubt  many  errors  in  diagnosis  are 
made  by  calling  a true  encephalitis  something 
else.  For  example  in  one  case  a sudden  at- 
tack of  hemiplegia  with  death  within  two 
days,  followed  the  extraction  of  a tooth. 
The  neurological  findings  of  an  intracranial 
hemorrhage  seemed  plain.  At  autopsy  how- 
ever, there  were  no  signs  of  hemorrhage  or 
gross  thrombosis  but  there  were  found  peri- 
vascular infiltrations  in  one  cerebral  hemi- 
sphere on  the  side  opposite  to  the  hemiplagia. 

The  same  difficulty  is  met  when  encepha- 
litis simulates  brain  tumor.  Prominent  among 
the  symptoms  are  severe  headaches  with 
spells  of  nausea.  Moderate  choked  discs  may 
be  present.  If  an  epidemic  is  on  at  the  time 
there  is  less  danger  of  error  in  diagnosis. 

While  there  is  no  specific  treatment  as  yet 
accepted  by  the  profession,  there  is  much 
that  can  be  done  for  the  patient.  Rest  in 
bed,  hydrotherapy  in  the  way  of  hot  packs, 
warm  baths  and  salicylates  are  of  value. 
Hypertonic  glucose  or  sucrose  100  cc.  of  a 
50%  solution  tends  to  clear  up  mental  con- 
fusion. A spinal  tap  is  done,  first  for  diag- 
nostic purposes  and  repeated  at  intervals  to 
reduce  cerebrospinal  pressure.  Treatment 
otherwise  is  symptomatic  as  for  example  in 
urinary  retention,  benefit  is  obtained  by  the 
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use  of  mecholyl  bromide  in  0.2  gm.  doses. 
One  or  two  tablets  may  be  given  three  times 
a day.  Mecholyl  chloride  can  be  used  sub- 
cutaneously. This  drug  is  a parasympathe- 
tic stimulant.  Neoprontosil  is  not  supposed 
to  be  of  value  in  virus  diseases.  For  chorei- 
form movements,  cold  wet  packs  may  be  tried 
as  well  as  magnesium  sulphate  in  4 cc.  doses 
of  a 25%  solution  injected  intramuscularly. 

In  the  chronic  cases  where  rigidity  and 
tremor  persists,  hyoscine  hydrobromide, 
stramonium  and  gelsemium  are  all  efficient 
when  pushed  to  effect.  The  so-called  Bul- 
garian treatment  for  Parkinsonian  syn- 
dromes consists  of  the  use  of  the  root  of  sol- 
anacea,  mainly  belladonna,  grown  in  Bul- 
garia. This  is  macerated  in  white  wine  con- 
taining 10%  alcohol.  In  the  treatment  one 
starts  with  a small  dose  two  to  three  cc.  at 
night  increasing  daily  until  10  or  20  times 
that  dose  is  reached.  The  diet  is  largely 
vegetarian  with  no  alcohol,  coffee  or  spices. 
Tobacco  is  also  forbidden. 

Benzedrine  sulfate  (amphetamine  sulfate) 
10  mg.  up  to  100  mg.  per  day  increases  the 
output  of  energy,  causes  the  disappearance 
of  drowziness,  lessens  muscular  rigidities  and 
controls  to  some  extent  the  oculogyric  crises 
when  they  occur.  Some  dislike  the  effects 
of  benzedrine  so  much  that  it  may  not  prove 
a satisfactory  drug  although  it  renders  one 
more  wide-awake. 

In  the  atropine  treatment  of  Parkinsonism 
the  beginning  dose  may  be  0.5  mg.  increasing 
by  0.5  mg.  each  day  until  improvement  oc- 
curs or  until  toxic  symptoms  become  defi- 
nite. The  toxic  symptoms  of  the  whole  bella- 
donna group  are  shown  in  dryness  of  the 
mouth,  blurring  vision  and  a characteristic 
delirium.  When  tinture  of  stramonium  is 
used,  30  minims  three  times  a day  may  be 
given  increased  by  three  minims  per  dose  un- 
til dryness  of  the  mouth  is  complained  of. 
If  toxic  symptoms  continue  the  dosage  may 
be  cut  down  considerably  and  then  built  up 
again.  Teaspoonful  doses  are  well  tolerated 
by  the  average  adult  if  worked  up  to  gradual- 
ly. The  amount  of  rigidity  and  tremor  is 
the  measure  for  regulating  the  size  of  the 
dose. 

Certain  behavior  problems  occur  in  the 
course  of  chronic  encephalitis  in  children 
where  a peculiar  facetiousness  is  associated 
with  slight  mental  retardation.  For  ezample, 
a very  natural  boy,  of  age  12,  after  an  attack 


of  encephalitis  lethargica  in  a playful  mood 
put  jam  in  his  father’s  coat  pocket,  not  once 
but  many  times.  Punishment  had  no  effect. 
For  this  type  of  syndrome  bulbocapnine  phos- 
phate is  recommended.  Tabloid  hypodermic 
bulbocapnine  phosphate  0.1  gm.  may  be  giv- 
en three  times  a day  hypodermically  or  oral- 
ly. The  result  to  be  expected  is  improvement 
in  behavior.  Some  drowsiness  may  be  noted 
after  the  administration  of  the  drug.  The 
drug  is  said  to  depress  the  basal  ganglia  with 
little  if  any  action  on  the  cerebral  cortex. 

Inasmuch  as  encephalitis  has  been  preva- 
lent among  horses  much  interest  has  been  ex- 
pressed in  the  possibility  that  it  is  respon- 
sible for  human  encephalitis.  Since  this  is 
now  proven  to  be  true  in  some  cases  it  is  to 
be  hoped  that  special  preparations  will  be 
found  both  protective  and  curative.  Rose- 
now  of  the  Mayo  Foundation  is  producing  an 
encephalitic  anti-streptococcal  serum  which 
appears  to  have  curative  effects  in  the  cases 
the  Mayo  Clinic  have  studied  in  horses  and  in 
man.  A skin  test  is  first  made.  If  there  is 
a characteristic  area  of  hyperemia  10  min- 
utes after  the  injection,  with  no  indication  of 
serum  sensitiveness  within  15  minutes  to 
one-half  hour,  10  cc.  of  the  serum  may  be 
given  intramuscularly  for  the  first  injection. 
This  may  be  continued  twice  daily  for  four  to 
six  days.  The  dose  may  need  to  be  increased 
by  1 cc.  up  to  20  cc.  twice  daily.  It  is  of 
course  proper  that  this  be  given  as  early  in 
the  course  of  the  disease  as  possible.  In  the 
first  epidemic  of  encephalitis  lethargica  fol- 
lowing the  World  War  a serum  was  put  out 
by  Rosenow  and  made  use  of  by  many  Omaha 
physicians.  Results  obtained  were  quite 
prompt  in  the  reduction  of  fever  and  acute 
symptoms.  However  it  seemed  to  have  no 
effect  whatever  in  the  prevention  of  the 
chronic  forms,  so  that  the  Parkinson  syn- 
drome was  as  frequent  and  as  severe  follow- 
ing the  use  of  serum  as  when  no  serum  treat- 
ment was  used.  It  is  to  be  hoped  that  the 
new  encephalitic  serum  of  Rosenow’s  will  ful- 
fill its  promise  of  something  in  advance  of 
former  treatment.  At  least  new  impetus  has 
been  added  to  the  studies  of  virus  diseases 
and  the  treatment  of  encephalitis  should  be- 
come another  example  of  recent  advances  in 
Neurology. 

REFERENCES 

1.  New  England  Jour.  Med.,  Sept.  22,  1938. 

2.  Science,  Sept.  30,  1938. 

3.  Archives  of  Opthalmology,  June,  1938. 


Some  Medicolegal  Aspects  of  Heart  Disease" 

B.  CARL  RUSSUM,  M.  D. 

From  the  Department  of  Pathology,  Creighton  University  School  of  Medicine, 

Omaha,  Nebraska 


The  questions  asked  the  doctor  on  the  wit- 
ness stand  often  differ  greatly  from  those 
he  must  consider  in  diagnosing  and  treating 
a patient  with  heart  disease.  At  the  bedside 
he  is  concerned  with  symptoms,  signs  and 
treatment.  Rheumatism,  streptococcus  vir- 
idans,  syphilis,  hypertension  and  coronary 
disease  are  in  the  foreground  when  the 
cause  of  the  heart  condition  is  considered. 
He  usually  gives  minor  attention  to  such 
etiological  factors  as  direct  or  indirect  trau- 
ma or  other  factors  alleged  to  have  caused 
the  heart  disease  or  the  decompensation. 

Habitually  the  doctor  does  not  think  of 
medicolegal  possibilities.  A detailed  con- 
sideration and  recording  of  the  entire  set 
of  circumstances  surrounding  the  onset  of 
the  cardiac  symptoms  is  rare,  yet  it  is  this 
very  situation  he  must  carefully  consider  in 
his  appearance  later  as  a witness,  when  the 
patient  or  his  heirs  sue  because  an  accident 
is  alleged  as  the  cause  of  the  heart  disease. 

The  law  is  not  satisfied  usually  with  objec- 
tive statement  of  fact  by  the  physician. 
Usually  the  doctor  is  asked  for  opinion  based 
upon  his  own  observations  or  hypothetical 
questions.  In  many  instances  the  questions 
are  not  those  usually  considered  in  the  diag- 
nosis and  treatment  of  the  heart  case.  They 
often  deal  with  possibilities,  probabilities  and 
evaluations  not  strictly  scientific  and  in  a 
field  where  information  is  not  abundant  and 
principles  are  not  well  established. 

One  of  the  most  important  requisites  for 
appearance  as  a witness  is  proper  prepara- 
tion. This  necessitates  careful  review  of  the 
facts  of  the  particular  case  and  a study  of 
the  literature.  The  medical  man  called  into 
court  should  be  familiar  with  the  types  of 
questions  considered.  He  should  then  base 
his  opinion  on  the  best  available  facts  in  the 
case  and  his  knowledge  of  the  subject  gained 
from  personal  experience  and  study.  His 
knowledge  should  prepare  him  for  cross-ex- 
amination, which  is  often  searching. 

DIFFICULTY  IN  PREPARATION 

I know  of  no  one  source  where  the  physi- 
cian can  find  detailed  discussion  of  the  ques- 
tions raised  in  similar  medicolegal  cases,  al- 
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though  White’s(1>  authoritative  discussion 
of  Heart  Disease  and  Trauma  in  Brahdy  and 
Kahn’s  recent  book  on  Trauma  and  Disease 
offers  an  excellent  background  for  the  whole 
subject.  Medicolegal  manuals  discuss  in 
some  detail  injuries  to  the  heart  and  heart 
disease  as  a cause  of  sudden  death.  Various 
questions  raised  in  the  adjustment  of  claims 
for  compensation  in  injury  are  scarcely 
touched  upon  in  such  manuals,  while  writers 
upon  heart  disease  in  current  medical  liter- 
ature pay  scant  attention  to  heart  condi- 
tions as  a basis  for  legal  disputes.  A few 
scattered  contributions  consider  heart  dis- 
ease from  the  standpoint  of  the  compensa- 
tion commission^),  the  insurance  company^3) 
and  the  industrial  surgeon(4). 

The  above  facts  have  led  me  to  review  the 
medicolegal  literature  for  the  period  1926-35 
and  examine  my  own  material  for  a similar 
period  to  determine  the  questions  of  a medi- 
cal nature  arising  in  such  cases.  In  the  sur- 
vey I have  included  medicolegal  cases  consid- 
ered of  sufficient  importance  to  include  in 
medicolegal  abstracts  in  the  Journal  of  the 
American  Medical  Association,  representing 
all  cases  of  substantial  interest  decided  in 
courts  of  last  resort  in  the  United  States 
during  the  periods  1926-1935.  The  medico- 
legal case  reports  and  articles  in  the  general 
literature  have  been  studied  over  a similar 
period  for  consideration  of  questions  con- 
cerning heart  disease.  My  own  series  in- 
cludes cases  seen  with  coroner’s  physicians 
over  a like  period.  In  all  forty  cases  have 
been  studied  in  the  literature  and  thirty- 
five  personally. 

HEART  DISEASE  AS  MEDICOLEGAL  ENTITY 

Analysis  of  the  above  material  indicates 
that  heart  disease  comes  under  legal  consid- 
eration either  because: 

1.  It  Causes  Sudden  Death  with  No  His- 
tory of  Trauma  or  Other  Insult  to  the  Heart. 

In  this  group  either  moderate  to  advanced 
sclerosis  or  thrombosis  of  the  coronary  ar- 
tery was  the  most  common  finding.  Hyper- 
tensive heart  disease  was  second  in  frequen- 
cy. Other  causes  were  mitral  stenosis,  syph- 
ilitic myocarditis,  arterosclerotic  heart  dis- 
ease, air  embolism  during  pregnancy  or 
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after  delivery,  acute  heart  failure  in  a baby 
with  hypertrophied  heart,  and  acute  heart 
failure  from  undetermined  cause, 

2.  It  Causes  Death  or  Disability  in  a Per- 
son with  a History  of  Direct  or  Indirect 
Trauma.  In  this  group  heart  failure  after 
unusual  effort  was  the  most  common  alleged 
cause  of  death.  Other  causes  were  excite- 
ment, direct  trauma  to  the  body,  unusual  ef- 
fort at  high  altitude,  and  aortic  stenosis. 

3.  It  Is  the  Alleged  Result  of  Causes 
Other  than  Direct  or  Indirect  Trauma  to 
the  Heart.  In  this  group  a variety  of  causes 
of  heart  disease  was  alleged.  They  included 
exposure,  carbon  monoxide  poisoning,  inhala- 
tion of  cement  dust,  ptomaine  poisoning,  in- 
jury to  an  extremity  in  a diabetic  and  in  a 
non-diabetic,  and  head  injury. 

The  cases  in  Group  1 offered  only  the 
problem  of  the  determination  of  the  cause 
of  death.  In  some  cases  it  was  necessary 
to  exclude  gas  poisoning  or  other  factors, 
but  the  questions  raised  were  primarily 
pathological  and  chemical  and  not  those  usu- 
ally encountered  clinically. 

HEART  FAILURE  AFTER  ACCIDENT 

It  is  in  Group  2 that  we  find  the  greatest 
number  of  problems  raised.  Sudden  heart 
failure  following  alleged  accident  provides 
the  largest  number  of  cases  reaching  the 
courts.  The  questions  raised  in  this  group 
are  the  most  numerous  and  a few  cases  will 
be  considered  in  some  detail. 

CASE  REPORTS 

Case  1.  A man  who  had  aortic  regurgita- 
tion became  decompensated  after  an  auto 
accident.  The  principal  questions  put  to  the 
physicians  by  the  court (5)  were  somewhat  as 
follows : 

Did  an  injury  due  to  an  auto  accident  produce  de- 
compensation in  an  aortic  insufficiency? 

What  is  aortic  insufficiency? 

What  is  cardiac  decompensation? 

Could  decompensation  of  an  aortic  insufficiency 
result  from  the  shock  of  an  accident? 

Is  such  a decompensation  permanent  or  tempor- 
ary? 

Was  the  heart  diseased  before  the  injury? 

What  is  the  prognosis  in  aortic  insufficiency? 

Can  a diaphragmatic  pleurisy  develop  within  a few 
hours  as  a result  of  an  auto  accident? 

Case  2.  A laborer  was  struck  by  a flying 
timber  and  severely  injured (6).  He  developed 


a heart  block  soon  after  the  injury.  The 
medical  questions  dealing  with  the  heart 
block  aspects  of  the  case,  were  concerned 
with  the  following: 

How  would  you  diagnose  heart  block? 

Is  heart  block  a serious  condition? 

Could  heart  block  be  caused  by  being  struck  by  a 
timber  ? 

Could  it  be  aggravated  by  being  struck  by  a tim- 
ber? 

What  is  heart  block? 

Can  the  patient  with  heart  block  safely  go  about 
the  street  without  an  attendant? 

Can  heart  block  be  cured? 

Case  3(7).  A miner  was  found  dead  near 
the  end  of  an  air  course  after  leaving  his 
work  within  a mine.  Very  cold  air  was 
blown  through  this  course  from  the  outside 
into  the  mine.  The  temperature  was  eight 
degrees  below  zero  outside.  Autopsy  was 
said  to  reveal  tricuspid  stenosis.  The  medi- 
cal questions  were  concerned  with  the  rela- 
tions of  shock  to  tricuspid  stenosis  and  could 
be  summed  up  as  follows : 

What  is  tricuspid  stenosis? 

Could  it  cause  sudden  death? 

How  could  sudden  exposure  to  a draft  of  very  cold 
air  cause  death  in  a man  with  tricuspid  stenosis? 

Was  the  heart  disease  the  proximate  cause  of 
death  ? 

Was  shock  the  proximate  cause  of  death? 

Was  death  due  to  shock  inhibiting  the  heart? 

Could  such  a cold  draft  cause  shock  and  death  by 
inhibiting  a normal  heart  ? 

GROUPING  OF  QUESTIONS 

Analysis  of  the  few  abstracted  cases  cited 
above,  as  well  as  those  discussed  in  the  re- 
mainder of  the  court  decisions  reported  and 
my  own  cases,  shows  that  the  questions  aris- 
ing can  be  grouped  conveniently  for  the  med- 
ical man  according  to  their  emphasis  upon: 

1.  Definitions: 

Angina  pectoris. 

Aortic  insufficiency. 

Cardiac  decompensation. 

Tricuspid  stenosis. 

The  points  at  issue  did  not  usually  hinge 
around  definitions  of  medical  entities.  In 
one  instance(8)  payment  of  life  insurance  de- 
pended upon  the  definition  of  angina  pec- 
toris. It  was  defined  as  a disease  of  the 
heart  in  the  commonly  accepted  meaning  of 
the  term. 
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2.  Etiology : 

Ptomaine  causing  heart  disease. 

Contaminated  cakes  aggravating  existing 
heart  disease. 

Shock  causing  death  in  presence  of  arterio- 
sclerotic myocardial  disease. 

Over-exertion  and  heat  producing  acute 
heart  failure. 

Shock,  excitement  and  exertion  causing 
failure  of  diseased  heart. 

Excitement  and  over-exertion  in  produc- 
tion of  acute  heart  failure  in  presence  of 
chronic  myocarditis. 

Injury  in  production  of  decompensation  in 
aortic  insufficiency. 

Shock  in  production  of  decompensation  in 
aortic  insufficiency. 

Acute  enlargement  of  heart  with  leaky 
valve,  traumatic. 

Trauma  in  decompensating  valvular  heart 
disease. 

Rheumatism  in  valvular  heart  disease. 

Rheumatism  in  production  of  heart  dis- 
ease. 

Infection  in  production  of  heart  disease. 

Over-exertion  in  acute  heart  failure  with 
pre-existing  organic  heart  disease. 

Exercise  possible  contributing  factor  in 
acute  heart  failure  with  pre-existing  organic 
heart  disease. 

Exercise  probable  contributing  factor  in 
acute  heart  failure  with  pre-existing  organic 
heart  disease. 

Exercise  proximate  cause  in  acute  heart 
failure  with  pre-existing  organic  heart  dis- 
ease. 

Over-exertion  a factor  in  acute  heart  fail- 
ure with  pre-existing  heart  disease. 

Severe  trauma  in  production  of  heart 
block. 

Severe  trauma  in  aggravation  of  heart 
block. 

Exposure  to  temperature  of  refrigerator 
in  production  of  a cold  and  complicating  en- 
docarditis. 

High  altitude  and  over-exertion  in  causing 
acute  cardiac  dilatation. 


High  altitude  and  over-exertion  and  or- 
ganic heart  disease  in  causing  acute  cardiac 
dilatation. 

Sudden  exposure  to  strong  draft  of  cold 
air  in  causing  death  in  a man  with  tricuspid 
stenosis. 

Tricuspid  stenosis  as  proximate  cause  of 
sudden  death. 

Tricuspid  stenosis  plus  shock  from  cold 
air  as  proximate  cause  of  sudden  death. 

Shock  from  cold  air  causing  sudden  death 
when  heart  is  normal. 

Carbon  monoxide  poisoning  in  production 
of  heart  disease. 

Carbon  dioxide  poisoning  in  production  of 
heart  disease. 

The  courts  were  more  concerned  with  the 
etiology  of  a particular  heart  condition  than 
with  any  other  factor,  as  revealed  by  the 
extensive  list  of  questions  on  etiology.  Each 
of  the  questions  listed  had  to  be  answered 
by  one  or  more  individual  physicians  in  the 
light  of  all  the  circumstances  prevailing  in 
the  particular  case,  according  to  evidence  ad- 
mitted. 

Summarizing  the  etiological  factors  urged 
as  a cause  of  acute  heart  failure,  we  find 
them  to  include  shock  from  injury,  over- 
exertion in  heat,  shock  and  excitement  and 
exertion,  injury  to  chest,  rheumatism,  infec- 
tion, exercise,  over-exertion,  exposure  to  low 
temperature,  high  altitude  and  over-exertion, 
tricuspid  stenosis,  shock  from  cold  air,  as 
well  as  carbon  monoxide  and  carbon  dioxide 
poisoning,  alone  or  combined. 

3.  Pathology : 

Septic  endocarditis  with  cerebral  embol- 
ism. 

Tricuspid  stenosis. 

Mechanism  of  congestive  heart  failure  not 
resulting  from  trauma. 

The  courts  were  less  concerned  with  the 
particular  type  of  heart  disease  than  with 
the  determination  of  the  facts  surrounding 
the  heart  failure.  Regardless  of  the  type  of 
heart  disease,  if  heart  failure  follows  what 
could  be  interpreted  as  an  accident  arising 
out  of  and  in  the  course  of  employment,  re- 
covery for  injury  is  the  rule  in  compensa- 
tion cases.  As  a result,  regardless  of  the 
type  and  duration  of  heart  disease  present, 
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the  plaintiff  recovers  for  injury,  while  inter- 
est in  the  particular  type  of  heart  disease 
is  minor.  So,  while  there  was  discussion  of 
the  pathology,  exact  knowledge  of  the  path- 
ology present  was  not  the  most  important 
phase  of  the  cases. 

4.  Symptoms  and  Physical  Signs: 

The  symptoms  and  physical  signs  dis- 
cussed were  those  usually  encountered  in 
heart  failure.  The  time  relation  to  an  al- 
leged injury  was  more  important  than  ex- 
tended discussion  of  symptoms  and  courts 
were  more  interested  in  the  diagnosis  ren- 
dered by  the  clinician  than  in  refinements  by 
which  the  diagnosis  was  reached. 

5.  Diagnosis : 

Acute  heart  failure,  traumatic. 

Acute  heart  failure  from  strain. 

Aortic  insufficiency,  acute  or  chronic. 

Acute  diaphragmatic  pleurisy,  traumatic. 

Heart  block. 

Heart  failure. 

Chronic  myocarditis. 

Although  the  differential  diagnosis  is 
sometimes  difficult  and  neurocirculatory 
asthenia,  as  well  as  cardiac  neurosis  must  be 
ruled  out  before  a diagnosis  of  organic  heart 
disease  is  made,  these  questions  did  not  loom 
large  in  the  cases  reviewed.  Where  diagnos- 
tic questions  were  discussed,  they  centered 
about  the  items  listed  above. 

6.  Prognosis : 

In  aortic  insufficiency,  decompensated 
from  trauma? 

In  aortic  insufficiency? 

In  chronic  endocarditis? 

Is  heart  block  serious? 

Can  patient  go  unattended  on  street  if  he 
has  heart  block  from  trauma? 

Can  heart  block  resulting  from  trauma  be 
cured  ? 

Does  sudden  death  occur  in  tricuspid  sten- 
osis ? 

Prognosis  was  frequently  discussed,  es- 
pecially in  compensation  cases  where  extent 
of  disability  was  considered. 


SUMMARY 

Questions  asked  the  doctor  in  court  differ 
in  their  emphasis  and  content  from  those 
usually  arising  in  caring  for  the  patient. 
Habitually  the  doctor  does  not  think  of  medi- 
colegal possibilities  in  caring  for  heart  dis- 
ease. The  law  is  not  satisfied  with  mere 
objective  statement  of  fact  by  physicians  in 
cases  coming  into  court.  The  questions 
posed  often  deal  with  possibilities,  probabil- 
ities and  evaluations.  There  is  no  easily 
available  source  for  the  physician  to  learn 
the  questions  he  will  probably  encounter  in 
court. 

Forty  cases  of  heart  disease  in  medico- 
legal literature  from  1926-35  and  thirty-five 
cases  in  my  own  files  for  the  same  period 
were  examined  to  determine  the  types  of 
questions  asked  the  physician  in  court  con- 
cerning such  cases. 

Typical  cases  are  cited  briefly. 

A study  was  made  of  the  problems  en- 
countered in  the  entire  group  and  the  ques- 
tions arranged  under  the  subject  headings 
familiar  to  doctors  looking  for  such  informa- 
tion. 

CONCLUSIONS 

The  medicolegal  questions  most  often  aris- 
ing in  connection  with  heart  disease  in  the 
period  1926-35  were  those  concerning  the 
etiology  of  the  condition.  Direct  injury  or 
strain  from  over-exertion  occupied  the  fore- 
ground in  debate.  Acute  heart  failure  from 
over-exertion,  causing  the  failure  of  an  ap- 
parently normal  or  a diseased  heart,  was  the 
condition  commonly  leading  to  trials  before 
Compensation  Commissioners.  The  courts 
were  not  so  much  concerned  with  the  path- 
ology present  as  with  the  possible  relation 
of  accidental  injury  to  the  onset  of  heart 
failure,  regardless  of  the  condition  of  the 
heart  before  the  alleged  injury. 

Refinements  in  diagnosing  the  particular 
type  of  heart  disease  were  relatively  unim- 
portant. Prognosis  was  considered  in  some 
cases,  but  in  most  cases  death  had  occurred 
before  legal  action  was  taken. 

Finally  many  possible  causes  for  heart  dis- 
ease or  failure  in  a heart  already  diseased, 
were  alleged  in  court.  In  the  cases  exam- 
ined the  following  causes  were  considered: 
ptomaine,  shock,  over-exertion,  heat,  excite- 
ment, injury,  rheumatism,  infection,  exer- 
cise, low  temperature,  draft  of  cold  air,  car- 
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bon  monoxide  and  carbon  dioxide,  inhalation 
of  cement  dust  and  head  injury. 
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STAGE  OF  DISEASE  INFLUENCES  PROGNOSIS 

Hilleboe  succeeded  in  tracing  92.7%  of  more  than 
5,000  patients  discharged  from  10  of  the  15  public 
tuberculosis  sanatoria  in  Minnesota  during  the  ten- 
year  period  1926-1936.  Patients  studied  were  about 
equally  divided  between  rural  and  urban  residents. 
Of  the  total  number  about  36%  were  dead  on  dis- 
charge. This  tremendous  loss  gives  some  measure 
of  the  tragic  toll  taken  by  this  disease  even  during 
hospitalization  when  expert  medical  attention  and 
every  facility  for  treatment  are  available.  Living 
and  dead  are  classified,  according  to  stage  of  dis- 
ease, as  shown  approximately  in  Chart  I. 


DISCHARGED  PATIENTS 

Living 

MINIMAL  DOOOOOOOOO 
MOD.  ADV.  DOOOOOOOO 
FAR  ADV.  DOOOO 

Each  circle  = 10%  of  group 

CHART  I 


Dead 

I 

•I 

•••••I 


Stage  of  disease  influences  the  length  of  time 
needed  for  recovery.  In  this  study  all  patients  were 
in  the  sanatorium  for  90  days  or  more.  Living  pa- 
tients, not  including  those  who  were  admitted  more 
than  once  were  classified  according  to  the  average 
length  of  stay  in  the  sanatorium  and  the  stage  of 
the  disease.  Chart  II  pictures  roughly  the  result. 

The  influence  of  stage  of  disease  on  the  condition 
at  the  time  of  discharge  was  studied  and  the  results 


LENGTH  OF  STAY  IN  SANATORIUM 


MINIMAL 
MOD.  ADV. 


FAR  ADV 


Each  rectangle  = I month 


CHART  II 


confirmed  the  observation  that  the  early  case  has 
much  better  chance  of  satisfactory  recovery  than  the 
advanced  case.  The  result  is  summarized  in  Chart 
III. 


CONDITION  ON  DISCHARGE 


Apparently  cured,  arrested 
apparently  arrested  or  quiescent 

MINIMAL  oooooooo 

MOD.  ADV.  DOOOO OO 

FAR  ADV.  DOOOOO 

Each  circle  = 10%  of  group 


Improved  and 
Unimproved 


CHART  III 


The  probabilities  of  dying  from  any  given  disease 
can  be  calculated  by  actuaries  with  a fair  degree  of 
accuracy.  In  a person  with  tuberculosis  the  risk  of 
dying  is  increased  and  this  risk  is  in  direct  ratio  to 
the  stage  of  disease  as  shown  in  Chart  IV. 


RISK  OF  DYING  INCREASED  BY  TUBERCULOSIS 


The  "normal  risk"  of  dying,  represented  by  the  single 
square,  is  based  on  actuarial  tables  of  the  general  public 

CHART  IV 

“Statistical  study  of  comparative  mortality  in  dis- 
charged patients  gives  valid  proof  of  the  soundness 
of  many  clinical  concepts  regarding  the  disease. 
After  all,  one  of  the  real  values  of  statistics  is  to 
confirm  the  impressions  of  sound  clinicians.  Bene- 
ficial effects  of  early  diagnosis  of  serious  pulmonary 
tuberculosis  lesions  are  reflected  in  the  smaller  risk 
of  dying  on  the  part  of  the  minimal  cases  in  com- 
parison with  the  more  advanced  cases  during  the 
dangerous  first  five  years  after  discharge.  Tuber- 
culosis must  be  diagnosed  early.” 

Follow-up  Study  of  Patients  Discharged  From  Tuberculosis 
Sanatoria.  H.  E.  Hilleboe,  M.  D..  Transactions  of  the  Thirty- 
fourth  Annual  Meeting  of  the  National  Tuberculosis  Associa- 
tion, 1938. 
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I EDITORIAL 

ON  TO  GRAND  ISLAND 

The  seventy-first  annual  session  will  open 
on  May  2nd  and  will  last  through  the  4th. 
The  program  has  been  well  arranged  and 
will  prove  refreshing  to  all  who  may  attend. 

Grand  Island  is  centrally  located  and 
should  prove  an  ideal  spot  for  physicians  to 
drop  the  routine  and  come  down  to  exchange 
thoughts  and  ideas  on  the  professional,  so- 
cial and  economic  phases  of  medicine.  Those 
interested  in  sports  are  invited  to  come  the 
day  before  the  session  opens  and  participate 
in  golf  and  trap  shooting.  These  latter  ac- 
tivities are  becoming  more  popular  each  year 
and  it  is  hoped  that  Grand  Island  being  at  a 
convenient  geographical  location  in  the  state 
will  attract  a good  many  of  the  members 
from  the  more  distant  sections.  These  are 
turbulent  times  and  it  will  do  one  good  to 
escape  from  the  monotony  of  routine  and 
come  to  interchange  ideas  and  information 
with  his  fellow  practitioners. 


A CAMPAIGN  AGAINST  DIPHTHERIA 

In  many  sections  of  the  state,  medical  so- 
cieties have  been  influential  in  spreading  the 
gospel  for  immunization  against  diphtheria. 
The  campaign  is  proving  successful,  thanks 
to  the  cooperation  of  the  various  civic  groups 
in  the  communities. 

That  diphtheria  is  a preventable  disease  is 
a fact  as  evidenced  by  its  entire  absence  for 
several  years  in  communities  where  the  im- 
munizations have  been  practiced  for  some 
time.  However,  in  our  effort  to  make  im- 
munizations available  to  all  who  would  be 
immunized,  one  factor  must  be  constantly 
borne  in  mind  in  connection  with  the  pre- 
ventive program.  The  process  as  applied  in 
most  of  the  communities  consists  of  the  in- 
jection of  one  or  two  doses  of  toxoid.  The 
danger  of  assuming  that  immunity  is  present 
by  the  mere  token  of  the  injection  is  well 
known  to  most  physicians  who  have  observed 
the  disease  in  children  who  have  received 
toxoid  previously.  Obviously  the  innocula- 
tion  itself  is  no  proof  of  immunity.  While 
at  the  present  time  we  remain  satisfied  if  we 
can  influence  the  population  to  resort  to  the 
administration  of  toxoid,  we  must  recall  that 
only  the  Schick  test  is  the  criterion  for  sus- 
ceptibility or  immunity,  depending  on  the 
positive  or  negative  findings  following  the 
intradermal  administration  of  diphtheria 
toxin. 
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Dr.  A.  L.  Miller 

( of  Kimball ) 


The  Incoming  President  of 
The  Nebraska  State  Medical 
Association 


Dr.  Miller  was  born  on  a Nebraska  homestead,  Pierce  Coun- 
ty, Nebraska,  May  24,  1892.  Attended  the  country  schools,  and 
graduated  from  the  Plainview  High  School,  1911.  Taught  for 
two  years  in  a country  school.  Attended  University  of  Nebraska 
for  one  year.  Graduated  from  the  Loyola  University  School  of 
Medicine  in  Chicago,  1918.  Interneship  at  Frances  Willard  Hos- 
pital, Chicago.  Has  taken  post-graduate  work  in  New  York  City, 
Mayo’s,  Chicago,  and  Europe.  Fellow  American  College  of  Sur- 
geons. Located  in  Kimball  County,  Nebraska,  1919 ; owns  and 
operates  the  Kimball  Hospital. 

He  worked  his  way  through  high  school,  doing  odd  jobs. 
While  a medical  student  at  Chicago  he  worked  as  extern  in  the 
receiving  room  of  the  Cook  County  Hospital  from  11:00  at  night 
until  7 :00  in  the  morning  for  three  years. 

He  is  Past  Commander  of  local  American  Legion;  past 
Mayor  of  Kimball ; past  President  of  Service  Clubs ; District  Gov- 
ernor of  Lions  Clubs  in  Nebraska;  member  of  the  school  board; 
member  of  the  first  unicameral  legislature. 

In  last  ten  years  Dr.  Miller  visited  every  state  in  the  United 
States,  and  made  two  trips  to  Europe,  one  completely  around  the 
world,  visiting  Japan,  China,  and  India.  He  has  visited  in 
Alaska,  Mexico,  Canada,  Newfoundland,  and  a trip  to  South 
America  this  winter.  He  is  married,  has  one  boy. 
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Physicians  must  be  constantly  on  guard 
and  not  overlook  clinical  diphtheria  in  spite 
of  the  injection  of  the  toxoid.  That  the  tox- 
oid administration  to  large  groups  of  chil- 
dren will  ultimately  stamp  out  the  disease  is 
a hope  in  which  we  may  all  indulge.  How- 
ever, mere  innoculation  must  not  be  consid- 
ered as  100%  immunization. 


ANNOUNCEMENTS 


Fifth  Annual  Golf  Tournament  at  the 
Grand  Island  Riverside  Club 

May  1,  1939,  2:00  p.  m. 

This  tournament  will  be  unique  in  that  it 
will  be  a battle  royal  between  those  players 
accustomed  to  sand  greens  versus  those 
skinny  players  used  to  bent  grass. 

Prizes  are  being  donated  by  the  largest 
drug  firms  listed  on  the  New  York  board 
and  by  some  local  merchants.  A big  turn- 
out is  expected  for  this  event.  Dr.  F.  D. 
Ryder  of  Grand  Island  is  in  charge  of  ar- 
rangements; make  yours  early. 

Trap  Shoot  at  the  Grand  Island 
Gun  Club 

The  annual  trap  shoot  will  be  held  May  1, 
at  1:00  p.  m.  at  the  Grand  Island  Gun  Club. 
Make  your  arrangements  for  this  event 
through  Dr.  E.  A.  Watson,  Grand  Island. 

The  program  is  all  laid  out  and  well  pre- 
pared. The  shoot  will  be  held  on  the  grounds 
of  the  Grand  Island  Gun  Club  commencing 
promptly  at  1:00  p.  m.  Targets  will  be 
thrown  for  two  cents  apiece  and  Mr.  Jess 
Randall  of  Grand  Island  will  be  in  general 
charge  of  the  traps  and  the  handicapping. 
The  championship  event  will  be  the  first 
event  shot  and  will  consist  of  fifty  targets 
at  sixteen  yards.  All  other  events  will  be 
handicap  events  with  the  handicap  being- 
based  on  the  scores  made  in  the  champion- 
ship event.  The  Committee  has  a large  num- 
ber of  trophies  and  prizes  to  be  awarded  in 
the  competition  and  the  handicaps  will  be  ar- 
ranged as  to  give  the  poorest  shooter  as  good 
an  opportunity  as  possible  when  competing 
with  the  good  shooter.  The  dinner  in  the 
evening  will  be  held  at  the  Riverside  Country 
Club  and  the  shooters  and  golfers  will  dine 
together.  The  Committee  hopes  that  all  men 
who  use  a “Scatter  Gun”  be  present  and  com- 
pete. 

The  traps  will  be  open  for  practice  at  12:00 
o’clock. 


Dinner 

The  Golfers  and  Trap  Shooters  will  dine  to- 
gether at  the  Riverside  Golf  Club  at  7 :00  p. 
m.,  Monday.  Tickets  for  golf  and  dinner  are 
$1.50 ; for  trap  shoot  and  dinner,  $1.00.  Make 
your  reservations  early,  for  these  events. 

Round  Table  Luncheons  and  Dinners 

Tuesday  Noon,  May  2 .Alumni  Luncheons 


Tuesday,  May  2,  7 :00  p.  m ..Dinner 

Wednesday,  May  3. Luncheon 

Thursday,  May  4 Luncheon 


Annual  Banquet 

Wednesday,  May  3,  1939,  7 :00  p.  m. 

Secretaries’  Meeting 

Wednesday,  May  3,  4:00  p.  m. 


PROCEEDINGS  OF  THE  COUNCIL 
MID-WINTER  SESSION 
(Continued  from  April  Issue) 

REPORT  OF  BUSINESS  COMMITTEE 

By  George  W.  Covey,  M.  D. 

COMMITTEE  ORGANIZATION 

The  committee  elected  by  the  Board  of 
Councillors  on  April  28,  1938,  consisted  of 
Drs.  Claude  A.  Selby,  North  Platte;  R.  Rus- 
sell Best,  Omaha;  Harry  W.  Benson,  Oak- 
land, and  Geo.  W.  Covey,  Lincoln.  Dr.  Roy 
Adams  became  a member  by  virtue  of  his  of- 
fice as  Secretary-Treasurer. 

The  duties  of  the  Business  Committee 
were  defined  as  follows:  “Dr.  Boyer  moved 
that  this  committee  be  instructed  to  take 
over  the  duties  as  outlined  in  Chapter  VIII  of 
the  proposed  By-Laws  except  when  they  con- 
flict with  other  constitutional  committees.” 

For  the  convenience  of  any  who  shall  read 
this  report,  “Chapter  VIII — Board  of  Trus- 
tees” is  quoted  in  full  together  with  other 
records  as  an  appendix  to  this  report.  I shall 
omit  its  reading  at  this  time. 

Study  of  this  chapter  reveals  that  the  only 
“conflict  with  other  constitutional  commit- 
tees” is  with  the  present  Committee  on  Jour- 
nal and  Publication.  In  none  of  the  other 
items  enumerated  was  there  any  difficulty  in 
conforming  to  Chapter  VIII. 

ORGANIZATION  OF  THE  BUSINESS 
COMMITTEE 

At  the  initial  meeting  of  this  committee  on 
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the  day  of  its  appointment,  Dr.  Geo.  W. 
Covey  was  elected  chairman  and  Dr.  Harry 
Benson,  vice-chairman.  The  date  for  the 
next  meeting  was  selected  as  June  20,  1938. 
It  was  later  decided  to  hold  the  regular  quar- 
terly meetings  of  the  committee  on  the  sec- 
ond Thursday  of  February,  May,  August  and 
November.  The  committee  has  met  on  the 
following  dates:  namely,  April  28,  June  8, 
August  25,  November  10  and  December  13, 
1938.  The  meeting  of  December  13  was  a 
special  meeting  called  at  the  request  of  Rev- 
erend Hess  of  the  Nebraska  Methodist  Hos- 
pital for  a joint  discussion  of  the  studies  be- 
ing carried  out  in  regard  to  Hospitalization 
Insurance.  It  has  been  possible  to  complete 
our  work  between  four  P.  M.  and  late  eve- 
ning by  utilizing  the  dinner  hour  for  discus- 
sions regarding  finances  of  certain  phases  of 
our  business  conferences  with  other  commit- 
tees, etc. 

ESTABLISHING  HEADQUARTERS  OF 
THE  ASSOCIATION 

The  committee  is  charged  in  the  instruc- 
tions with  establishing  and  maintaining  an 
official  headquarters.  The  place  this  shall  be 
established  is  not  designated,  therefore,  the 
choice  lay  with  the  committee.  Your  com- 
mittee chose  to  establish  this  headquarters 
in  Lincoln  and  a sub-committee  consisting  of 
Roy  Adams,  M.  C.  Smith  and  Geo.  W.  Covey 
was  appointed  to  gather  data  on  available 
space,  rentals  and  other  matters  pertaining 
to  acquiring  and  equipping  such  headquar- 
ters. 

The  Business  Committee  specified  a maxi- 
mum rental  of  $50.00  per  month  and  that  an 
amount  not  to  exceed  $500.00  be  allowed  for 
the  expense  of  moving  and  further  equip- 
ment for  suitable  offices. 

In  accordance  with  these  instructions 
space  was  rented  known  as  416  Federal  Se- 
curities Building,  consisting  of  four  rooms 
with  a total  floor  space  of  675  square  feet. 
The  contract  is  for  one  year  at  $600.00  for 
the  year. 

The  furniture  owned  by  the  Association  at 
Curtis  was  sold  for  $150.00.  New  furniture 
was  purchased  at  wholesale  cost  for  $308.51 
including  freight.  The  net  cost  therefore 
was  $158.51.  A few  additional  items,  such 
as  filing  cabinets  and  a small  amount  of  addi- 
tional freight  charges  still  left  the  total  cost 
not  exceeding  $200.00. 

The  committee  feels  that  the  establishing 
of  this  headquarters  office  with  the  conse- 


quent centralization  of  the  activities  of  the 
association  is  a definite  move  toward  greater 
efficiency  at  reduced  cost.  While  we  have 
not  felt  that  the  time  was  propitious  for 
bringing  every  business  activity  into  the  cen- 
tral office,  our  experience  leads  us  to  feel 
that  in  the  future  this  will  be  found  distinct- 
ly advantageous  to  the  Nebraska  State  Medi- 
cal Association. 

LONG  TERM  CONTRACT  WITH  EXECUTIVE 
SECRETARY 

Closely  connected  with  the  setting  up  of 
this  headquarters  was  the  matter  of  provid- 
ing for  the  transfer  of  the  executive  secre- 
tary from  Curtis  to  Lincoln.  The  year  to 
year  contract  with  Mr.  M.  C.  Smith  did  not 
provide  security  enough  to  warrant  such  a 
move.  A year  to  year  contract  with  any 
other  individual  might  not  provide  the  type 
of  man  this  work  needs.  Mr.  Smith  felt  cer- 
tain enough  of  his  ability  to  increase  our  im 
come  by  way  of  our  Journal  and  Publications 
that  he  was  willing  to  base  a five  year  con- 
tract on  the  possible  increased  income  from 
this  source. 

The  committee  therefore  entered  into  a 
five  year  contract  with  Mr.  M.  C.  Smith.  His 
basic  salary  is  to  remain  unchanged  during 
this  time,  namely,  $3,000.00  per  year.  Using 
the  gross  income  of  $5,559.42  from  the  Jour- 
nal and  Publications  for  1937  as  a base,  Mr. 
Smith  is  to  receive  50%  of  any  increase  in 
income  from  this  source.  If  and  when  such 
increase  reaches  the  sum  of  $4,000.00  per 
year,  thus  adding  $2,000.00  above  his  basic 
salary,  a further  adjustment  may  be  made. 

A copy  of  the  contract  is  appended  (see 
appendix)  for  your  information  if  desired. 

FINANCES 

All  assets  of  the  association  were  trans- 
ferred from  Omaha  National  Bank  and  the 
First  National  Bank  of  Omaha  to  the  Nation- 
al Bank  of  Commerce  in  Lincoln. 

The  committee  ordered  a simple  audit  of 
the  financial  condition  of  the  association 
from  January  1,  1938,  to  August  18,  the  ap- 
proximate date  of  the  next  regular  meeting 
of  the  Business  Committee.  This  was  made 
by  Martin  and  Cole.  The  report  was  studied 
by  the  committee  and  accepted  as  reflecting 
the  state  of  our  finances  as  of  August  18, 
1938,  and  therefore  as  constituting  a point  of 
departure  in  our  work. 

The  committee  ordered  that  all  accounts 
except  the  Journal  Fund  be  placed  in  one 
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General  Fund  and  that  all  investments  of  the 
association  be  combined  into  a single  fund 
rather  than  under  scattered  headings,  such 
as,  “Medical  Legal  Fund  Investments,” 
“Journal  Fund  Investments,”  etc. 

DISPOSITION  OF  CERTAIN  WORTHLESS 
SECURITIES 

The  Secretary -Treasurer  was  authorized  to 
buy  and  sell  securities  and  was  instructed  to 
make  all  newr  investments  in  United  States 
Saving  Bonds.  The  financial  condition  of 
certain  institutions  has  been  such  that  we 
could  liquidate  our  investments  very  slowly, 
though  they  will  in  all  probability  pay  out 
completely  in  time.  As  fast  as  this  money  is 
available  it  will  be  re-invested  as  directed. 

Your  treasurer  has  called  your  attention 
from  time  to  time  to  certain  investments  of 
doubtful  value.  These  have  been  known  as 
the  Harms  and  the  Marshall  farm  mortgage 
loans.  These  investments  were  not  made  by 
Dr.  Adams  and  their  exact  history  seems 
somewhat  in  doubt.  Investigation  of  these 
securities  convinced  the  committee  that  there 
is  little  or  no  hope  of  realizing  anything  from 
them  either  as  to  principal  or  interest.  We 
considered  it  wise,  therefore,  to  deduct  them 
from  our  assets  but,  so  they  may  not  be  for- 
gotten in  case  of  any  recovery  of  value,  we 
ordered  them  carried  on  our  books  at  a valua- 
tion of  one  dollar  ($1.00)  each. 

FINANCES 

Present  Financial  Status  of  the  Journal : 

The  Nebraska  State  Medical  Journal  has 
shown  a deficit  for  the  past  ten  years,  the 
total  deficit  being  $7,886.02.  The  figures  for 
the  last  three  years  are  as  follows : 

Receipts  Disbursements  Deficit 


1936  $5,422.34  $6,040.37  $ 618.03 

1937  5,559.42  6,245.08  685.66 

1938  4,228.81  5,606.45  1,377.64 


(Jan.  1 - Oct.  31) 

(The  deficit  for  1938  was  increased  during  Novem- 
ber and  December  to  $1,393.35). 

The  deficits  have  been  met  during  these 
years  by  withdrawing  from  the  investments 
credited  to  the  “Journal  Fund,”  thus  deplet- 
ing the  principal  and  reducing  the  income 
from  interest. 

At  this  time  new  advertising  for  the  year 
1939,  over  and  above  the  contracts  held  for 
1938,  amounts  to  $2,345.06.  The  only  busi- 
ness lost  from  what  we  had  in  1938  is  a one- 
half  page  advertisement  of  the  Phillip  Morris 
Cigarette  and  one  page  of  Chesterfield  adver- 
tisement amounting  to  $422.00.  Dr.  Adams, 


the  business  manager  appointed  by  the  Jour- 
nal and  Publications  Committee,  and  Mr. 
Smith,  who  is  acting  business  manager  by 
arrangement  with  Dr.  Adams  and  the  Busi- 
ness Committee,  feel  that  this  is  but  a small 
sample  of  what  may  be  expected,  yet  the  in- 
come produced  by  this  increase  almost  equals 
the  deficits  for  three  years.  If  this  improve- 
ment can  be  maintained  and  extended  as  now 
seems  likely,  the  future  financial  outlook  for 
the  Journal  and  Publications  is  very  good. 

After  a conference  with  Dr.  Roy  Fouts  re- 
garding the  difficulty  encountered  in  placing 
his  work  on  a per  diem  basis,  the  committee 
decided  to  put  his  remuneration  back  on  the 
old  basis  of  $50.00  monthly  with  an  allowance 
for  expense,  not  to  exceed  $200.00  per  year. 
This  was  effective  on  and  after  November  1, 
1938. 

THE  BUDGET 

After  consideration  of  the  1939  budget  as 
adopted  by  the  House  of  Delegates,  the  com- 
mittee believes  it  is  not  arranged  so  as  to 
adequately  carry  on  the  affairs  of  the  asso- 
ciation for  that  period  nor  in  accord  with  our 
decision  to  place  all  funds  in  the  “General 
Fund.”  We  recommend,  therefore,  that  the 
council  revise  the  1939  budget.  We  are  pre- 
senting below  a tentative  budget  for  1940 
and  recommending  that  the  Board  of  Council- 
lors adopt  it.  We  feel  that  this  same  budget 
would  be  suitable  for  1939  and  suggest  that 
the  councillors  revise  the  1939  budget  by 
adopting  this  one  in  its  place. 

The  budget  for  1940  as  adopted  by  the 
Business  Committee  and  recommended  to  the 
Board  of  Councillors,  is  as  follows: 


Salaries  $ 4,400.00 

Travel  1,000.00 

Rent  $625.00 

Mimeograph  200.00 

Printing  250.00 

Postage 350.00 

Telephone  and  Telegraph 250.00 

Miscellaneous  250.00  1,925.00 

Councillor  Expense 350.00 

Delegate  to  A.  M.  A 150.00 

Guests  at  Annual  Session 600.00 

Reporter  at  Annual  Session 150.00 

Committee  Expense 125.00 

Student  Loan  Fund 100.00 

Campaign  Committee , 500.00 

Speakers’  Bureau 375.00 

Dues — Share  to  Journal 1,600.00 

Dues — Share  to  Medico-Legal 800.00 


TOTAL  J $12,075.00 


HOSPITALIZATION  INSURANCE 
In  the  light  of  known  tendencies  on  the 
part  of  the  Federal  Government  toward  the 
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introduction  of  some  form  of  State  Medicine ; 
with  the  revelation  made  by  the  President’s 
interdepartmental  Committee;  with  the  pub- 
lication of  numerous  surveys  of  the  health 
situation  in  our  country,  be  they  ever  so 
fragmentary  and  misleading ; with  the  Presi- 
dent’s often  reaffirmed  intention  to  increase 
the  “security”  of  the  people;  with  the  obvi- 
ous attempt  to  mislead  the  people  into  the 
belief  that  the  great  “underprivileged”  one- 
third  of  our  people  are  insecure,  unable  to 
work,  etc.  because  of  inadequate  medical 
care;  because  of  the  interest  of  the  laymen 
thus  developed,  in  assuring  themselves  of 
what  they  term  cheaper,  better  distributed 
and  more  adequate  medical  care  and  with  the 
principles  laid  down  by  the  recent  special  ses- 
sion of  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association,  your  committee  felt 
justified  in  considering  any  ways  and  means 
which  our  association  might  legitimately  em- 
ploy to  offset,  in  some  measure,  the  possible 
establishment  of  some  form  of  State  Medi- 
cine in  our  State. 

Having  studied  rather  thoroughly  the 
plans  and  progress  of  Hospitalization  Insur- 
ance as  developed  in  other  communities,  the 
committee  felt  that: 

1.  State- wide  Hospitalization  Insurance 
might  be  feasible; 

2.  If  established  it  would  afford  cheaper 
hospitalization  to  a greater  number  of  peo- 
ple; 

3.  It  might  be  accomplished  by  or  through 
the  State  Medical  Association ; 

4.  If  so,  it  would  serve  to  assure  the  people 
of  the  interest  of  their  doctors  in  their 
health ; 

5.  It  would  be  in  accord  with  the  principles 
of  the  A.M.A.; 

6.  It  would  not  be  state  medicine  in  any 
sense  of  the  word; 

7.  It  would  make  medicine  much  more  dif- 
ficult; (the  introduction  of  socialized  medi- 
cine) . 

8.  It  might,  in  fact,  be  a distinct  benefit 
to  both  our  profession  and  our  patients. 

With  these  ends  in  view  your  committee 
empowered  Mr.  M.  C.  Smith  to  investigate 
the  acturial  facts,  to  obtain  needed  legal  ad- 
vice and  to  formulate  the  necessary  forms, 
articles,  by-laws,  etc. 

These  steps  were  taken  in  order  to  present 
this  problem  to  the  council  for  its  considera- 
tion in  as  complete  a form  as  possible.  This 
matter  has  been  placed  in  your  hands  early 


enough  so  that  you  may  have  familiarized 
yourself  with  it.  We  present  it  to  you  with- 
out specific  recommendation  for  whatever 
action  you  may  see  fit  to  take  regarding  it. 

Mr.  Smith  and  I have  a quantity  of  de- 
tailed information  in  regard  to  this  subject 
which  can’t  very  well  be  shown  in  this  report. 
We  shall  try  to  furnish  any  part  or  all  of  it  to 
ycu  at  your  request.  I suggest  that  you  may 
want  to  know  more  details  about  the  plans  in 
operation  elsewhere,  what  sister  state  socie- 
ties have  done  and  are  doing  in  regard  to  this 
problem,  the  question  of  medical  care  in  re- 
lation to  hospitalization  insurance.  I am  sure 
Mr.  Smith  can  answer  most  of  your  questions 
in  detail. 

We  have  also  collected  some  data  regard- 
ing the  costs  of  hospitalization  and  medical 
care  for  indigents  in  certain  counties  in  Ne- 
braska which  may  be  enlightening. 

GEO.  W.  COVEY. 

CHAPTER  VIII— BOARD  OF  TRUSTEES 
By-Laws 

Section  1 — Immediately  following  each  an- 
nual January  meeting  of  the  Board  of  Coun- 
cillors, the  Board  of  Trustees  shall  organize 
by  electing  a Chairman  and  Vice-chairman, 
and  within  its  own  membership  the  Chair- 
man shall  appoint  such  committees  as  may 
be  necessary.  Meetings  shall  be  held  at  least 
quarterly  and  Special  Meetings  shall  be  held 
at  the  call  of  the  Chairman.  Three  members 
shall  constitute  a quorum. 

Section  2— The  Secretary-Treasurer  of  the 
Association  shall  be  the  Secretary-Treasurer 
of  the  Board  of  Trustees.  In  the  event  a va- 
cancy shall  occur  in  the  office  of  Secretary- 
Treasurer,  by  death  or  otherwise,  the  Board 
of  Trustees  shall  select  a member  of  the  As- 
sociation to  fill  such  vacancy  until  the  next 
ensuing  meeting  of  the  Board  of  Councillors. 

Section  3 — The  Board  of  Trustees  shall  ex- 
ercise general  supervision  over  the  financial 
affairs  of  the  association,  exercising  in  gen- 
eral the  duties  devolving  upon  Directors  of 
Corporations.  They  shall  have  power  to  act 
for  the  Association  between  annual  assem- 
blies of  the  House  of  Delegates  and  the  Board 
of  Councillors  and  to  perform  in  general  the 
following  functions: 

Make  recommendations  to  the  Board  of 
Councillors  or  House  of  Delegates ; 

Advise  in  financial  deliberations  of  the  sev- 
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eral  standing  committees,  more  especially 
those  of  a non-scientific  nature; 

Supervise  and  direct  all  the  official  publi- 
cations of  the  association ; 

Appoint  an  editor  and  such  other  assist- 
ants as  the  needs  of  the  association  may  re- 
quire ; 

Determine  all  salaries; 

Pass  upon  all  recommendations  for  in- 
curring expense  and  present  an  annual  bud- 
get; 

Refer  and  otherwise  dispose  of  all  business 
properly  arranged  for  its  disposition ; 

Establish  and  maintain  the  official  head- 
quarters of  the  association; 

Require  and  hold  the  official  bonds  of  such 
officers  of  the  association  as  herein  desig- 
nated or  as  they  may  deem  necessary  to 
others  in  the  employ  of  the  association ; 


part  from  the  receipts  from  said  publications  be  less 
than  two  thousand  ($2,000.00)  dollars,  if  said  fifty 
per  cent  of  said  income  equals  or  exceeds  said  sum 
of  two  thousand  ($2,000.00)  dollars,  and  which  per- 
centage shall  be  due  and  payable  at  the  end  of  each 
year  as  soon  as  computed. 

In  witness  whereof  the  party  of  the  first  part  has 
caused  this  agreement  to  be  executed  in  its  name, 
and  by  its  president  and  chairman  of  the  Business 
Committee  duly  appointed  by  the  Board  of  Council- 
lors, and  the  secretary  of  said  party  of  the  first  part 
and  all  of  whom  have  been  duly  authorized  by  said 
Board  of  Councillors  to  execute  this  agreement  on 
behalf  of  party  of  the  first  part,  and  its  seal  to  be 
affixed  thereto,  and  by  the  party  of  the  second  part, 
the  day  and  date  first  above  set  forth. 

WITNESS:  Nebraska  State  Medical  Ass’n. 

By 

President. 


Attest: 


Chairman,  Business  Committee, 
Party  of  the  First  Part. 


Secretary. 

Witness: 


Acquire,  hold,  maintain  and  dispose  of  such 
monies  and  property,  personal  and  real,  as 
may  now  be  or  shall  hereafter  come  into  pos- 
session of  the  Association. 

AGREEMENT 

This  agreement  made  and  entered  into  this 

day  of , 1938,  by  and  between  the  Ne- 

braska State  Medical  Association,  as  party  of  the 
first  part,  and  M.  C.  Smith,  as  party  of  the  second 
part: 

WITNESSETH: 

It  is  hereby  agreed  by  the  parties  hereto  that  the 
party  of  the  first  part  does  hereby  hire  the  party  of 
the  second  part  as  its  Executive  Secretary  for  a 
period  of  five  years  commencing  January  1,  1939, 
and  that  the  party  of  the  second  part  hereby  agrees 
to  perform  all  duties  of  such  office  as  may  be  pre- 
scribed by  party  of  the  first  part  and  being,  in  gen- 
eral, the  duties  the  party  of  the  second  part  is  now 
performing  as  such  secretary. 

For  such  services,  the  party  of  the  first  part 
agrees  to  pay  to  the  party  of  the  second  part  an  an- 
nual salary  of  the  sum  of  three  thousand  ($3,000.00) 
dollars,  payable  monthly  in  equal  monthly  payments, 
at  the  end  of  each  month,  and  five  (5)  cents  per  mile 
for  all  travel  on  the  business  of  the  association,  and 
all  other  traveling  expenses,  which  mileage  and 
traveling  expenses  shall  be  payable  during  the  month 
following  the  month  in  which  they  are  incurred,  and 
each  year  the  party  of  the  second  part  is  to  receive 
fifty  per  cent  of  the  gross  receipts  received  from  all 
publications,  for  such  year,  above  the  sum  of  five 
thousand  five  hundred  fifty-nine  and  42/100 
($5,559.42)  dollars,  being  the  gross  receipts  of  the 
Nebraska  State  Medical  Journal  for  the  year  1937, 
provided  in  case  said  fifty  per  cent  of  said  income 
shall  exceed  the  sum  of  two  thousand  ($2,000.00) 
dollars,  then  the  amount  to  be  paid  to  said  party  of 
the  second  part  may  be  re-adjusted,  but  in  no  case 
shall  the  amount  to  be  paid  to  party  of  the  second 


Party  of  the  Second  Part. 


EXECUTIVE  SECRETARY’S  REPORT 

To  the  Council  of  the 
Nebraska  State  Medical  Association 
January  15,  1939 

A great  change  has  taken  place  during  the 
past  year  in  the  organization  set-up  of  the 
Nebraska  State  Medical  Association  as  a re- 
sult of  the  action  of  the  House  of  Delegates 
at  the  last  Annual  Session  in  April  when  they 
adopted  the  new  by-laws  which  were  formu- 
lated and  recommended  by  the  Committee  on 
Revisions,  and  also  accepted  the  New  Consti- 
tution which  is  to  be  acted  upon  at  the  next 
Annual  Session  in  Grand  Island  next  May. 
In  these  new  by-laws  which  are  now  in  opera- 
tion, provision  has  been  made  for  a Board  of 
Trustees  who  are  to  have  charge  of  the  busi- 
ness affairs  of  the  Association,  as  well  as  the 
establishment  of  a central  headquarters  of- 
fice. 

As  a result  of  these  provisions  there  now 
exists  for  the  first  time  in  the  history  of  the 
Nebraska  State  Medical  Association  a head- 
quarters office,  which  is  devoted  exclusive- 
ly to  the  business  affairs  of  this  Association. 
This  office  was  established  in  August  of  1938 
and  is  a combination  of  the  office  of  the  Sec- 
retary-Treasurer which  formerly  was  located 
in  the  Center  McKinley  Building  in  Lincoln 
and  the  office  of  the  Executive  Secretary, 
which  was  formerly  located  at  Curtis,  Ne- 
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braska.  All  of  the  records  of  the  Association 
are  now  kept  in  this  one  office  and  all  of  the 
activities  of  the  Association  now  emanate 
from  this  one  address  with  the  exception  of 
the  Speakers’  Bureau  and  the  Editor  of  the 
Journal  which  are  located  in  Omaha.  This 
eliminates  much  duplication  of  effort  and  cor- 
respondence and  will  permit  the  activities  of 
the  Association  to  be  operated  on  a more  ef- 
ficient basis  and  at  less  cost  over  a period  of 
time,  for  the  same  amount  of  activity.  Rec- 
ords which  formerly  had  to  be  duplicated  or 
caused  considerable  correspondence  because 
of  location  at  different  points  in  the  State  are 
now  all  located  where  they  are  easily  acces- 
sible to  all  officers  of  the  Association. 

It  is  also  a distinct  advantage  in  matters  of 
travel  to  have  the  central  office  located 
nearer  the  center  of  population.  Under  the 
new  set-up  it  is  possible  for  the  Executive 
Secretary  to  spend  the  greater  part  of  any 
day  in  the  office  and  then  reach  a big  per- 
centage of  the  component  societies  for  an 
evening  meeting.  This  eliminates  much 
overnight  travel  expense  as  well  as  mileage 
and  still  allowing  the  officer  more  time  in  the 
office.  With  the  increased  activities  which 
are  being  handled  in  this  office,  the  time 
spent  in  the  office  is  becoming  increasingly 
important.  Yet  we  feel  it  is  equally  import- 
ant that  the  Executive  Secretary  should  con- 
tinue to  attend  as  many  meetings  of  the  com- 
ponent societies  as  possible.  We  enjoy  these 
contacts  a great  deal  and  we  hope  that  the 
secretaries  of  the  various  county  and  district 
societies  will  bear  in  mind  that  their  Execu- 
tive Secretary  is  available  for  County  and 
District  meetings  and  will  continue  to  invite 
us  to  attend  their  meetings  and  talk  to  the 
members  about  the  various  activities  of  their 
Association.  We  feel  sure  that  the  more  each 
individual  member  knows  about  the  activity 
of  his  Association  and  the  more  thoroughly 
he  becomes  acquainted  with  the  many  things 
which  are  done  every  year  to  benefit  the 
practicing  physician,  the  more  enthusiastic 
these  members  will  become  about  their  State 
Medical  Association.  This  of  course  tends  to 
build  up  the  Association  membership  as  well 
as  molding  the  medical  profession  in  the 
State  into  a more  solid  unit. 

Another  distinct  advantage  of  the  central 
headquarters  office,  as  has  already  been  dem- 
onstrated, is  the  number  of  visitors,  doctors 
as  well  as  laymen,  who  are  now  able  to  con- 
tact the  central  office  personally  for  various 
purposes.  Since  the  office  has  been  opened 


in  Lincoln  there  is  an  increasing  number  of 
visitors  each  month.  Many  physicians  from 
all  parts  of  the  State  have  visited  the  office 
when  they  are  in  Lincoln  and  many  times  we 
are  able  to  render  them  a distinct  service. 
This  also  affords  an  additional  opportunity 
of  giving  information  to  them  regarding  the 
activities  of  the  organization.  There  is  also 
an  increasing  number  of  lay  individuals  and 
organizations  who  are  learning  of  the  exist- 
ence of  such  an  office,  and  to  many  of  them 
we  are  able  to  render  a beneficial  service 
which  reacts  favorably  for  the  Association. 

Your  Executive  Secretary  has  cooperated 
in  every  way  possible  with  the  various  Com- 
mittees of  the  Association  in  their  activities 
during  the  past  year.  Especially  is  this  true 
in  the  work  of  the  Speakers’  Bureau  in  con- 
ducting the  State  Educational  Campaign  on 
syphilis,  wherein  the  Executive  Secretary 
had  charge  of  arranging  contacts  for  the  pro- 
gram in  the  various  towns.  The  Executive 
Secretary  has  also  cooperated  with  the  M.  C. 
H.  Committee  and  State  Health  Department 
in  arranging  for  refresher  courses.  Con- 
siderable work  has  also  been  done  with  the 
Planning  Committee  in  the  A.  M.  A.  survey 
in  the  State  and  the  Farm  Security  Program, 
which  is  being  presented  at  this  meeting  of 
the  Council.  Considerable  time  has  also  been 
spent  in  a study  of  Group  Hospital  Insurance 
for  the  Business  Committee.  It  would  be 
only  duplication  to  recount  any  connection 
with  these  activities,  since  they  will  be  shown 
by  the  reports  of  those  various  committees, 
hence  this  report  is  again  confined  to  the  ac- 
tivities pertinent  to  this  office.  We  hope  that 
the  central  office  is  now  in  a better  position 
than  ever  before  to  render  a service  to  the 
various  committees  in  carrying  out  their 
work  for  the  year. 

MEDICAL  FACTS 

This  weekly  newspaper  column  has  con- 
tinued to  increase  in  popularity  with  the 
newspapers  of  the  State.  In  the  1936  report 
of  the  Executive  Secretary  it  was  shown  that 
this  column  was  going  to  30  newspapers  in 
the  State  with  a circulation  of  35,049  sub- 
scribers. In  our  report  last  year  this  had 
been  increased  to  65  papers  with  a combined 
circulation  of  71,289.  This  has  again  been 
increased  during  the  past  year  until  at  the 
present  time  we  have  a mailing  list  of  115 
papers  with  a total  circulation  of  135,254. 
This  means  that  this  weekly  message  is  be- 
ing read  by  approximately  608,643  people  in 
the  State  of  Nebraska  each  week.  It  has 
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practically  reached  a State-wide  distribution 
in  the  better  weekly  newspapers,  although 
there  are  still  a few  papers  which  we  would 
like  to  have  on  our  list. 

CORRESPONDENCE 

In  last  year’s  report  we  reported  an  aver- 
age of  approximately  500  pieces  of  mail  per 
month  going  through  this  office.  This  has 
more  than  doubled  for  the  past  year,  since 
our  records  show  a total  of  15,409  pieces  of 
mail  for  the  year,  or  an  average  of  over  1,300 
per  month.  This  correspondence  is  well  scat- 
tered, being  carried  on  with  the  members  of 
the  Association,  with  other  state  and  nation- 
al organizations  and  in  carrying  on  the  vari- 
ous activities  of  the  Association,  and  might 
be  used  as  something  of  a criterion  as  to  the 
amount  of  work  which  is  carried  on  in  the  of- 
fice. The  volume  of  mail  has  increased  ap- 
preciably since  the  establishment  of  the  cen- 
tral headquarters  office,  and  will  no  doubt 
increase  further  during  the  coming  year. 

CHARTERS 

Mention  was  made  in  our  report  last  year 
of  work  which  was  being  carried  on  relating 
to  charters  for  the  component  societies.  It 
was  found  that  a considerable  number  of  the 
county  societies  did  not  have  charters  and 
the  House  of  Delegates  had  directed  that 
charters  be  issued  to  all  societies  not  in  pos- 
session of  them.  In  accordance  therewith 
there  has  been  issued  during  the  past  year 
26  duplicate  charters  to  county  societies.  The 
work  has  not  yet  been  completed  due  to  lack 
of  active  request  on  the  part  of  some  of  the 
county  secretaries,  but  we  hope  to  complete 
it  this  year  and  that  the  coming  year  will 
find  every  component  society  of  the  Associa- 
tion in  possession  of  a duly  issued  charter. 

STATE  MEDICAL  JOURNAL 

The  by-laws  under  which  the  Association 
is  now  operating  designates  the  Executive 
Secretary  as  the  business  manager  of  the  Ne- 
braska State  Medical  Journal.  It  was  impos- 
sible to  do  this  officially  during  the  past 
year,  since  there  was  a slight  conflict  be- 
tween the  old  constitution  and  the  new  by- 
laws wherein  the  Journal  Committee  still  re- 
tains charge  of  the  Journal  rather  than  the 
Business  Committee  as  designated  in  the  new 
by-laws.  This  condition  will  prevail  until  the 
next  annual  meeting  and  the  passage  of  the 
new  Constitution.  Dr.  Boyer  in  his  motion 
designating  the  activities  of  the  Business 
Committee  designated  those  activities  to  the 
committee  which  are  set  out  for  it  as  the 


Board  of  Trustees  with  the  exception  of  those 
duties  which  might  constitutionally  conflict 
with  any  other  committee.  These  conditions 
then  made  it  an  impossibility  for  the  Busi- 
ness Committee  which  is  in  direct  charge  of 
the  activities  of  the  Executive  Secretary  to 
make  any  change  so  far  as  the  business  man- 
agement of  the  Journal  was  concerned  during 
the  past  year.  However,  Dr.  Adams,  the 
regularly  appointed  business  manager  of  the 
Journal  was  willing  to  accept  the  services  of 
the  Executive  Secretary  in  this  capacity  until 
such  a time  as  the  regular  change  will  be 
made  by  the  Constitution  and  by-laws. 

MEMBERSHIP 

For  the  third  consecutive  year  the  Nebras- 
ka State  Medical  Association  has  shown  a 
gain  in  membership.  The  year  1938  closed 
with  1,110  members  which  is  the  highest 
membership  since  1931  with  the  exception  of 
1935  when  it  stood  at  1,119,  or  only  nine 
more  members  than  the  present.  The  peak 
of  membership,  according  to  the  records,  ap- 
pears to  have  been  in  1926  when  there  were 

I, 220  members  or  110  more  than  at  present. 
However,  during  that  period  between  the 
peak  membership  in  1926  and  the  present 
time  there  have  been  a large  number  of  doc- 
tors leave  Nebraska  and  although  it  is  impos- 
sible to  give  the  exact  number  who  have  left 
practice  in  the  State  during  that  time,  there 
has  been  a net  loss  of  physicians  in  the  State 
of  109  during  just  the  past  two  years,  so  we 
can  feel  very  certain  that  our  percentage  of 
membership  at  the  present  time  is  as  great 
or  even  greater  than  at  the  peak  of  member- 
ship in  the  State.  At  the  time  of  the  estab- 
lishment of  the  office  of  Executive  Secretary 
in  1935,  some  doubts  were  expressed  regard- 
ing the  membership,  and  it  was  felt  by  many 
that  the  raise  in  dues  would  cause  a notice- 
able drop  in  membership.  Apparently  these 
fears  were  groundless,  although  there  was  a 
slight  drop  that  year  from  1,119  to  1,070  in 
1936.  Then  in  1937  the  membership  was  in- 
creased to  1,099  and  then  still  further  in- 
creased in  the  past  year  to  1,110.  During 
1938  there  were  87  new  members  in  the 
State,  but  unfortunately  a part  of  the  mem- 
bers for  1937  were  not  renewed  which 
brought  our  net  gain  in  membership  down  to 

II.  A total  loss  by  death  and  removal  of  87 
practicing  physicians  in  the  State  with  a gain 
of  only  17  new  physicians  brings  the  total 
number  of  physicians  now  practicing  in  the 
State  who  are  eligible  for  membership  in  the 
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Nebraska  State  Medical  Association  down  to 
a new  low  of  1,355. 

Comparing-  the  membership  with  national 
averages  we  find  a very  satisfactory  com- 
parison in  favor  of  Nebraska.  The  national 
average  of  membership  is  approximately 
66%.  The  average  for  membership  of  eli- 
gible physicians  in  Nebraska  is  76.9%  or  a 
little  more  than  10%  higher  than  the  nation- 
al average.  There  are  60  counties  in  the 
State  with  a membership  average  of  more 
than  70%  and  of  these  there  are  46  counties 
over  80%;  38  counties  over  85;  25  counties 
over  90%  and  17  counties  in  the  State  have 
100%  membership.  There  are  only  22  coun- 
ties in  the  State  with  an  average  membership 
of  less  than  66%,  the  national  average. 

Herewith  is  the  usual  detailed  table  on 


membership : 

In  active  practice  Jan.  1,  1938 1425 

Members  died  during  1938 24 

Non-members  died  in  1938 8 

Total  deaths _ 32 

Members  moved  out  of  State.,46 
Non-members  moved  during 

year . 9 

Total  moved 55 

Total  Loss  87 

New  physicians  in  State 

during  1938  17 

Net  Loss . . 70 


In  active  practice  Jan.  1,  1939, 

Eligible  for  membership  1355 

Members  Dec.  31,  1938.— 1110 

Members  Dec.  31,  1937 1099 


Net  membership  gain 11 


MEETINGS 

During  the  past  year  your  Executive  Sec- 
retary has  attended  three  Chicago  meetings 
of  the  A.  M.  A.,  namely,  the  Northwest  Con- 
ference, the  Medical  Education  and  Licensure 
Conference  and  the  Special  Meeting  of  the 
House  of  Delegates  held  last  September.  In 
addition  he  has  also  had  the  pleasure  of  visit- 
ing the  headquarters  offices  of  the  Colorado, 
Kansas  and  Missouri  State  Medical  Associa- 
tions and  these  visits  have  been  most  helpful 
in  setting  up  central  headquarters  for  the 
Nebraska  Association.  He  has  also  attended 
29  committee  meetings  of  the  Association  in 
addition  to  the  attendance  of  county  and  dis- 
trict society  meetings. 

In  closing  this  report  I want  to  again  ex- 
tend my  greatest  appreciation  to  the  officers 


and  members  of  the  Association.  If  there 
has  been  any  progress  made  in  the  advance- 
ment of  organized  medicine  in  Nebraska  dur- 
ing the  past  year  it  is  due  entirely  to  that 
close  cooperation  which  exists  between  the 
members  and  officers.  We  see  it  every  day 
and  are  thankful  for  it.  We  believe  that  the 
new  set-up  is  going  to  work  effectively  and 
we  are  looking  forward  to  a year  of  progress 
for  1939. 

Respectfully  submitted, 

M.  C.  Smith, 

Executive  Secretary,  Nebraska 

State  Medical  Association. 


Babies  born  in  1938  have  a 62-year  lease 
on  life. 

The  total  “life  expectancy  at  birth”  for  the 
United  States  last  year,  according  to  compu- 
tations based  on  certain  estimated  factors 
and  released  today  by  the  United  States  Pub- 
lic Health  Service,  was  62  years.  This  figure 
compares  with  an  expectancy  of  60.26  in 
1931,  and  60.9  as  estimated  for  1937. 

While  still  somewhat  below  the  Biblical 
promise  of  “three  score  and  ten,”  the  life 
expectancy  now  is  almost  twice  as  great  as 
it  was  100  years  ago.  For  the  7 years  since 
1931  a gain  in  expectancy  of  1.74  years  is 
indicated,  while  a gain  of  1.1  years  is  shown 
in  1938  over  1937. 

The  expectation  of  life  at  birth,  it  is  ex- 
plained, “is  the  average  age  at  death  of  a 
hypothetical  group  of  persons  each  of  whom 
is  subject  to  the  same  age  specific  mortality 
rates  throughout  his  lifetime.” 

The  important  factors  in  the  computation 
of  life  tables  are  these  age  specific  death 
rates,  which  are  based  upon  the  age  distribu- 
tion of  the  population  and  on  the  deaths  by 
ages.  Apparently  the  actual  average  age  at 
death  of  persons  in  the  general  population 
should  be  the  life  expectancy  at  birth.  This 
is  not  likely  to  be  true,  however,  since  the 
age  distribution  of  the  living  population  will 
probably  not  be  identical  with  that  of  the 
stationary  population  which  is  a function  of 
the  computed  expectancy. 


In  general,  scalds  are  more  serious,  area 
for  area  and  depth  for  depth,  than  burns  due 
to  dry  heat,  and  they  are  responsible  for  the 
worst  destruction  of  tissues;  extensive  pow- 
der burns  are  the  most  painful. — Hygeia. 
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WOMAN’S  AUXILIARY 

President — Mrs.  C.  W.  Pollard,  301  Happy  Hollow  Blvd., 
Omaha. 

Secretary — Mrs.  Herman  Johnson,  6211  Chicago  St.,  Omaha 
Treasurer — Mrs.  Elmer  Hansen,  2425  South  St.,  Lincoln 
Press  and  Publicity — Mrs.  C.  Fred  Fericot,  2738  Sewell,  St., 
Lincoln. 


The  Omaha-Douglas  County  Medical  Aux- 
iliary entertained  the  Pottawattamie  Medical 
Auxiliary,  Tuesday,  February  21,  1939.  at 
the  home  of  Mrs.  Edwin  Davis,  at  which 
time  Dr.  C.  M.  MacFall,  instructor  of  anato- 
my at  Creighton  Medical  College  was  guest 
speaker,  his  subject  being  “Mme.  Schumann- 
Heinck.”  Dr.  MacFall  was  at  one  time  pian- 
ist for  this  gifted  artist,  and  told  many  inter- 
esting things  about  her  work,  also  her  family 
and  home  life. 

Mrs.  Willis  D.  Wright,  program  chairman, 
presented  a string  quartette,  Miss  Virginia 
Heidkamp,  Miss  Dorothy  Mae  Turner,  Miss 
Marcella  Hansen,  Miss  Beverly  Burr,  accom- 
panied by  Miss  Mary  Helen  Steinhaeimer. 

In  charge  of  the  tea  was  Mrs.  A.  J.  Offer- 
man,  assisted  by  Mrs.  E.  E.  McMahon,  Mrs. 
Ben  F.  Ewing,  Mrs.  H.  L.  Dworak,  Mrs.  B. 
Dowel,  Mrs.  Fred  Watke,  and  Mrs.  Edmund 
Walsh. 

Mrs.  James  F.  Kelly,  president,  and  Mrs.  L. 
O.  Hoffman,  vice-president,  presided  at  the 
tea  table,  which  was  beautifully  decorated  in 
red  and  white. 

Mrs.  Hoffman,  who  has  worked  very  hard 
as  chairman  of  the  ticket  committee  for  the 
Ruth  Neuhaus  Lecture  Course,  cannot  make 
a definite  report  at  the  present  time,  as  all 
the  returns  are  not  in.  and  she  would  be  glad 
to  have  them  as  soon  as  possible. 

We  are  glad  to  report  the  Mrs.  H.  B.  Hunt, 
secretary  and  treasurer,  is  recovering  from 
her  recent  illness,  and  hopes  to  be  out  to  the 
next  meeting. 


The  Sixth  Councilor  District  organized 
their  Auxiliary  at  David  City,  March  13th. 
Following  dinner  at  the  Hotel  Perkins,  a 
business  meeting  was  held  at  which  time  the 
following  officers  were  elected:  Pres.,  Mrs. 
R.  C.  Gramlich;  1st  vice  pres.,  Mrs.  Hubert 
Bell,  York;  2nd  vice  pres.,  Mrs.  Chas.  Way, 
Wahoo;  Sec.,  Mrs.  Geo.  T.  Alliband,  Osceola; 
Treas.,  Mrs.  E.  G.  Brillhart,  Shelby;  Direc- 
tors (2  year  term)  Mrs.  J.  T.  Stanard, 
Ulysses,  and  Mrs.  D.  M.  Alderson,  Milford. 
Directors  for  the  one  year  term  are  to  be 
elected  at  the  next  meeting  at  Milford,  April 
10th. 


The  Lancaster  County  Auxiliary  had  their 
annual  business  meeting  and  luncheon  at  the 
Lincoln  University  Club,  Monday,  April  3, 
1939.  Election  of  officers  was  held  before 
the  luncheon,  with  the  following  result:  Mrs. 
C.  Fred  Ferciot,  president ; Mrs.  E.  B.  Brooks, 
Vice  President;  Mrs.  H.  S.  Morgan,  Treasur- 
er; Mrs.  C.  E.  Crook,  Secretary. 

Mrs.  J.  M.  Mac  Woodward,  Public  Rela- 
tions Chairman,  introduced  the  guests  who 
were  public  health  chairmen  of  the  leading 
organizations  of  Lincoln.  Dr.  H.  E.  Harvey 
spoke  on  “Cancer  Control.” 

Mrs.  F.  W.  Luedde,  sub-convention  Chair- 
man in  charge  of  women’s  activities  for  the 
American  Medical  Association  meeting  in  St. 
Louis,  May  15-19,  extends  a hearty  welcome 
to  all  Auxiliary  members  to  come  to  St. 
Louis.  Do  hope  that  all  who  possibly  can  will 
be  present  to  support  our  own  Mrs.  C.  C. 
Tomlinson,  National  President. 

Mrs.  C.  Fred  Ferciot, 
Press  and  Publicity. 


The  Woman’s  Auxiliary  of  the  State  Medi- 
cal Association,  at  the  request  of  the  Nebras- 
ka Tuberculosis  Association,  will  sponsor  in 
the  high  schools  throughout  the  state,  a 
radio  broadcasting  contest  on  tuberculosis. 

This  will  be  an  educational  program,  the 
subject  of  which  will  be  “Youth’s  Appeal  for 
Protection  Against  Tuberculosis.” 

The  three  winning  contestants  will  be 
taken  to  Omaha  by  the  Nebraska  Tubercu- 
losis Association  to  present  their  essays  over 
the  WOW  broadcasting  station.  In  addition 
to  this,  plans  are  being  made  for  other 
awards. 

Detailed  information  concerning  this  con- 
test will  be  given  at  the  State  Medical  con- 
vention in  May. 

Mrs.  H.  W.  Benson, 
Chairman  Radio  Broadcasting  Contest 


Any  considerable  change  in  weight,  either 
by  addition  or  reduction,  should  not  be  at- 
tempted without  consulting  a physician. — 
Hygeia 


Babies  have  many  ills,  and  they  have  no 
other  way  to  tell  you  about  them  than  by 
crying.— Hygeia. 
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MORBIDITY  SUMMARY— rRINCirAL  DISEASES 


1939  Total  1938  Total 


Mar. 

Feb. 

to  Date 

Mar. 

Feb.  to  Date 

Chicken-pox 

_ _ 158 

260 

597 

240 

215 

689 

Diphtheria 

7 

15 

36 

23 

41 

72 

Influenza 

32 

0 

33 

64 

23 

101 

Measles 

308 

237 

714 

166 

66 

248 

Meningitis,  C. 

S 5 

2 

9 

24 

2 

29 

Poliomyelitis  _ 

0 

0 

3 

0 

1 

2 

Scarlet  fever 

143 

215 

508 

202 

274 

644 

1939  Total  1938  Total 


Mar. 

Feb. 

to  Date 

Mar. 

Feb.  to  Date 

Smallpox 

55 

19 

95 

28 

37 

70 

Tuberculosis 

15 

13 

41 

17 

15 

47 

Typhoid  fever 

0 

0 

6 

0 

1 

6 

Whooping  cough 

14 

27 

59 

43 

39 

122 

Gonorrhea 

54 

55 

177 

68 

68 

269 

Syphilis 

66 

75 

212 

59 

67 

230 

SPEAKERS’  BUREAU  NOTES 

The  following  addresses  have  been  arranged  through  the  Speakers’  Bureau  of  the  Educational  Com- 
mittee of  the  Nebraska  State  Medical  Association,  March  15th  to  April  15th,  1939. 


SCIENTIFIC  PROGRAMS 


Date  Place  Organization  Addressed  Speaker 

Otoe  County  Medical  Dr.  H.  B.  Hunt 
Mar.  20  Nebraska  City_  Society  Omaha 

Dr.  C.  P.  Baker 
Omaha 

Mar.  21  Norfolk Dr.  H.  F.  Johnson 

Omaha 


Dr.  C.  P.  Baker 
Omaha 


Title  of  Address 

“Some  Clinical  Problems  in  the  Diag- 
nosis of  Cancer” 


“Tumors  and  Inflammatory  Lesions 
of  the  Bone” 

“Differential  Diagnosis  and  Treat- 
ment” 

“Pathological  Diagnosis”  and 

Case  Presentations  of  Liver  Dis- 


Apr.  5 


Apr.  6 


Hastings Adams  County  Medical  Dr.  H.  F.  Johnson 

Society  Omaha 

Dr.  A.  E.  Bennett 
Omaha 


Omaha. 


Dr.  H.  F.  Johnson 
Omaha 

Dr.  A.  E.  Bennett 
Omaha 


Apr.  12  Columbus Platte  Loup  Valley 

Medical  Society 


Apr.  12  Beatrice Third  Councilor 

District 

Spring  Meeting 


Dr.  A.  E.  Bennett 
Omaha 

Dr.  J.  Jay  Keegan 
Omaha 

Dr.  E.  J.  Kirk 
Omaha 

Dr.  L.  T.  Hall 
Omaha 

Dr.  H.  Gifford 
Omaha 

Dr.  M.  J.  Breuer 
Lincoln 


ease. 

“Diagnostic  and  Therapeutic  Prob- 
lems in  Chronic  Bone  Lesions” 

“Recent  Advances  in  Treatment  of 
Psychoses” 

Crippled  Children’s  Clinic — Sponsored 
by  Elks  Club 

“Medical  and  Surgical  Aspects  of  In- 
flammatory Diseases  of  the  Nerv- 
ous System” 

“The  Management  and  Diagnosis  of 
Bright’s  Disease” 

“Edema  and  Treatment” 

“Retinal  Disease  in  Systemic 
Disease” 

“Physiology  of  the  Heart  with  Illus- 
trative Electrocardiograms” 


MCH  REFRESHER  COURSES 


Mar.  29  Nebraska  City_Second  Councilor 
District 


Mar.  29  Syracuse 


Apr.  13  Nebraska  City_Second  Councilor 
District 


Apr.  13  Weeping  Water 


Dr.  Earl  Sage 
Omaha 

Dr.  Paul  Bancroft 
Lincoln 

Dr.  Earl  Sage 
Omaha 

Dr.  Paul  Bancroft 
Lincoln 

Dr.  Harold  Morgan 
Lincoln 

Dr.  Herman  Jahr 
Omaha 

Dr.  Harold  Morgan 
Lincoln 

Dr.  Herman  Jahr 
Omaha 


Professional  Title 

“The  Puerperium — Immediate  and 
Remote” 

Professional  Title 

“Care  of  the  Premature  and 
Newborn  Infant” 

Lay  Title 

“Adequate  Care  of  Women  During 
Pregnancy” 

Lay  Title 

“Care  of  the  Premature  and 
Newborn  Infant” 

Professional  Title 

“The  Toxemias  of  Pregnancy” 
Professional  Title 

“Training  of  Child  Habits” 

Lay  Title 

“Public  Health  Aspects  of 
Obstetrics” 

Lay  Title 

“Child  Behavior” 


Mar.  27  Omaha — Business  Girls 

Y.  W.  C.  A. 


LAY  PROGRAMS 

Dr.  R.  W.  Fouts  “Socialized  Medicine” 

Omaha 
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Dr.  Frank  L.  Rector  of  Evanston,  111.,  mid- 
western  representative  for  the  American  So- 
ciety for  the  Control  of  Cancer,  addressed 
numerous  lay  audiences  in  Nebraska,  on  the 
Conquest  of  Cancer. 

Among-  Nebraskans  attending  the  annual 
meeting  of  the  American  College  of  Physi- 
cians in  New  Orleans  are : from  Lincoln,  Drs. 
Harry  Flansburg,  F.  L.  Rogers,  E.  S.  Weg- 
ner, A.  0.  Reinhard,  G.  H.  Misko.  From 
Omaha,  Drs.  R.  W.  Bliss,  Warren  Thompson, 
J.  D.  McCarthy,  F.  W.  Niehaus,  E.  J.  Kirk, 
R.  L.  Traynor,  J.  R.  Kleyla,  A.  D.  Cloyd,  Jr., 
and  J.  C.  Sharpe. 

Medical  societies  in  a number  of  communi- 
ties throughout  the  State  are  sponsoring 
diphtheria  immunization  programs  this 
spring.  Needless  to  say,  this  is  the  most 
practical  as  well  as  the  most  effective  effort 
at  health  education. 

The  name  of  the  Lutheran  Hospital  in 
Grand  Island  was  changed  recently  to  The 
Grand  Island  Hospital. 

The  Seward  County  Medical  Society  and 
the  Sixth  Councilor  District,  on  April  10, 
honored  Dr.  and  Mrs.  C.  W.  Doty  of  Beaver 
Crossing,  with  a dinner  at  Milford.  Dr.  Doty 
is  the  oldest  member  of  the  district,  and  has 
practiced  in  Seward  County  since  his  gradu- 
ation from  Rush  Medical  College  in  1888. 

According  to  a release  from  the  State 
Health  Department  there  are  fewer  cases  of 
scarlet  fever  this  year  than  in  1938.  The 
total  to  March  1,  was  365  as  against  422  for 
the  first  two  months  of  the  previous  year. 
Measles,  however,  showed  an  increase  this 
year.  714  cases  were  reported  as  compared 
with  248  cases  over  the  corresponding  period 
in  1938. 

Drs.  J.  E.  M.  Thompson  of  Lincoln,  Her- 
man F.  Johnson  and  A.  E.  Bennett  of  Omaha, 
participated  in  a Crippled  Children  clinic  in 
Hastings  early  in  April.  The  clinic  was 
sponsored  by  the  Elks,  under  direction  of  the 
Adams  County  Medical  Society,  with  the  co- 
operation of  the  Crippled  Children’s  Service 
of  the  Child  Welfare  Division  of  the  State. 

Dr.  Walter  Alvarez  of  Rochester  was  guest 
of  honor  at  the  celebration  of  Founders  Day 
by  the  University  of  Nebraska  chapter  Alpha 
Kappa  Kappa,  March  26. 


Dr.  J.  Harry  Murphy,  of  Omaha,  discussed 
“Sulfanilamide  in  Children”  and  “Tubercu- 
losis in  Children,”  April  15  before  the  central 
district  meeting  of  the  Wyoming  Medical  so- 
ciety at  Casper. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor,  220 
Medical  Arts  Bldg.,  Omaha. 


The  regular  meeting  of  the  Omaha-Douglas  Coun- 
ty Medical  Society  was  held  on  Tuesday,  March  28, 
1939,  in  the  Medical  Arts  Auditorium,  at  8:00  p.  m., 
President  Uren  presiding.  The  secretary  read  the 
minutes  of  the  regular  meeting  of  March  14.  and 
special  Council  meeting  on  March  24th;  also  the  re- 
port of  the  Public  Affairs  Committee,  Dr.  J.  Jay 
Keegan,  Chairman,  on  “The  Medical  Relief  Prob- 
lem.” The  minutes  were  approved  as  read. 

Dr.  C.  Rubendall  read  a resolution  in  memory  of 
Dr.  Frank  Stiles  Owen,  who  died  at  his  home  in 
Santa  Barbara,  California,  on  March  23,  1939,  at 
the  age  of  83. 

The  scientific  program  was  opened  by  Dr.  Sven 
Isacson,  with  a talk  on  “Alcohol  in  the  Blood”;  dis- 
cussion by  Dr.  Ralph  Lovelady,  Sidney,  Iowa,  and 
Dr.  Ernest  Kelley. 

Dr.  A.  F.  Tyler’s  subject  was  “Diseases  of  the 
Pleura  with  Especial  Reference  to  the  Interlobar 
Septa  and  Adjacent  Lung  Tissue,”  illustrated  by 
x-ray  films  shown  on  a display  box  loaned  through 
the  courtesy  of  the  General  Electric  Company.  This 
paper  was  discussed  by  Drs.  Herbert  Davis  and 
James  F.  Kelly. 

Dr.  M.  C.  Howard  closed  the  program  with  his 
paper  on  “Hemorrhage  Complicating  Gastric  and 
Duodenal  Ulcer,”  discussion  by  Drs.  F.  J.  Schwert- 
ly,  L.  D.  McGuire  and  R.  R.  Best. 

Meeting  adjourned  10:30  p.  m. 

The  regular  meeting  of  the  Omaha-Douglas  Coun- 
ty Medical  Society  was  held  in  the  Medical  Arts 
Auditorium  on  Tuesday,  March  14,  1939.  President 
Uren  called  the  meeting  to  order  at  8:10  p.  m. 

The  secretary  read  the  minutes  of  the  regular 
meeting  of  February  28th  and  the  Council  meeting 
of  March  14th.  There  were  no  corrections  or  ad- 
ditions and  minutes  stand  approved  as  read. 

The  secretary  read  a communication  from  Dr.  R. 
B.  Adams,  secretary  of  the  Nebraska  State  Medical 
Association,  published  in  the  March  Bulletin,  advis- 
ing that  it  will  be  necessary  to  report  all  members 
to  the  A.  M.  A.  who  have  not  paid  their  1939  dues 
by  April  1,  1939,  as  delinquent. 

The  scientific  program  was  opened  by  Dr.  F.  C. 
Hill,  with  a paper  on  “Testicular  Tumors.”  Dr. 
Warren  Thompson  introduced  the  guest  speaker, 
Dr.  Peter  T.  Bohan  of  Kansas  City,  Missouri,  who 
spoke  on  “Coronary  Disease.” 

Meeting  adjourned  at  10:05  p.  m. 

The  Lancaster  County  Medical  Society  met  in 
regular  session  April  4,  1939,  in  the  Sharp  Building 
Auditorium.  Vice-President  B.  A.  Finkle  called  the 
meeting  to  order  in  the  absence  of  the  president. 
Sixty  members  were  present.  The  minutes  of  the 
last  meeting  were  read  and  approved. 
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Dr.  F.  F.  Teal  presented  a paper  on  “Fracture 
of  the  Malar  Bone.”  Lantern  slides  illustrated  a 
method  of  reducing  these  fractures  by  using  a lever 
under  the  malar  bone,  which  is  introduced  through 
an  incision  through  the  temporal  fascia  at  the  hair 
line.  During  the  discussion,  Dr.  J.  J.  Hompes  ad- 
vised the  use  of  paraffin  packs  in  the  antrum  to 
maintain  the  reduction  once  it  is  producted. 

“What  Do  You  Mean  by  Low  Back  Pain  ?”  was  the 
subject  of  Dr.  J.  E.  M.  Thomson’s  paper.  This  paper 
was  illustrated  by  lantern  slides  and  a demonstra- 
tion of  the  examination  and  tests  on  a living  model. 
Discussion  followed  by  Drs.  C.  F.  Ferciot,  W.  W. 
Carveth,  and  C.  H.  Arnold,  who  discussed  different 
phases  of  the  question  of  low  back  pain. 

A regular  meeting  of  the  Lancaster  County  Medi- 
cal Society  was  held  March  21,  1939,  with  thirty 
members  in  attendance.  Dr.  F.  L.  Rogers,  presi- 
dent, in  the  chair. 

The  first  paper  of  the  evening-  was  presented 
jointly  by  Drs.  H.  S.  Morgan  and  E.  M.  Hansen, 
on  “Chronic  Endocervicitis.”  Discussion  followed 
by  Drs.  H.  E.  Harvey  and  I.  C.  Munger  and  Grace 
Loveland. 

Dr.  A.  L.  Smith  presented  a paper  on  “Cardiovas- 
cular Disease  and  Tobacco.”  This  was  a report  of 
the  results  of  twenty  years  work  on  tobacco  and  its 
effect  on  the  heart.  All  heart  disease  first  mani- 
fests itself  in  a physiological  change.  Physiological 
cardiac  changes,  if  continued  long  enough,  will  re- 
sult in  organic  change.  Tobacco  causes  physiologic 
change  in  normal  hearts  and,  if  continued,  will  re- 
sult in  a damaged  heart.  In  this  series  of  tobacco 
smokers,  about  one-fifth  of  the  patients  examined 
showed  a physiologic  or  anatomic  cardiac  change. 
Tobacco  aggravates  angina  pectoris  and  coronary 
disease  and  it  is  well  known  anything  which  in- 
creases the  pain  paroxysms  in  these  two  diseases 
will  shorten  the  life  of  the  patient.  No  one  has  ever 
pointed  out  any  value  in  tobacco  to  the  human  be- 
ing. In  conclusion,  those  things  which  result  in  ab- 
normal physiologic  or  anatomic  change  in  the  heart 
should,  in  the  ordinary  course  of  events,  be  care- 
fully and  cautiously  studied  before  condemning  or 
approving.  Tobacco  should  be  considered  a toxic 
agent  and  should  be  interdicted  or  allowed  as  the 
cardiac  condition  and  reactions  of  the  patient  indi- 
cate. 

A letter  from  the  Nebraska  Press  Association  was 
read  asking  the  Society  to  endorse  their  plan  of 
compiling  a “Who’s  Who  in  Nebraska.”  This  was 
referred  to  the  Public  Relations  Committee  which 
advised  against  such  a plan.  Motion  was  made, 
seconded  and  carried. 

Meeting  adjourned  at  9:15  p.  m. 

The  Third  Councilor  District  meeting-  was  held 
at  the  Paddock  Hotel,  Beatrice,  Nebraska,  Wednes- 
day, April  12,  1939. 

The  program  was  as  follows: 

2:30  p.  m. — “The  Management  and  Diagnosis  of 
Bright’s  Disease,”  E.  J.  Kirk,  M.  D.,  Omaha,  Nebr. 

3:30  p.  m. — “Edema  and  Treatment,”  Lynn  T. 
Hall,  M.  D.,  Omaha,  Nebr. 

4:30  p.  m. — “Differential  Diagnostic  Importance 
of  Eye  Findings  in  General  Systemic  Disease,”  J. 
Hewitt  Judd,  Omaha,  Nebr. 

5:30  p.  m. — Business  meeting. 


6:30  p.  m. — Dinner,  Paddock  Hotel,  $1,  which 
price  included  incidental  expenses  of  the  meeting. 

7:30  p.  m. — “Present  Day  Treatment  of  Pneu- 
monia,” F.  E.  Schmidt,  M.  D.,  Kansas  City,  Mo. 

8:30  p.  m. — “Physiology  of  the  Heart”  (Illustra- 
tive Electrocardiograms),  Miles  J.  Breuer,  M.  D., 
Lincoln,  Nebr. 

The  Cheyenne-Deuel-Kimball  Tri-County  Medical 
Society  meeting  in  regular  session  March  28  in  Sid- 
ney heard  discussions  by  I)r.  Adolph  Sachs  and  Dr. 
J.  R.  Nilsson  of  Omaha.  The  topic  discussed  was 
the  handling  of  Gall-Bladder  Disease;  it  was  treat- 
ed (in  the  discussion)  from  a medical  and  from  a 
surgical  standpoint. 

In  addition  to  the  regularly  attending  members 
there  were  present,  twenty-five  doctors  from  the 
surrounding  territory. 

Nearly  fifty  Central  Nebraska  doctors  attended 
the  annual  spring  conference  of  the  Ninth  Councilor 
District  at  the  St.  Francis  hospital,  Grand  Island, 
Monday  afternoon  and  evening,  March  9th.  The 
Ninth  District  includes  thirteen  counties. 

The  scientific  session  in  the  afternoon  featured 
addresses  by  Dr.  John  Waterman,  Ingleside,  who 
spoke  on  the  psychological  approach  in  treatment 
of  child  behavior  cases;  Dr.  R.  D.  Bryson,  Callaway, 
who  talked  on  treatment  of  extreme  burns,  and  Dr. 
J.  G.  Woodin,  Grand  Island,  who  spoke  on  veneral 
disease  as  a public  health  problem. 

Motion  pictures  also  were  shown  during  the  after- 
noon meeting. 

The  doctors  and  their  wives  attended  the  banquet 
served  by  the  sisters  of  the  hospital  in  the  evening. 

Dr.  E.  A.  Watson,  Grand  Island,  showed  movies  of 
a trip  through  Old  Mexico.  A lecture  on  Alaska,  il- 
lustrated by  movies,  was  given  by  Dr.  Victor  Levine 
of  Omaha. 

Dr.  Ray  Wykoff,  Lexington,  president  of  the  dis- 
trict, presided  at  both  sessions. 

The  Madison  Six  County  Medical  Society  met  April 
18,  1939,  in  St.  Mary’s  church,  Osmond,  Nebraska, 
with  dinner  at  7 p.  m. 

The  program:  “Injuries  to  the  Spine  and  Pelvis,” 
(with  slides  and  colored  motion  pictures) — Dr.  Arch 
F.  O’Donoghue,  Sioux  City,  Iowa;  and  “A  Survey  of 
Accessory  Sinus  Disease,”  Diagnosis  and  Treat- 
ment, Medical  and  Surgical) — Dr.  Frederich  H. 
Roost,  Sioux  City,  Iowa. 

The  committee  in  charge  was  Dr.  A.  E.  Maillard 
and  Dr.  C.  E.  Rogers. 

A combined  meeting  of  the  Sixth  Councilor  Dis- 
trict and  Seward  County  Medical  Society  was  held 
in  Milford,  to  celebrate  the  golden  anniversary 
testimonial  dinner  to  C.  W.  Doty,  M.  D.,  of  Beaver 
Crossing,  Nebr.,  Monday,  April  10,  1939. 

The  program: 

Toastmaster — Dr.  Joe  Morrow  of  Seward. 

Music  by  Pioneer  Club  Quartet. 

Greetings — Dr.  D.  D.  King  of  York. 

Response — Dr.  C.  W.  Doty,  Beaver  Crossing,  guest 
of  the  evening. 

Remarks— Dr.  H.  W.  Hewitt  of  Lincoln;  W.  H. 
Smith,  State  Tax  Commissioner  of  Seward. 

Music  by  Pioneer  Club  Quartet. 

Address — Dr.  Donald  J.  Wilson  of  Omaha. 
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The  Sixth  Councilor  District  met  in  David  City, 
Thursday,  March  16.  Physicians  representing  Saun- 
ders, Butler,  Seward,  Polk,  Hamilton  and  York 
counties  attended.  The  program  consisted  of  papers 
by  Dr.  R.  R.  Best  on  Gall  Bladder  Disease,  and  Dr. 
F.  Lowell  Dunn  on  Pneumonia.  Both  speakers  are 
from  Omaha. 

The  quarterly  meeting  of  the  Dawson  County 
Medical  Society  was  held  in  Lexington  at  the  Corn- 
land  hotel  Monday  evening,  April  3,  with  the  presi- 
dent, Dr.  C.  C.  Pelikan  of  Overton,  presiding. 

The  meeting  opened  at  seven  o’clock,  with  dinner, 
when  covers  were  laid  for  eighteen. 

The  main  speaker  of  the  evening  was  Dr.  M.  C. 
Arnold  of  St.  Paul,  councilor  of  this  district.  Dr. 
Arnold’s  talk  was  followed  by  a few  remarks  by  Dr. 
Harry'  E.  Dorwart. 

Those  present  for  the  dinner  meeting  included: 
Dr.  and  Mrs.  M.  C.  Arnold,  St.  Paul;  Dr.  and  Mrs. 
Bert  Pyle  and  Dr.  E.  C.  Stevenson,  Gothenburg;  Dr. 
C.  H.  Sheets,  Cozad;  Dr.  C.  C.  Pelikan,  Overton; 
Dr.  and  Mrs.  J.  B.  Kyle,  Eddyville;  Dr.  0.  P.  Rosenau, 
Eustis;  Dr.  and  Mrs.  A.  W.  Anderson,  Dr.  and  Mrs. 
V.  D.  Norall,  Dr.  Harry  E.  Dorwart,  and  Dr.  F.  J. 
Rosenberg. 

The  Tri-County  Medical  Society  composed  of 
Dodge,  Washington  and  Burt  counties  held  their 
meeting  in  Dodge,  Monday  evening,  March  27. 

The  program  opened  with  a six-thirty  dinner. 
Fifty-three  were  present.  During  the  dinner  hour 
an  entertaining  program  was  presented.  Dr.  H.  D. 
Myers  of  Howells  sang  two  vocal  selections.  Ber- 
nard Kenney  played  a saxaphone  solo  and  Dr.  G.  J. 
Srb  and  Miss  Joan  Kauffold  played  several  piano 
duets. 

Dr.  John  W.  Duncan,  Dr.  W.  L.  Sucha  and  Dr. 
Harry  Murphy,  all  of  Omaha,  presented  the  scien- 
tific program  on  Surgical  and  Hormonal  Treatment 
of  Undescended  Testicle,  Traumatic  Surgery,  and 
The  Treatment  of  Acute  Childhood  Infections,  re- 
spectively. Dr.  H.  H.  Morrow  of  Fremont,  presi- 
dent of  the  society  presided. 

The  Ladies  Auxiliary  held  their  meeting  in  the 
library  room  following  the  dinner.  New  officers 
elected  were:  Mrs.  G.  J.  Srb  of  Dodge,  president; 
Mrs.  George  Haslem,  Fremont,  vice-president;  Mrs. 
Hamilton  orrow,  Fremont,  secretary-treasurer. 

The  Five  County  Medical  Society  met  in  WayTne, 
April  6.  Dinner  at  7 p.  m.  The  following  program 
was  presented:  Dr.  Wyland  Hicks,  Sioux  City, 

“Bladder  Tumors.”  Dr.  A.  L.  Miller,  president  of 
the  Nebraska  State  Medical  Association  and  member 
of  the  Unicameral  Legislature,  “Concerning  Medi- 
cal Legislation.” 

The  Scottsbluff  County  Medical  Society  met  at 
the  Lincoln  hotel  in  Scottsbluff  for  dinner  at  6:45 
p.  m.,  Thursday,  April  13th,  1939. 

After  the  dinner  Dr.  Paul  Connor  of  Denver  re- 
viewed the  history  of  endocrinology,  especially  the 
recent  advancements  which  have  radically  changed 
the  practice  of  medicine  in  the  last  few  years.  The 
doctor  then  took  up  the  various  endocrine  deficien- 
cies presenting  illustrations  of  patients  before  and 
after  treatment,  giving  objective  signs  helpful  in 
diagnosis  and  methods  of  treatment. 

Dr.  Rex  Murphy  of  Denver  then  gave  an  illus- 


trated lecture  on  “Chest  Conditions  of  Special  Inter- 
est to  the  Otolaryngologist”  and  emphasized  the 
value  of  bronchoscopic  examinations. 

The  presentations  brought  forth  a great  deal  of 
discussion  among  the  twenty  doctors  attending. 
Both  subjects  were  well  presented  and  well  received. 

Dr.  Roy  D.  Sinclair  of  Lyman  became  a member 
of  the  Society. 
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Dr.  Frank  Styles  Owen,  born  in  Seville,  Ohio, 
1856,  died  March  23,  1939,  at  Santa  Barbara,  Calif. 
The  doctor,  who  was  a pioneer  in  early  medicine  in 
Nebraska,  graduated  from  the  University  of  Michi- 
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gan  Medical  College  in  1885.  Following  graduation 
he  began  general  practice  in  Stromsburg,  and  in 
1891,  after  a year’s  postgraduate  study  in  New  York 
and  the  clinics  of  London  and  Paris,  he  came  to 
Omaha  limiting  his  field  to  opthalmology  and  oto- 
laryngology. He  was  always  active  in  local  and 
state  medical  affairs,  serving  as  president  of  the 
Omaha-Douglas  County  Medical  Society  in  1914  and 
president  of  the  Nebraska  State  Medical  Association 
in  1929.  He  retired  from  active  practice  and  moved 
to  Santa  Barbara  in  1930.  He  is  survived  by  his  wid- 
ow and  four  children,  Dr.  Ronald  R.  Owen,  Herbert, 
Blossom  and  Mrs.  Amos  Thomas. 

Dr.  Harry  H.  Grosbach,  born  1864,  died  March  28, 
1939,  at  Wauneta,  Nebr.  The  doctor  was  a gradu- 
ate of  Eclectic  Medical  College,  Cincinnati  in  1885. 
In  1887  Dr.  Grosbach  established  his  practice  in  Im- 
perial, Nebr.  In  1894  he  moved  to  Wauneta  where 
he  practiced  until  about  a year  prior  to  his  death. 
He  had  retired  from  active  practice  on  account  of 
ill  health.  Surviving  are  his  widow  and  two  sons. 

Dr.  George  E.  Hart,  born  1876,  died  November  7, 
1938,  at  Scottsbluff,  Nebr.  The  doctor  graduated 
from  Keokuk  Medical  College  in  1906;  he  practiced 
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in  Walthill,  Gurley,  Sidney  and  Lyman.  He  was  a 
thirty-second  degree  Mason,  a Royal  Arch  Mason 
and  a Shrinei\  Survivors  are  his  widow  and  one 
son. 

Dr.  Charles  L.  Sturdevant,  born  1858,  died  March 
22,  1939.  The  doctor  graduated  from  the  Eclectic 
Medical  College  in  1880,  and  began  his  practice  in 
Atkinson;  he  also  practiced  in  Gordon  for  many 
years.  Dr.  Sturdevant  died  in  Stuart.  Survivors 
are  a son,  C.  M.  Sturdevant  of  Lincoln,  a sister  at 
Gering,  and  a grandson,  Dr.  Charles  Sturdevant  of 
Boston,  Mass. 

Dr.  Gustav  N.  Nilsson,  born  in  Sweden  in  1893, 
died  of  ruptured  gastric  ulcer  April  5,  1939,  in 
Omaha.  Dr.  Nilsson  graduated  from  the  Univer- 
sity of  Nebraska  Medical  College  in  1928.  He  began 
his  practice  in  Bloomfield,  Nebr.,  where  he  remained 
seven  years.  He  then  came  to  Omaha  where  he 
practiced  his  profession  until  his  death.  Surviving 
are  his  wife,  two  sons,  a daughter;  his  mother  and 
a brother. 


CLASSIFIED  AD 

FOR  SALE — OMAHA — Recently  deceased. 
Well  established  suburban  general  practice, 
complete  equipment  surgical  instruments, 
x-ray,  physiotherapy.  Price  asked  less  than 
actual  value  of  equipment.  Well  qualified  man 
should  make  go  from  start.  Mrs.  G.  N.  Nils- 
son, 2324  No.  55th  Street,  Omaha,  Nebr. 


MARRIAGES 

Dr.  Miles  J.  Breuer  to  Violet  Payne,  both  of  Lin- 
coln. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  R.  R.  Reed  of  McCook  recently  attended  clin- 
ics at  St.  Louis. 

Dr.  Charles  Swab  of  Omaha  returned  recently 
from  a trip  to  California. 

Dr.  and  Mrs.  J.  G.  Marron  of  Lincoln  recently  re- 
turned from  a six  weeks’  trip  to  California. 

Dr.  B.  F.  Bailey  of  Lincoln  was  elected  chairman 
of  the  local  Red  Cross  Chapter  at  its  annual  meet- 
ing. 

Dr.  and  Mrs.  Arthur  C.  Johnson  recently  returned 
to  Omaha  from  a honeymoon  trip  in  California, 
Louisiana  and  Texas. 

Dr.  Harold  H.  Walker  of  North  Platte,  has  been 
appointed  oculist  and  aurist  for  the  Union  Pacific 
railroad  at  that  point. 

Dr.  H.  H..  Morrow  of  Fremont  addressed  mem- 
bers of  the  Fremont  Nurses’  Association  recently 
on  the  subject  of  “Obstetrics.” 

Dr.  Ralph  Luikart  of  Omaha  addressed  the  Wom- 
an’s Club  of  Fremont,  April  13,  on  “Healthy  Moth- 
ers, Better  Babies,  Less  Cancer.” 

Dr.  and  Mrs.  J.  B.  Redfield  of  North  Platte  have 
(Continued  on  page  xix) 
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To  augment  its  present  service  The  Missouri  Pacific  Lines  will  operate  special, 
through  air-conditioned  Pullman  sleepers  from  both  Lincoln  and  Omaha  on  overnight 
schedules. 


Lv.  Lincoln 
Lv.  Omaha 
Ar.  St.  Louis 
Lv.  St.  Louis 
Ar.  Omaha 
Ar.  Lincoln 


Mo.  Pac. 


Mo.  Pac. 


4:15  p.  m.  May  14th 
5 :00  p.  m.  May  14th 
7:10  a.  m.  May  15th 
5:15  p.  m.  May  19th 
6:58  a.  m.  May  20th 
7:30  a.  m.  May  20th 


Day  service  in  each  direction  is  also  available.  Equipment  is  of  the  all-steel  modern 
type,  completely  air-conditioned  — including  Pullmans,  parlor,  dining-lounge  and 
coaches.  Dining  Service  for  all  meals. 

MISSOURI  PACIFIC  LINES 

(THE  NEBRASKA  LINE  TO  ST.  LOUIS) 

For  reservations  and  information  call,  ’phone  or  write  . . . 

B.  L.  Clough,  G.  A.  J.  L.  Fisk,  G.  A.  P.  D. 

200  So.  13th  Street,  Lincoln,  Nebr.  1418  1st  Nat’l  Bank  Bldg.,  Omaha,  Nebr. 

B-3277  Jackson  4543 
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PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 


/SlT^V  HOSPITAL  f A 

ii=  insurance! 
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For  ethical  practitioners  exclusively 

(50,000  POLICIES  IN  FORCE) 

Liberal  Hospital  Expense  Coverage  for  $10.00  Per  Year 

$5,000.00  accidental  death 

$25.00  weekly  indemnity,  accident  and  sickness 

For 

$33.00 

per  year 

$10,000.00  accidental  death 

$50.00  weekly  indemnity,  accident  and  sickness 

For 

$66.00 
per  year 

$15,000.00  accidental  death 

$75.00  weekly  indemnity,  accident  and  sickness 

For 

$99.00 

per  year 

37  pears  under  the  same  management 


$1,700,000  INVESTED  ASSETS 
$9,000,000  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska  for 
protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 

Send  for  applications.  Doctor,  to 

400  First  National  Bank  Building  Omaha,  Nebraska 


1 V. 

WHEN  IN  OMAHA: 

Hotel  Conant 

250  Rooms 
Rates  $2.00  to  $2.50 
16th  and  Harney 


Hotel  Sanford 

200  Rooms 
Rates  $1.25  to  $2.50 
19th  and  Farnam 


CONANT  HOTEL  COMPANY 

Omaha 

^ =r 


Professional  Protlctioh 


A Doctor  Says — 

“Your  campaign  of  education  in  these  matters 
is  excellent.  If  you  can  further  impress  upon 
doctors  the  importance  of  withholding  criticism 
of  their  colleagues,  you  will  have  gone  a long 
way  in  eradicating  malpractice  suits.” 


OF  FORT  WAYNE.  INDIANA 


for  a pleasant 
Convention  trip— go  via 
WABASH 

ST.  LOUIS  LIMITED 

Leave. Omaha  . . . 8:30  pm  Arrive  St.  Louis  . 8:08  am 


Only  the  Wabash  offers  DELMAR  STATION— con- 
venient to  ail  West  Side  Hotels,  Hospitals,  Parks  and 
Universities — plus  downtown  Union  Station. 

Low  Fares:  $8.39  One  Way,  $15.95  Round  Trip,  in 
Coaches.  Call  Jackson  0710  for  full  information. 


WABASH 


BSSfoSl1 


A complete  printing 
service  is  at  your 
disposakonsultthe 
Planners  and  Producers 
of  Productive  Printing 
in  Lincoln. 


Lincoln  Printing  Co. 

Maul  Brothers 


213  So.  10th  St.,  Lincoln,  Nebr.  ^ 
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returned  from  a visit  to  the  west  coast,  where  they 
attended  the  World’s  Fair  at  San  Francisco. 

Dr.  George  Hoffmeister  of  Imperial  spent  the 
first  two  weeks  in  April  taking  post-graduate  work 
at  Minneapolis  and  attending  clinics  at  Rochester. 

Dr.  W.  R.  Hamsa  gave  a paper  at  the  Sixth  An- 
nual Convention  of  the  Central  District  Physical 
Education  Association  in  Sioux  City,  Iowa,  on 
March  30. 

Dr.  and  Mrs.  Edmond  M.  Walsh  of  Omaha  drove 
to  New  Orleans,  where  the  doctor  attended  the  meet- 
ing of  the  American  College  of  Physicians  March 
27  to  31.  On  their  return  trip  they  stopped  at 
Natchez,  Miss.,  to  visit  the  Garden  Club  Pilgrimage. 

Dr.  Charles  Gurney,  formerly  of  Omaha,  has 
located  in  Portland,  Oregon.  Dr.  Gurney  following 
several  years  of  practice  in  Omaha  accepted  a fel- 
lowship in  plastic  and  reconstructive  surgery  at  the 
Mayo  Clinic.  Subsequently  he  studied  under  Sir 
Harold  Gillies  in  London. 


BOOKS  RECEIVED 

Surgical  Pathology  of  the  Mouth  and  Jaws,  by 
Arthur  E.  Hertzler,  M.  D.,  Surgeon  to  Agnes  Hertz- 
ler  Memorial  Hospital,  Halstead,  Kansas;  Professor 
of  Surgery,  University  of  Kansas.  This  book  is  the 
last  of  a series  of  10  volumes  on  surgical  pathology. 
18  mo.,  248  pages,  206  illustrations.  J.  B.  Lippin- 
cott  Company,  Philadelphia,  Pa. 

The  Medical  Secretary,  by  Minnie  Genevieve 


Morse,  member,  Board  of  Registration,  Association 
of  Record  Librarians  of  North  America.  Author  of 
“Case  Records  in  Small  Hospitals.”  This  book  deals 
with  the  principal  problems  confronting  the  secre- 
tary without  medical  training,  who  takes  up  the 
duties  of  office  assistant  to  a doctor.  162  pages, 
12  mo.  The  MacMillan  Company,  60  Fifth  Avenue, 
New  York.  $1.50. 

Clinical  Gastroenterology,  by  Horace  Wendell 
Soper,  M.  D.,  F.  A.  C.  P.  212  illustrations,  18  mo., 
314  pages.  The  object  of  this  work  is  to  cover  the 
field  of  gastroenterology  with  particular  emphasis 
on  diagnosis  and  treatment.  The  C.  V.  Mosby  Com- 
pany, St.  Louis,  Publishers. 

Clinical  Laboratory  Methods  and  Diagnosis,  by  R. 
B.  H.  Gradwohl,  M.  D.,  Director  of  the  Gradwohl 
Laboratories  and  Gradwohl  School  of  Laboratory 
Technique;  formerly  Director  of  Laboratories,  St. 
Louis  County  Hospital;  Pathologist  to  Christian 
Hospital;  Director,  Research  Laboratory,  St.  Louis 
Metropolitan  Police  Department;  Commander,  Medi- 
cal Corps,  Fleet,  United  States  Naval  Reserve.  492 
illustrations  in  the  text  and  44  color  plates.  1607 
pages,  50  mo.  The  C.  V.  Mosby  Company,  St.  Louis, 
Publishers. 


There  is  no  “socialized”  substitute  for  the 
close  personal  understanding  of  your  doctor 
who  knows  you  well  enough  to  know  quickly 
and  confidently  what  to  do  whenever  you 
can  gain  by  beating  your  medical  troubles  to 
the  punch. — Hygeia. 


An  effective  treatment  for 

TRICHOMONAS  VAGINITIS 


An  effective  treatment  by  Dry  Powder  Insufflation  to  be  sup- 
plemented by  a home  treatment  (Suppositories)  to  provide 
continuous  action  between  office  visits.  Two  Insufflations, 
a week  apart,  with  12  suppositories  satisfactorily  clear  up 
the  large  majority  of  cases. 

JOHN  WYETH  & BROTHER,  INC.  • PHILADELPHIA,  PA. 


SILVER  PICR  ATE  — a crystalline  compound  of  silver  in  definite  chemical 
combination  with  Picric  Acid.  Dosage  Forms : Compound  Silver  Picrate 
Powder  — Silver  Picrate  Vaginal  Suppositories.  Send  for  literature  today . 

SILVER  PICRATE  • QYyelk  • 
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Introduction  of  the  President 

Tuesday,  May  2,  1939 

DR.  ROY  W.  FOUTS,  (Omaha):  I now  call  the 
annual  session  of  the  Association  to  order.  It  is  my 
pleasure  and  privilege  as  the  immediate  past  Presi- 
dent who  presides  on  this  occasion  to  present  to  you 
one  whom  you  all  know.  You  have  known  him  for  a 


number  of  years — more  particularly  the  past  year — 
for  his  activities  in  State  medical  affairs.  I can 
perhaps  say  he  has  spent  more  time  over  the  State 
talking  here  and  there  to  advance  the  cause  of  Medi- 
cine than  anyone  who  has  preceded  him,  so  far  as 
I know.  It  is  with  a great  deal  of  pleasure  that  I 
present  to  you  at  this  time  your  President,  Dr. 
Homer  Davis.  (Applause,  audience  arising). 


President’s  Address 

HOMER  DAVIS,  M.  D.,  Genoa 


We  come  once  more  for  our  annual  meet- 
ing. One  more  year  has  passed  into  history. 
Patrick  Henry  said,  “I  have  but  one  lamp  by 
which  my  feet  are  guided,  and  that  is  the 
lamp  of  experience.  I have  no  way  of  judg- 
ing the  future  but  by  the  past.”  This  job 
of  judging  the  future  by  the  past  would  be 
an  easy  one  if  it  were  not  for  the  fact  that 
many  new  conditions  affecting  the  practice 
of  medicine  are  appearing  for  solution. 

We  all  understand  the  general  trend  in  our 
government  toward  socialism,  with  its  drive 
to  take  away  those  rights  which  business  and 
the  professions  have  enjoyed  since  the  begin- 
ning of  our  independence.  We,  as  Ameri- 
cans, have  all  been  taught  and  have  learned 
to  be  proud  of  that  part  of  our  government 
that  gave  to  all  of  our  citizens  the  Bill  of 
Rights,  which  embodied  articles  decidedly 
opposed  to  the  centralization  of  power  and 
which  provided  for  equal  rights  for  all  citi- 
zens. The  founders  of  our  government  en- 
deavored to  safeguard  in  every  way  possible 
American  individualism.  This  inspired  self 
confidence.  This  was  the  reason  that  men 
felt  brave  and  went  forth  and  conquered  for- 
ests, fields,  mountains  and  rivers,  proud  of 
the  fact  that  they  were  the  architects  of 
their  own  fortunes. 

Are  we  slipping?  Are  we  allowing  the 
guarantees  included  in  our  Constitution  and 
the  Amendments  thereto,  to  be  taken  from 


us  ? Are  we  individually  taking  too  little  in- 
terest in  our  Commonwealth  ? Shall  we  per- 
mit our  country  to  simply  sink  or  swim  un- 
aided by  any  interest  or  effort  on  our  part? 
What  is  wrong  with  us  anyway? 

It  seems  that  we  have  neither  the  impell- 
ing urge  of  our  forefathers  to  conquer  nor 
their  inurements  to  hardships  and  depriva- 
tions to  prepare  us  for  the  spirit  of  conquest. 
We  have  been  surrounded  by  luxuries  never 
dreamed  of  by  those  rugged  early  settlers 
who  hewed  and  dug  a living  out  of  the  wilder- 
ness. Have  these  luxuries  softened  us  so 
much  that  we  shun  any  activity  smacking  of 
hard  work  and  individual  effort? 

We  shall  have  to  conclude  then  that  some- 
thing is  wrong  with  our  individualism.  We 
must  reason  that  our  reaction  to  the  com- 
forts and  conveniences  of  a highly  mechan- 
ized and  scientific  age  is  slowly  robbing  us  of 
our  initiative — our  individuality.  We  seem 
to  be  turning  into  a nation  of  robots.  There 
is  too  much  regimentation  in  all  phases  of 
life — political,  business,  professional  and 
educational. 

We  should  remain  a nation  of  individual 
thinkers  and  free  agents.  We  should  exer- 
cise our  constitutional  rights  and  privileges. 
If  we  do  not,  we  shall  so  retrogress  and  so 
deteriorate  that  our  status  will  become  on  a 
par  with  that  of  the  people  of  Germany, 
Italy  and  Russia. 
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What  does  all  of  this  have  to  do  with  medi- 
cine? The  practice  of  medicine  has,  in  the 
history  of  our  country,  always  been  followed 
by  a class  of  citizens  who  are  natural  leaders. 
This  confidence,  which  the  people  have  in  the 
medical  profession,  should  never  be  betrayed. 
The  medical  profession  then  has  a responsi- 
bility to  its  country  greater  than  any  other 
profession.  Are  we  going  to  assume  this  re- 
sponsibility like  the  men  who  have  passed 
before  ? I have  faith  in  our  profession,  faith 
in  our  younger  generation  of  doctors,  al- 
though they  may  be  handicapped  somewhat 
by  having  had  things  made  too  easy  for  them 
by  our  high  standard  of  living.  Anyway,  we 
all  have  had  a new  training  in  economy  dur- 
ing the  past  five  years  of  Nebraska  drouth. 
We  all  should  come  out  of  this  drouth  and 
depression  period,  morally  and  professional- 
ly better. 

During  this  administration,  there  have 
been  some  marked  changes  in  the  affairs  of 
the  N.  S.  M.  A.  We  now  have  a central  of- 
fice in  Lincoln  which  is  a big  improvement 
for  us  in  many  ways.  It  gives  our  Associa- 
tion several  advantages  among  which  may  be 
mentioned  convenience,  dignity,  prompt  and 
expeditious  business  ways,  centralization  of 
effort. 

Our  Nebraska  State  Medical  Association  is 
well  organized.  We  have  strong  active  com- 
mittees appointed  from  our  membership. 
These  committees  are  active  and  have  been 
doing  excellent  work  in  the  past,  and  espe- 
cially during  this  last  year.  They  have  spent 
much  time  and  effort  with  association  af- 
fairs. 

Several  problems  have  come  up  for  solu- 
tion during  the  past  year.  The  officers, 
Council  and  committees  have  all  done  their 
best  to  solve  these  problems  in  the  best  way 
for  the  good  of  the  medical  profession. 

The  improvement  in  management  of  the 
State  Medical  Journal  under  the  business 
management  of  our  Executive  Secretary  is 
one  of  the  marked  changes  of  the  past  year. 
The  increase  in  income  from  the  Journal  by 
increasing  the  advertising  space  sold,  prom- 
ises much  for  the  future  of  our  Association. 

The  appointment  by  the  Council  of  a Busi- 
ness Committee  has  been  a great  help  in  our 
business  affairs  and  has  placed  all  business 
of  the  Association  on  a much  more  business- 
like basis. 

The  Association  has  improved  in  its  edu- 
cational work.  We  have  learned  to  depend 
more  and  more  on  the  Speakers  Bureau  for 


our  educational  programs  and  scientific  pro- 
grams. 

The  various  committees  have  had  a busy 
year.  They  have  all  performed  their  duties 
well  and  their  valuable  time  has  been  freely 
given.  Many  members  of  these  various  com- 
mittees have  been  to  quite  a personal  travel 
expense  from  out  in  the  state.  This  expense 
and  time  given  for  the  good  of  the  medical 
profession  in  the  state  should  not  go  by  un- 
mentioned and  unnoticed.  On  behalf  of  the 
Nebraska  doctors  I want  to  thank  those  com- 
mittee members  and  assure  them  that  this 
labor  and  expense  is  most  certainly  appre- 
ciated by  all  of  us. 

Within  this  year  we  have  experienced  the 
first  permanent  plan  of  socialized  medicine  in 
the  history  of  Nebraska  medicine.  I refer 
to  the  agreement  of  the  State  Medical  Asso- 
ciation with  the  Farm  Security  Administra- 
tion for  the  medical  care  insurance  plan  for 
the  more  than  20,000  low  income  farmers  of 
our  state  who  are  in  the  F.  S.  A.  setup.  In 
this  agreement  we  have  preserved  our  demo- 
cratic principles  and  have  eliminated  the  dic- 
tator tendency  of  centralized  government  to 
regiment  all  producing  organizations  and  all 
producers  in  business  and  manufacture. 

The  opportunity  for  this  favorable  setup 
has  been  made  possible  only  by  the  American 
Medical  Association  in  their  constant  vigi- 
lance and  effort  to  preserve  the  dignity  of 
the  medical  profession  in  its  relation  to  our 
government. 

The  medical  profession  has  consistently  re- 
fused to  surrender  its  democratic  rights  of 
(1)  patient  selection  of  his  family  doctor  (2) 
control  of  medical  care  by  the  medical  pro- 
fession. In  this  F.  S.  A.  agreement  we  may 
or  may  not  receive  a lower  fee  rate  for  our 
services,  but  we  are  living  up  to  the  tradi- 
tions of  the  fathers  of  modern  medicine  in 
cooperating  with  all  available  agencies  to 
render  the  highest  type  of  medical  service  to 
bring  medical  care  to  a class  of  people  who 
have  always  been  our  patients  and  who  wish 
to  continue  to  have  the  services  of  their 
family  doctor. 

The  F.  S.  A.  setup  may  be  considered  to  be 
a possible  and  probable  beginning  of  efforts 
of  the  Federal  Government  to  bring  medical 
service  to  all  low  income  families.  The  Wag- 
ner Health  Act,  now  being  considered  by  the 
Congress,  has  this  plan  for  consideration. 

We  have  become  accustomed  to  our  re- 
sponsibility of  managerial  advice  in  relation 
to  Federal  funds  that  have  to  do  with  gen- 
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eral  health  education  and  welfare.  These 
funds  have  been  available  to  our  State  for 
the  past  three  years  through  the  Nebraska 
State  Department  of  Health. 

The  Nebraska  State  Medical  Association 
should  sponsor  a new  law  in  Nebraska  for 
the  reorganization  of  our  State  Health  De- 
partment. This  proposed  law  should  contain 
provisions  for  bringing  all  medical  and  health 
activities  of  the  State  into  the  Department  of 
Health  and  under  the  Director  of  Health. 

The  Nebraska  State  Medical  Association 
is  a very  live  organization  and  a power  for 
good.  Its  influence  is  felt  by  the  entire  in- 
telligent population  of  our  State.  We  have 
tried  to  go  forward  in  an  unselfish  way, 


working  in  a patriotic  spirit  only  for  the  good 
of  all  the  people  of  our  State.  The  people 
trust  us  with  confidence.  May  we  ever  be 
mindful  of  this  trust  and  may  we  always 
merit  their  confidence. 

During  my  World  War  experience,  I en- 
joyed the  fellowship  of  many  medical  offi- 
cers. During  the  past  two  years  I have  en- 
joyed very  much  the  fellowship  of  the  doc- 
tors of  Nebraska.  Both  experiences  have 
been  high  spots  in  my  life. 

Everywhere  I have  been  to  medical  meet- 
ings over  the  State,  I have  been  welcomed 
and  used  just  “Swell.” 

I thank  all  of  you  sincerely  for  your  help. 


Address:  Program  Committee 

DR.  MORRIS  NIELSEN,  Blair 
Tuesday,  May  2,  1939 


Your  Program  committee  feels  that  their 
efforts  this  year  have  been  particularly  pro- 
ductive of  results.  It  is  no  small  task  to  work 
out  a schedule  that  will  interest  the  greatest 
number  of  our  membership.  What  will  in- 
terest one  does  not  necessarily  interest  the 
other,  and  visa-versa.  Therefore  a general 
consideration  is  necessary  in  order  to  inter- 
est the  greatest  number. 

This  year  we  have  an  unusually  large  and 
able  number  of  outstanding  guest  speakers 
and  a large  group  of  Nebraska  men  who  are 
well  qualified  to  speak  upon  their  several 
subjects.  Your  committee  can  select  the  out 
state  men  who  are  invited  to  make  up  the 
program,  but  it  depends  wholly  upon  the  re- 
sponse of  the  members  of  the  Nebraska  State 
Medical  Association  for  the  bulk  of  the 
talent.  The  co-operation  that  you  give  de- 
termines its  excellence. 

Your  committee  is  confronted  with  a dual 
problem.  There  are  those  who  want  to  hear 
from  men  who  are  specializing,  and  others 
like  to  hear  from  men  in  general  practice. 
How  to  best  serve  both  groups  becomes  truly 
a problem.  Without  your  help  we  are  lost, 
and  it  is  gratifying  indeed  to  have  had  such 
whole-hearted  co-operation  as  you  have  given 
in  the  preparation  of  this  year’s  program. 
The  main  object  of  our  association  is  to  ad- 
vance ourselves  in  our  profession,  and  to  do 
so  it  is  necessary  that  we  meet  with  one  an- 
other, for  free  interchange  of  our  experiences 
and  opinions.  The  only  time  throughout  the 


year  that  many  of  us  are  permitted  to  meet 
is  at  the  annual  assembly,  and  it  should 
therefore  allow  of  educational  as  well  as  so- 
cial profit. 

May  I ask  that  you  who  are  disgruntled 
at  the  present  set-up  of  our  Association  be- 
cause of  its  recent  streamlining  take  heart, 
with  the  firm  conviction  that  it  will  come  out 
all  right.  I do  not  feel  so  badly  about  it,  as 
it  is  not  the  first  time  that  dissention  has 
appeared  within  our  ranks,  and  somehow  or 
other  a wise  providence  has  always  so  shaped 
our  destiny  that  we  have  been  able  to  pick 
up  the  pieces  and  again  weld  them  into  a 
harmonious  organization.  Help  keep  us  to- 
gether rather  than  pull  us  apart.  It  is  still 
your  organization.  You  don’t  have  to  let  the 
other  fellow  dictate  to  you.  If  you  don’t 
want  him  in  there,  vote  him  out,  that  is  your 
privilege,  but  whatever  you  do,  attend  the 
annual  meetings  that  you  may  keep  in  touch 
with  the  situation  and  have  first  hand  knowl- 
edge of  what  is  best  to  do. 

To  get  you  to  attend,  your  program  com- 
mittee has  given  you  its  best  efforts,  and  it 
trusts  that  you  are  satisfied.  May  we  ask 
you  to  visit  the  scientific  and  commercial  ex- 
hibits here  which  should  prove  interesting  to 
you?  To  the  Grand  Island  men  we  express 
our  sincere  thanks  for  their  help  and  valued 
suggestions,  and  for  the  fine  hospitality  they 
have  so  generously  extended  to  us.  I am 
sure  that  this  year’s  meeting  will  stand  out 
as  an  example  of  what  concerted  effort  can 
really  accomplish. 


Why  Report  Venereal  Disease? 

EDMUND  G.  ZIMMERER,  M.  D. 

Assistant  Epidemiologist  Division  of  Venereal  Diseases, 
(State)  Department  of  Health,  Lincoln,  Nebr. 


There  is  a tendency  in  these  times  when 
doctors  are  poorly  paid  for  their  services  to 
condone  slipshod,  easy  going-,  lazy  methods 
in  practice  but  when  we  remember  the  dig- 
nity of  our  profession  and  our  responsibility 
to  society  such  methods  are  not  to  be  de- 
fended. Even  an  indigent  patient  is  entitled 
legally  and  ethically  to  adequate  service.  The 
reporting  of  communicable  disease  is  as  im- 
portant as  ever  to  community  welfare  in 
these  times  and  is  part  of  such  service. 

The  question  propounded  in  our  title  can- 
not seriously  be  answered  by  such  stock  re- 
plies as:  “It  takes  time  and  I am  too  busy,” 
“I  forget,  but  I do  report  some  of  them,” 
“I  haven’t  any  supplies,”  “I  didn’t  know  it 
was  required.” 

The  most  eminent  practitioners  of  medi- 
cine and  some  of  the  busiest  keep  accurate 
complete  case  histories,  are  meticulous  in  re- 
porting infectious  diseases  and  answering 
correspondence,  and  yet  have  time  to  write 
numerous  articles  and  books.  Perhaps  that 
is  one  reason  for  their  eminence.  Such  men 
don’t  forget,  because  their  work  is  so  sys- 
tematized that  they  do  not  permit  them- 
selves to  forget  anything  that  makes  for  ef- 
ficiency in  practice.  They  have  adequate 
supplies  always  ready  because  they  are 
awake  to  their  needs  and  see  that  such  needs 
are  not  only  available  but  readily  accessible. 
No  physician  who  regards  himself  as  alert 
and  up-to-date  is  ignorant  of  his  obligation 
regarding  the  reporting  of  communicable  dis- 
eases any  more  than  of  any  other  regulation 
that  affects  his  professional  activity.  Such 
all  too  evident  evasions  cannot  be  seriously 
made  by  any  physician  unwilling  to  permit 
himself  to  be  branded  as  hopelessly  shiftless. 

On  a par  with  these  excuses  is  the  ancient 
alibi,  “Lots  of  others  don’t  report.”  “Lots  of 
others  don’t,”  it  is  true.  None  of  the  quacks 
report.  None  of  the  abortion  mills  report 
their  births.  Many,  on  the  border-line  of  un- 
ethical practice,  hide  from  public  notice  by 
non-compliance  with  regulations.  Some  com- 
petent but  careless  physicians  don’t  report 
venereal  disease.  On  the  other  hand  many 
do  report  and  among  these  are  the  busiest, 
noblest,  highest  type  physicians  of  the  coun- 
try. With  which  group  do  we  want  to  be 
associated  ? 


Occasionally  we  get  more  serious  objec- 
tions to  a compliance  with  the  law.  A doc- 
tor says,  “Reporting  is  a violation  of  profes- 
sional confidence.”  A careful  reading  of  the 
regulations  will  reveal  that  in  the  case  of  a 
patient  with  venereal  disease  the  name  is 
not  required  to  be  reported.  A number,  ini- 
tial, or  other  symbol  that  can  be  identified 
only  by  the  physician  is  all  that  is  needed 
and  where  the  patient  is  cooperative,  that  is, 
willing  to  do  his  part  in  protecting  the  com- 
munity by  carrying  on  treatment  to  ade- 
quacy even  though  he  may  change  physicians 
one  or  more  times,  his  name  need  never  be 
divulged.  It  is  only  the  non-cooperative  pa- 
tient who  disregards  his  own  welfare  and  the 
safety  of  his  fellows  that  must  be  reported 
by  name.  Such  an  individual  by  his  anti- 
social conduct  forfeits  his  right  to  confi- 
dence, and  the  right  of  the  state  to  protect 
public  health  even  at  the  cost  of  personal 
embarrassment,  in  such  an  instance  has  been 
repeatedly  upheld  by  the  courts. 

When  a practitioner  failing  to  inform  the 
patient  properly  that  his  name  can  be  held 
in  complete  confidence  if  he  continues  treat- 
ment, leads  the  patient  to  believe  that  he 
will  not  be  reported  but  intimates  that  other 
physicians  might  and  would  do  so,  he  brands 
himself  as  a charlatan.  Such  unprofessional 
conduct  would  justify  the  revocation  of  a li- 
cense to  practice. 

We  have  heard  too  the  frank  statement, 
“I  resent  any  outside  interference  with  my 
personal  practice.”  The  experience  of  those 
who  faithfully  report  all  their  cases  proves 
that  reporting  does  not  and  cannot  impose 
any  outside  interference.  Lacking  the  name 
of  the  patient,  no  one  of  the  personnel  of  the 
Health  Department  could,  if  they  would,  ap- 
proach the  patient  except  through  the  physi- 
cian. Even  in  the  case  of  delinquents  who 
are  reported  as  having  stopped  treatment 
while  still  infectious,  the  physician  is  con- 
sulted before  any  contact  is  made  and  close 
cooperation  with  him  is  maintained  unless 
and  until  the  patient  comes  under  the  care 
of  another  approved  physician.  There  is  no 
check  on  diagnosis,  no  dictation  or  even  sug- 
gestion as  to  the  course  of  treatment  except 
on  direct  request  of  the  physician  himself. 
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Then  there  is  the  hackneyed  objection, 
“I’m  not  paid  for  reporting.”  The  physician 
in  being  granted  a license  or  privilege  to 
practice  his  profession  has  imposed  upon  him 
certain  legal  requirements  and  duties.  One 
of  them  is  the  statutory  provision  that  com- 
municable disease  (including  venereal  dis- 
ease) be  reported.  Society  demands  this  as 
a right  for  its  protection  not  as  a service 
for  specific  remuneration.  As  a citizen  you 
are  being  paid  for  every  effort  you  make  in 
the  upbuilding  of  your  community  and  as  a 
physician  you  should  be  as  much  interested, 
at  least,  in  building  up  the  community  health 
as  in  the  erection  of  public  buildings  and 
parks  or  the  upbuilding  of  trade.  A full  com- 
pliance with  the  law  is  part  of  the  service  for 
which  the  patient  pays,  a service  which  many 
of  them  have  come  to  expect.  Instances 
have  been  known  of  patients  asking  officials 
of  the  Department  of  Health  if  their  case  has 
been  reported  by  the  doctor.  Needless  to 
say,  of  course,  such  records  are  confidential 
and  no  such  information  would  be  given  out 
even  if  it  were  available. 

As  to  the  cost  about  which  complaint  has 
been  made,  supplies  are  furnished  gratui- 
tously. The  report  card  is  franked  so  that 
not  even  a postage  stamp  is  required.  The 
form  is  so  brief  as  to  require  less  than  two 
minutes  for  its  execution  and  it  can  be  made 
out  while  interviewing  the  patient. 

Not  a single  objection  to  reporting  can  be 
sustained  as  worthy  of  consideration.  On 
the  other  hand,  there  are  many  good  reasons 
for  general  strict  compliance  with  the  regu- 
lation. The  Health  Department,  like  a good 
general  must  know  in  order  to  apply  its 
strategy,  the  location  of  the  enemy  and  its 
strength.  One  of  the  greatest  obstacles  to 
the  evaluation  of  treatment  procedures  in 
the  past  has  been  the  lack  of  accurate  knowl- 
ege  as  to  the  prevalence  of  venereal  disease. 
Only  complete  reporting  will  ever  enable  us 
to  achieve  our  goal  of  eradication  or  even  to 
plan  the  methods  of  attack  according  to  need. 
There  is  the  purely  selfish  motive  also  that 
our  state  is  doubtless  being  deprived  of  fed- 
eral funds  allocated  acording  to  need,  because 
of  incomplete  reporting  in  the  past.  Money 
does  help  in  the  control  of  disease  and  Ne- 
braska ought  to  be  among  the  first  of  the 
states  to  wipe  out  such  unnecessary  plagues 
as  syphilis  and  gonorrhea. 

Reporting,  especially  of  delinquents, 
sources,  and  contacts,  enables  the  Depart- 
ment of  Health  through  your  cooperation  to 


secure  more  adequate  treatment  of  patients 
and  to  procure  the  examination  of  suspects 
and  contacts.  Adequate  treatment  means 
less  communicability  and  consequently  less 
venereal  disease.  In  syphilis  it  means  less 
central  nervous  involvement,  hence  less  tabes 
and  less  paresis.  It  means  less  heart  disease 
and  fewer  deaths,  fewer  miscarriages  and 
healthier  mothers  and  babies.  It  means  a 
decreased  tax  burden  and  relief  load. 

Examination  of  suspects,  sources  and  con- 
tacts, too,  means  less  infection,  fewer  cases, 
fewer  and  milder  complications  and  the  ulti- 
mate eradication  of  venereal  disease.  Epi- 
demiology in  venereal  disease  is  simpler,  easi- 
er, and  quite  as  productive  of  good  results  as 
it  is  in  typhoid  or  any  other  infectious  dis- 
ease. In  this  work  as  conducted  by  the 
trained  personnel  of  the  Venereal  Disease  Di- 
vision the  closest  cooperation  is  maintained 
with  the  reporting  physician.  More  and 
more  physicians  are  availing  themselves  of 
this  service  and  all  who  have  used  it  are  sat- 
isfied and  pleased  with  its  results. 

Reporting  of  delinquents  keeps  your  pa- 
tients under  treatment  longer.  Reporting 
of  contacts  brings  new  business  and  the  repu- 
tation of  being  a thorough  doctor  who  is  in- 
terested not  only  in  remuneration  for  his 
services  but  in  community  and  public  health 
as  well. 

No  physician  would  probably  take  the 
stand  that  he  is  opposed  to  preventive  medi- 
cine. It  is  the  proud  boast  of  our  profession 
that  we  have  conquered  untold  numbers  of 
plagues,  that  we  have  not  only  saved  lives, 
but  have  prevented  much  suffering.  In  ve- 
nereal disease  we  are  confronted  with  a men- 
ace which  we  have  the  knowledge  and  the 
means  to  control  with  more  hope  of  success 
than  we  had  in  our  fight  against  tuberculo- 
sis. The  public  is  awake  to  the  facts  and 
eagerly  await  the  leadership  of  medical  men 
in  a united  battle  against  venereal  disease. 
Shall  our  profession  remain  an  obstacle? 

Reporting  is  not  an  oppressive  obligation. 
It  is  a public  duty  and  a legal  responsibility 
but  it  brings  the  reward  of  a consciousness 
of  having  contributed  our  part  toward  the 
conquest  of  one  of  humanity’s  great  scourges. 
We  know  the  advantages  of  united  action. 
We  haven’t  forgotten  our  fraternity  days, 
nor  the  ideals  we  held  at  the  time  of  gradua- 
tion, nor  have  we  lost  entirely  the  spirit  of 
the  gridiron  and  athletic  field.  We  know 
what  cooperation  means.  Shall  we  allow 
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petty  motives  or  sheer  sloth  to  deprive  a na- 
tion-wide movement  of  leadership  that  costs 
us  so  little  in  effort  and  which  means  so 
much  to  its  ultimate  success? 

Professional  ethics  and  civic  responsibility 
require  our  joining  with  the  vast  army  of  sci- 
entists, medical  men,  and  laymen  who  are  de- 
termined by  cooperation  with  public  health 
authorities  to  save  the  countless  mothers  and 
babies  who  are  innocent  victims  of  syphilis ; 
the  thousands  of  young  men  and  young  wom- 
en who  annually  acquire  gonorrhea  through 
ignorance  rather  than  through  immorality; 


the  hundreds  who  because  of  venereal  dis- 
ease require  institutional  care  at  a tremen- 
dous cost  to  the  overburdened  taxpayer;  all 
of  them  victims  of  diseases  that  are  all  but 
preventable.  If  such  a small  matter  as  re- 
porting cases  of  venereal  disease  will  con- 
tribute even  in  a small  measure  to  such  a 
magnificent  and  hopeful  cause,  can  we  as 
ethical  members  of  a profession  that  has 
never  before  been  so  much  under  the  critical 
scrutiny  of  the  public  eye  afford  longer  to 
seek  an  alibi?  Let’s  ask  ourselves  and  an- 
swer, “Why  NOT  report  venereal  disease?’’ 


The  Importance  of  the  Biopsy 

EARL  C.  SAGE,  M.  D.,  and  CHARLES  P.  BAKER,  M.  D., 
Omaha,  Nebr. 


The  following  case  history  illustrates  the 
value  of  physicians  being  cancer  conscious. 

At  the  Methodist  Hospital  in  Omaha  on  July  10, 
1938,  Mrs.  C.,  age  21  years,  arrived  acutely  ill,  de- 
hydrated, anemic  and  stuporous  with  a fever  rang- 
ing from  101  to  104. 

The  history  begins  in  November,  1937,  when  she 
was  delivered  normally  of  a baby.  In  December, 
1937,  she  menstruated,  following  which  there  was  a 
period  of  amenorrhea  until  March,  1938,  when  there 
was  excessive  vaginal  bleeding  for  ten  days.  It  was 
necessary  at  this  time  to  hospitalize  the  patient  and 
cauterize  the  cervix  because  of  the  severity  of  the 
hemorrhage.  The  cauterization  failed  to  entirely 
stop  the  bleeding  which  continued  intermittently  for 
another  one  and  a half  months.  In  May,  1938,  the 
bleeding  was  so  profuse  a second  cauterization  was 
performed. 

From  May  until  July  because  of  restlessness  and 
quite  severe  lower  abdominal  pain  a dram  of  bro- 
mides was  given  t.  i.  d.  A profuse  foul  vaginal  dis- 
charge developed.  The  patient  rapidly  lost  forty 
pounds  in  weight,  most  of  which  occurred  during  the 
month  previous  to  admission.  One  week  before  en- 
trance to  the  hospital  following  a douche,  a severe 
vaginal  hemorrhage  ocurred.  Several  days  before 
coming  to  the  hospital  the  patient  became  more 
lethargic,  depressed  and  almost  completely  disorient- 
ed. 

On  admission  the  examination  showed  a poorly 
nourished,  young  woman,  with  marked  pallor  and  a 
fever  ranging  from  101  to  104,  lying  in  a semi-stup- 
orous condition.  The  general  and  neurologic  exam- 
inations were  essentially  normal  except  for  the  pel- 
vic examination.  Because  of  the  foul  vaginal  dis- 
charge a speculum  examination  of  the  cervix  was 
done,  which  revealed  on  the  anterior  lip  a friable, 
necrotic,  grayish  red  mass,  which  bled  easily.  The 
hemoglobin  was  68%,  the  erythrocytes,  4,260,000  and 
the  leukocytes  11,600.  The  blood  flocculation  test 
was  negative  and  the  blood  cultures  revealed  no 
growth.  A blood  bromide  determination  showed  375 
mgm.  per  cent.  The  admission  diagnosis  was  bro- 
mide delirium  and  toxic  psychosis.  Sections  of  tis- 
tue  taken  from  the  tumor  of  the  surface  showed  a 


very  anaplastic  epithelial  tumor  arising  from  squam- 
ous epithelium.  The  cells  were  wholly  undifferenti- 
ated, large,  deeply  staining  and  many  atypical  mit- 
otic figures  could  be  found.  The  diagnosis  was 
Grade  4 squamous  cell  epithelioma. 

Following  the  diagnosis  the  patient  re- 
ceived acetone  treatment  to  the  cervix  and 
two  deep  Roentgen  Ray  treatments.  She  was 


Figure  1.  Grade  4 Squamous  Cell  Epithelioma  of  Cervix 

given  4,000  to  5,000  cc.  of  fluids  through  a 
nasal  tube  for  several  days.  On  the  fourth 
day  she  became  alert  and  oriented.  She  re- 
mained in  the  hospital  eighteen  days,  during 
which  time  the  fever  continued.  The  cervi- 
cal cancer  was  so  malignant  that  little  could 
be  accomplished  and  her  general  condition 
was  so  poor  that  little  treatment  could  be 
given.  She  was  sent  home. 

How  different  this  picture  might  have 
been,  if  at  the  time  of  her  first  examination 
in  March,  1938,  a biopsy  from  this  suspicious 
looking  cervix  had  been  obtained,  and  a cor- 
rect diagnosis  made.  The  cardinal  triad  of 
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symptoms  for  carcinoma  of  the  cervix  were 
present;  leukorrhoea,  bleeding-,  and  pain. 
When  the  cervix  is  such  an  accessible  organ 
— we  can  feel  it,  we  can  see  it,  it  seems  un- 
justifiable not  to  make  some  attempt  to  cor- 
rectly diagnose  the  lesions  found  there. 

We  next  see  this  patient  at  the  University  Hos- 
pital from  November  25  to  December  20,  1938.  She 
weighed  146  lbs.  in  May,  1938.  Her  weight  in  Sep- 
tember was  83  lbs.  She  was  extremely  emaciated 
on  admission  to  the  University  Hospital.  From  the 
time  she  had  left  the  Methodist  Hospital  in  July  she 
had  continued  to  have  a thick,  greenish  yellow  vag- 
i»al  discharge  alternating  with  intermittent  vaginal 
bleeding.  She  has  had  pain  in  both  lower  quadrants 
of  the  abdomen,  and  has  become  progressively  weak- 
er. Her  temperature  ran  around  102  until  one  week 
before  her  death.  She  was  given  three  blood  trans- 
fusions as  her  hemoglobin  was  32%  on  admission. 
To  help  relieve  pain  she  obtained  a few  deep  x-ray 
treatments.  The  carcinoma  had  extended  so  far 
that  she  had  a recto-vaginal  fistula.  She  died  De- 
cember 20,  1938. 

Autopsy  findings:  Carcinoma  of  cervix 


with  erosion  of  rectal  wall ; metastases  to  pel- 
vic lymph  nodes,  no  metastases  to  lungs  or 
spinal  column,  early  broncho-pneumonia ; ure- 
teral dilatation  on  right  side  due  to  parame- 
trial  infiltration  and  obstruction  at  the  base 
of  bladder. 

If  a biopsy  had  been  done  when  the  cervix 
was  first  cauterized,  a life  might  have  been 
saved.  In  case  of  doubt,  a biopsy  is  impera- 
tive. The  physician’s  hesitancy  to  do  a biop- 
sy may  have  resulted  from  the  active  discus- 
sion a few  years  ago  of  the  danger  of  spread- 
ing cancer  in  this  way.  Today,  that  discus- 
sion is  dead,  so  are  many  patients  for  the 
lack  of  a biopsy,  as  illustrated  by  this  twen- 
ty-one-year-old woman  who  lost  her  life. 
Biopsies  will  save  many  more  patients  than 
it  will  harm. 

It  should  be  remembered  that  carcinoma 
of  the  cervix  holds  first  rank  among  all  the 
obstetric  and  gynecologic  causes  of  death. 


Helps  in  the  Diagnosis  of  Syphilis* 

DONALD  J.  WILSON,  M.  D., 

Omaha 


Most  mistakes  in  diagnosis  are  not  made 
because  of  ignorance,  but  because  we  do  not 
think  of  the  possibilities  and  carry  through 
a differential  diagnosis.  As  Dr.  Stokes  says, 
“The  physician  must  be  syphilis  conscious.” 
No  class  of  people  is  immune  and  members 
of  all  classes  from  clergymen  to  drunkards 
have  become  victims,  even  your  best  friends 
may  be  syphilitic.  Hence  my  first  help — Be 
Suspicious ! 

In  the  early  stages  syphilis  is  almost  al- 
ways painless  and  a primary  lesion  or  sec- 
ondary rash  leaves  little  if  any  impression 
on  an  already  preoccupied  mind.  Again, 
early  syphilis  occurs  usually  in  the  young 
when  little  attention  is  paid  to  matters  of 
health.  It  is  well  to  remember  also,  that 
many  times  syphilis  and  gonorrhea  are  con- 
tracted together.  Gonorrhea  has  a short  in- 
cubation period  and  the  condition  is  painful. 
In  three  or  four  weeks  the  pain  is  much  im- 
proved as  a rule.  Little  wonder  then,  that 
a painless  lesion  occasions  no  anxiety.  If  an 
epididymitis  develops,  the  pain  is  severe 
enough  that  the  patient  wouldn’t  notice  a 
painless  lesion  anyway.  Scabies  and  syphilis 
may  be  acquired  at  the  same  time.  The  itch- 
ing of  the  former  is  severe.  As  many  cases 

•Read  before  Omaha-Midwest  Clinical  Society,  October,  1938, 
Omaha. 


of  scabies  do  not  seek  medical  care  for  sev- 
eral weeks,  it  is  not  surprising  that  a chancre 
is  thought  to  be  a large,  chronic  scabies  le- 
sion. In  addition  there  are  always  some  in- 
dividuals who  fear  the  worst  and  have  no 
hesitation  in  misleading  the  physician.  The 
second  help— (a)  A Positive  History  Is  Valu- 
able. A Negative  History  Means  Nothing, 
(b)  Syphilis  Often  Has  a Partner. 

With  approximately  one-tenth  of  the 
American  people  infected  with  syphilis,  it  is 
not  unreasonable  to  suspect  that  some  of 
them  will  develop  a primary  anemia,  a cardio- 
vascular condition,  a peptic  ulcer,  or  a chole- 
cystitis. Any  condition  may  develop  inde- 
pendently during  any  stage  of  syphilis. 
Third  help — A Positive  Blood  Test  Does  Not 
Mean  That  Syphilis  is  the  Cause  of  a Pa- 
tient’s Complaint. 

Those  people  who  drink  (especially  those 
who  drink  seriously)  are  more  liable  to  be- 
come infected  than  those  who  do  not,  be- 
cause alcohol  in  varying  amounts  does  def- 
initely favor  a carefree  abandon.  Therefore 
fourth — Be  Doubly  Suspicious  of  a Drinker. 
As  a corollary — Eyes  open  when  examining 
a person  whose  mate  has  been  on  a trip,  or 
vacation,  or  has  had  a long  illness. 
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Always  examine  the  hands  of  a patient. 
Fairly  frequently  one  of  two  types  of  lesions 
will  be  observed,  viz.,  the  resolving-  papular 
on  the  palms  or  the  serpigino-nodular  on  any 
part  of  the  hands,  although  more  common 
over  the  thenar  and  hypo-thenar  eminences 
or  over  the  knuckles.  The  papular  lesions 
may  be  numerous  or  scanty,  the  latter  being 
more  common.  The  lesions  are  pin  head  to 
pea  sized,  elevated,  and  have  a peculiar  color 
(the  so-called  raw  ham  or  bronze  color,  al- 
though this  is  not  accurate).  The  surface 
of  the  lesion  looks  like  a callous  or  corn  and 
most  of  them  seem  to  have  had  the  center 
dug  out  with  a pen  knife.  This  appearance  is 
very  characteristic.  The  other  type  of  lesion 
usually  appears  as  a single,  roughly  annular 
one,  the  border  being  composed  of  dusky 
papules  or  nodules.  The  center  portion  may 
be  brighter  in  color  or  even  atrophic  and  a 
lessened  amount  of  perspiration  in  this  atro- 
phic area  is  common.  Again,  the  nodules 
may  be  arranged  along  one  portion  of  the 
border  while  the  other  is  entirely  inactive. 
This  tendency  for  extension  from  the  border 
accounts  for  the  term  “ serpiginous.”  The 
individual  nodules  seldom  persist  longer  than 
a few  weeks  although  the  lesion  itself  may 
remain  for  months.  Fifth  help — Signs  of 
Active  Syphilis  Can  Frequently  Be  Found 
on  the  Hands. 

While  not  all  cases  of  syphilis  follow  a def- 
inite sequence,  such  a chronology  is  frequent 
enough  that  it  should  be  borne  in  mind.  In 
early  syphilis  the  clinical  changes  take  place 
at  about  four  week  intervals.  Although  the 
spirochetes  have  been  found  in  the  lymph 
spaces  immediately  surrounding  the  point  of 
infection  within  a few  hours  after  innocula- 
tion,  and  although  they  involve  the  blood 
stream  within  two  or  three  days,  existing  in 
the  host  subsequently  as  a spirochetemia, 
the  first  clinical  sign  of  infection,  the  chan- 
cre, does  not  appear  until  approximately  four 
weeks  after  infection.  Sixth  help — The  Per- 
son With  a Chancre  Only,  Was  Infected 
About  Four  to  Six  Weeks  Before. 

The  typical  chancre  begins  as  a small, 
firm,  painless  papule  at  the  point  of  contact. 
This  lesion  usually  becomes  larger,  even  nod- 
ular, and  gives  a cartilaginous  “feel.”  If  the 
round  cell  infiltration  is  sufficient,  the  cir- 
culation is  so  impaired  that  the  apex  of  the 
lesion  receives  insufficient  blood  supply,  is- 
chemia develops,  erosion  follows,  and  a scar 
often  remains  after  healing.  When  less  in- 
filtration occurs  there  is  no  erosion  and  no 


scar.  Usually  some  portion  of  the  chancre 
is  very  firm  and  indurated,  often  the  entire 
lesion  moving  en  masse.  Also,  an  indurated 
lymph  channel  can  often  be  palpated  proxi- 
mal to  the  chancre,  and  where  the  chancre 
is  not  near  the  mid  line  there  may  be  a mas- 
sive enlargement  of  the  adjacent  lymph  node 
(the  so-called  Bubo).  Where  the  lesion  is 
open  there  is  usually  a more  abundant  out- 
pouring of  fluid  than  in  a non  specific  lesion 
of  the  same  size.  Seventh  help — A Genital 
Lesion  With  Induration  and  Plentiful  Serum, 
Is  Probably  Primary  Syphilis. 

The  eruption  of  early,  secondary  (roseo- 
lar)  syphilis  looks  much  like  measles  except 
the  face  is  spared  and  signs  of  coryza  are 
absent.  I have  seen  several  cases  which  had 
been  diagnosed  as  measles.  Two  had  actual- 
ly been  diagnosed  “chronic  measles.”  Where- 
as rubella  clears  in  a few  days,  the  roseola 
may  still  be  visible  four  weeks  later  and  not 
infrequently  is  followed  by  a late  secondary 
(papular)  stage.  Eighth — Always  Think  of 
Syphilis  When  Seeing  An  Adult  With 
“Measles.” 

The  papular  lesions  of  secondary  syphilis 
have  been  described  as  “raw  ham”  colored 
and  “bronze  colored.”  While  the  color  is 
quite  distinct,  neither  description  conveys  the 
picture  and  it  can  be  fixed  in  mind  only  by 
studying  luetic  lesions  yourself.  Flat  top- 
ped, varnished  appearing,  yellowish  red 
papules  without  angular  borders,  especially 
about  the  hair  line,  are  usually  luetic  (the 
corona  venerealis).  The  same  type  of  lesions 
occur  elsewhere,  favoring  the  flexor  surfaces 
of  the  arms  and  legs  and  also  on  the  back 
and  chin.  Help  nine — Large  Yellowish  Red, 
Round  or  Oval  Papules  With  Flat  Varnished 
Tops,  Are  Usually  Syphilis. 

In  syphilitic  alopecia  there  is  an  actual  in- 
volvement of  the  hair  follicles  which  then 
shed  their  hairs.  As  the  follicular  involve- 
ment is  patchy,  the  resultant  alopecia  gives 
a moth  eaten  appearance  and  is  then  called 
the  moth  eaten  alopecia  of  secondary  syphi- 
lis. Help  ten — The  Alopecia  of  Syphilis  Is 
Distinctive. 

When  the  eruption  is  sparce  typical  lesions 
cannot  always  be  found;  however,  if  the  pa- 
tient is  viewed  under  ultra  violet  light  the 
remains  of  a syphilitic  roseola  can  often  be 
observed.  Eleven — Mercury  Quartz  Vapor 
or  Ultra  Violet  Light  from  Other  Sources 
Is  Valuable  in  the  Diagnosis  of  Certain  Cases 
of  Syphilis. 
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During  the  roseola  stage  the  uvula  and 
soft  palate  may  show  varying  degrees  of 
petechial  eruption,  the  luetic  angina.  Spread 
over  the  tonsillar  surface  and  especially  at 
its  junction  with  the  capsule,  is  frequently 
seen  a pseudomembrane  having  a “skimmed 
milk”  appearance.  In  the  latter  part  of  the 
roseolar  stage  and  the  papular  stage,  or  even 
the  immediate  post  papular  stage,  the  oral 
mucous  membrane  is  very  frequently  the 
site  of  discrete  or  confluent  erosions.  These 
lesions  vary  in  size,  are  roughly  round,  ovoid 
or  annular.  Just  inside  the  border,  in  whole 
or  in  part,  lies  an  erosion.  In  width  the  ero- 
sion varies  from  a mere  line  to  several  mil- 
limeters. Medial  to  this  is  a center  portion, 
elevated  slightly  above  the  level  of  the  ero- 
sion and  covered  by  a dusky  gray  to  whitish 
membrane.  Serum  is  plentiful  in  the  lesion 
which  is  often  extremely  painful  although  it 
may  be  painless.  This  serum  is  loaded  with 
spirochetes  and  is  extremely  infectious.  This 
is  the  mucous  patch  ranking  with  open  chan- 
cre in  infectiousness.  Twelve — In  the  Mouth, 
Roundish  Erosions  With  Membrane  Covered 
Centers  Are  Almost  Always  Syphilitic. 
(Pemphigus,  drug  eruptions  and  erythema 
multiforme  may  be  confused). 

During  the  papular  stage  or  continuing 
for  a period  beyond,  other  types  of  lesions 
may  be  found.  In  moist  warm  areas  the 
papules  become  larger,  softer,  more  slimy, 
and  flat  topped.  Serum  is  abundant  unless 
drying  medications  have  been  applied  and 
spirochetes  are  plentiful  unless  antiseptics 
have  been  used.  The  favored  areas  are  about 
the  genitalia,  in  the  umbilicus,  axillae  and 
groins,  under  overhanging  breasts,  about  the 
anus,  and  have  been  reported  between  the 
toes,  behind  the  ears  and  on  the  chin.  These 
lesions  are  luetic  warts  or  condylomata  lata 
and,  like  the  chancre  and  mucous  patch,  are 
highly  infectious.  Help  thirteen — Large, 
Flat  Topped,  Moist,  Hypertropic  Papules  in 
Warm,  Moist  Areas,  Are  Almost  Always  Sec- 
ondary Syphilis. 

During  the  same  stage  the  skin  and  mu- 
cous membrane  of  the  intergluteal  cleft  and 
about  the  genitalia,  may  be  moist  and  the 
site  of  small  conical  papules,  the  apex  of 
which  has  eroded.  This  lesion  is  called  the 
erosio-papular  syphilid.  Fourteen — Eroded 
Papular  Lesions  About  the  Anus  or  Genitalia 
Are  Often  Luetic. 

After  the  papular  lesions  on  the  body  have 
disappeared,  the  papules  described  early  in 


this  paper,  may  continue  for  days  or  weeks 
on  the  palms  and  soles.  Then  follows  a peri- 
od from  months  to  years  in  duration,  the  so- 
called  latent  period  or  asymptomatic  stage, 
during  the  early  part  of  which  the  blood 
tests  are  usually  positive,  not  infrequently 
becoming  negative  in  the  latter  part.  Dur- 
ing this  period  the  spinal  fluid  may  be  posi- 
tive. Fifteen — Given  a Suspicious  History  or 
Physical  Findings,  and  Negative  Blood  Tests, 
Always  Check  the  Spinal  Fluid. 

The  latent  stage  is  characterized  by  peri- 
ods of  latency.  As  would  be  expected,  dur- 
ing the  period  of  activity  and  immediately 
afterward,  the  blood  tests  will  be  positive. 
At  other  times  they  may  be  negative.  Hence, 
one  cannot  say  with  certainty  that  Wasser- 
mann  negative  cases  do  not  have  syphillis. 
In  addition,  the  luetic  case  which  is  negative 
this  week,  may  without  treatment,  become 
positive  several  weeks  from  now  and  pre- 
sent typical  infectious  lesions.  Help  sixteen 
— Periods  of  Activity  May  Alternate  With 
Periods  of  Latency  During  the  So-Called 
Latent  Stage. 

The  mucous  membrane  is  again  the  site 
of  changes  which  are  very  suggestive.  A 
patch  of  grayish,  sharply  outlined,  roughened 
and  thickened  tissue,  is  known  as  leuko- 
plakia. While  this  condition  is  not  pathog- 
nomonic by  any  means,  it  is  suggestive.  Al- 
though often  considered  active  syphilis,  it 
is  a true  scar  (following  the  mucous  patch). 
Leukoplakia  at  the  angles  of  the  mouth  is 
very  suggestive  of  syphilis  as  is  that  of  the 
lip,  and  followed  by  that  of  the  tongue.  Leu- 
koplakia elsewhere  in  the  mouth  is  not  sug- 
gestive although  all  attempts  to  prove  or 
disprove  a luetic  basis  should  be  made. 
Treatment  for  syphilis  has  no  effect  on  leu- 
koplakia. These  patches  should  be  watched 
closely  for  malignant  changes  and  should  be 
thoroughly  destroyed.  Help  seventeen  — 
Leukoplakia  of  the  Mouth  Very  Frequently 
Has  a Syphilitic  Background. 

After  a latent  period  varying  from  a few 
months  to  twenty-five  or  thirty  years,  cer- 
tain tissues  may  become  “allergic”  or  hyper- 
reactive to  the  presence  of  a few  organisms. 
These  tissues  then  respond  with  a very  se- 
vere reaction  characterized  by  endarteritis, 
ischemia  and  local  death.  Papules  or  nod- 
ules, usually  the  latter,  appear  often  in  a cir- 
cular or  semi-circular  arrangement.  The  cen- 
ter of  the  nodule  usually  becomes  eroded. 
Several  of  these  lesions  in  close  proximity 
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present  a scalloped  border,  the  polycyclic  out- 
line. Interesting  also  and  almost  diagnostic 
is  the  fact  that  many  of  the  individual  nod- 
ules also  have  a polycyclic  border.  After 
healing,  this  configuration  is  still  observable 
in  the  scar  which  is  thus  often  diagnostic. 
Tertiary  syphilis  may  involve  bone  where  it 
produces  a characteristic  picture  on  roent- 
genogram ; there  is  bone  rarifaction  and  bone 
destruction,  there  is  also  bone  sclerosis  and 
new  bone  formation.  Eighteen — Tertiary 
Syphilis  Usually  Presents  a Characteristic 
Picture. 

As  syphilis  is  often  localized  by  trauma, 
tertiary  lesions  tend  to  occur  about  the  fore- 
h e a d,  nose,  shoulders,  sterno-manubrial 
joint,  elbows,  knees,  buttocks,  hands  and 
feet.  Nineteen — Eroded  Lesions  Over  Points 
of  Prominence  Ai'e  Usually  Syphilitic. 

Ulcers  of  the  lower  third  of  the  leg  are 
usually  varicose;  ulcers  of  the  middle  third 
are  liable  to  be  tuberculosis;  w'hile  ulcers  of 
the  upper  third  are  usually  syphilitic.  Help 
twenty — Ulcers  of  the  Upper  Third  of  the 
Leg  Are  Usually  Syphilitic. 

Perforating,  ulcerating  lesions  through  the 
roof  of  the  mouth  into  the  floor  of  the  nose 
are  usually  gummata.  Twenty-one  — A 
Punched  Out  Lesion  of  the  Palate  Is  Usually 
Luetic. 

“The  earliest  signs  of  aortic  syphilis  are 
an  accentuated  second  sound  and  a systolic 
murmer  in  the  aortic  area.  These  changes 
are  much  earlier  than  the  diastolic  murmer 
which  marks  the  distortion  and  incompeten- 
cy of  a definitely  damaged  valve.”  (Stokes). 
Help  twenty-two  — Aortitis  Can  Often  Be 
Diagnosed  Early  When  Treatment  Can  Be 
of  Much  Value. 

As  this  paper  confines  itself  to  helps  and 
pointers,  the  best  known,  well  developed 
signs  and  symptoms  of  cerebro-spinal  in- 
volvement will  not  be  enumerated.  The  pu- 
pils of  all  patients  should  be  examined.  The 
slightest  irregularity  or  difference  in  size 
should  prompt  further  study,  whether  they 
react  to  light  or  not.  Also  any  difference, 
no  matter  how  slight,  in  reaction  time  should 
be  checked  thoroughly.  Because  a wavering 
voice  is  sometimes  a symptom  of  nerve  in- 
volvement, it  should  receive  attention.  Su- 
perficial reflexes,  as  the  abdominal  and  cre- 
masteric, are  important.  When  all  are  pres- 
ent or  all  are  absent,  the  probability  of 
syphilis  is  not  indicated ; however,  when 


some  are  absent  and  some  are  present,  the 
examiner  should  be  on  his  guard.  When  an 
adult  who  has  always  been  neat  and  fastidi- 
ous slowly  becomes  untidy  and  careless,  or 
when  a person  in  his  regular  circumstances 
shows  a rather  sudden  wave  of  prosperity, 
the  doctor  should  think  of  early  paresis.  A 
painless  ptosis  of  sudden  onset  involving  one 
upper  eyelid,  is  usually  due  to  syphilis. 
Twenty-three — The  Earliest  Signs  of  Nerv- 
ous System  Syphilis  Are  Easily  Overlooked 
if  the  Physician  Is  Not  Syphilis  Conscious. 

Regarding  congenital  syphilis  in  the  new- 
born: This  is  the  only  place  where  syphilis 
may  manifest  itself  as  vesicles  or  blebs  and 
the  lesions  are  usually  located  on  the  palms 
and  soles  or  over  the  buttocks.  Help  twenty- 
four — Blebs  of  the  Palms  and  Soles  in  the 
Newborn  Are  Almost  Always  Syphilitic. 

Help  twenty-five — Fissures  or  “crow-foot” 
scars  about  the  body  orifices  are  almost  al- 
ways signs  of  congenital  syphilis. 

Twenty-six — The  pot-bellied  baby  who 
does  not  “do  well,”  who  may  have  flaring 
joints  and  an  enlarged  liver  and  spleen,  is 
very  often  syphilitic. 

Twenty-seven — Split  papules  at  the  cor- 
ners of  the  mouth  are  almost  pathognomonic 
of  syphilis. 

Twenty-eight — A fusiform  thickening  of 
the  sternal  end  of  one  clavicle  is  almost  path- 
ognomonic of  congenital  syphilis. 

Twenty-nine  — Hutchinson’s  teeth  are 
pathognomonic  of  congenital  syphilis.  This 
deformity  applies  only  to  the  upper  central 
incisors  of  the  permanent  teeth.  The  tooth 
is  usually  larger  than  the  normal  tooth  and 
has  a greater  anterior  posterior  diameter. 
The  medial  and  lateral  borders  are  more  con- 
vex than  normal.  The  transverse  diameter 
of  the  tooth  becomes  noticeably  lessened  as 
the  cutting  edge  of  the  tooth  is  approached, 
(the  screw  driver  tooth).  The  cutting  edge 
instead  of  being  a straight  line,  is  concave. 
Due  to  this  concavity,  the  angle  formed  by 
the  cutting  edge  and  the  lateral  edge  of  the 
tooth  is  greater  than  a right  angle  and  the 
corner  is  markedly  rounded.  The  concavity 
need  not  be  complete;  instead,  it  may  be 
partly  or  completely  filled  with  eroded  tooth 
tissue.  A tooth  showing  the  above  deformity 
is  a Hutchinson  tooth  and  means  congenital 
syphilis. 

“Approximately  50  per  cent  of  congenital 
syphilis  appears  between  the  ages  of  five  and 


Volume  24 
Number  6 


CARDIOVASCULAR  SYPHILIS:  BARRY 


211 


sixteen,  although  it  may  appear  as  late  as 
thirty.”  (Stokes).  Interstitial  keratitis  is 
common.  A slight  ciliary  congestion  devel- 
ops followed  by  small  grayish  infiltrative  de- 
posits. The  entire  thickness  of  the  cornea  is 
involved,  the  grayish  infiltration  being 
lymphocytic.  Later  the  photophobia  may  be 
very  intense.  Vascularization  develops  in 
the  grayish  inflamation  and  while  the  ves- 
sels may  disappear  the  scar  may  remain  as 
a permanent  clouding  of  the  cornea.  The 
blood  Wassermann  may  be  negative.  Help 
thirty — Every  Cloudy  Cornea  Should  Be 
Viewed  With  Suspicion  and  Other  Signs  of 
Heredo-Syphilis  Should  Be  Sought  For. 

Gummas  frequently  occur  in  the  congeni- 
tal case,  in  fact  high  perforation  of  the  nasal 
septum  with  collapse  of  the  bridge  and  flar- 


ing of  the  nostrils,  especially  when  accom- 
panied by  perforation  of  the  hard  palate 
is  pathognomonic  of  syphilis.  Perforation 
of  the  hard  palate  alone  while  suggestive,  is 
not  pathognomonic.  The  congenital  syphi- 
litic is  subject  to  develop  gummas  just  as  the 
acquired  syphilitic  does.  Help  thirty-one — 
Destructive  Ulcerations  in  the  Child  Should 
Prompt  the  Examiner  to  Consider  Congenital 
Syphilis. 

Conclusion : It  seems  to  the  writer  that  the 
publicity  given  the  Wassermann  and  other- 
tests,  has  caused  the  practitioner  to  minimize 
or  forget  entirely  many  of  the  clinical  signs 
and  symptoms  of  syphilis.  Insufficient  time 
does  not  permit  the  enumeration  of  all  of 
these  signs.  It  is  hoped  that  a review  of 
some  of  them  will  be  helpful. 


Cardiovascular  Syphilis* 

M.  WILLIAM  BARRY,  M.  D. 
Omaha 


Involvement  of  the  cardiovascular  system 
is  one  of  the  manifestations  of  late  syphilis 
that  is  extremely  important  for  several  rea- 
sons: first,  it  is  common;  second,  it  is  fre- 
quently overlooked ; third,  proper  treatment 
is  productive  of  worthwhile  results.  Statisti- 
cal studies  show  that  10  per  cent  of  those 
with  latent  syphilis  have  cardiovascular  in- 
volvement(1)  and  this  represents  a group  of 
50,000  new  cases  of  cardiovascular  syphilis 
in  the  United  States  annually (2>.  That  this 
condition  is  frequently  overlooked  can  be 
readily  appreciated  from  the  divergence  of 
its  incidence  in  pathological  and  clinical 
studies.  In  clinical  studies  the  incidence  is 
usually  stated  to  be  ten  per  cent  while  in 
pathological  studies  the  incidence  is  75  per 
cent.  This  means  that  in  65  per  cent  of 
cases  the  involvement  is  either  too  minimal 
to  be  recognized  clinically  or  is  overlooked. 
This  high  incidence  is  due  in  a large  measure 
to  the  fact  that  one-half  of  all  syphilitics  do 
not  seek  treatment  until  late  manifestations 
of  the  disease  force  them  to.  The  importance 
of  early  and  adequate  treatment  cannot  be 
overemphasized  since  in  those  cases  which 
have  been  so  treated  the  subsequent  inci- 
dence of  cardiovascular  involvement  is  small. 
When  early  syphilis  is  untreated  the  inci- 
dence of  cardiovascular  syphilis  is  45  per 

♦Read  before  Omaha-Midwest  Clinical  Society,  October,  1938, 
Omaha. 


cent,  with  adequate  treatment  is  4 per 
cent(3). 

PATHOLOGY 

Syphilis  is  one  of  the  most  important 
causes  of  vascular  disease  and  the  vascular 
changes  which  it  produces  are  the  common- 
est lesions  of  late  syphilis.  Of  all  the  vessels 
in  the  body  the  aorta  is  the  most  frequent- 
ly involved.  The  condition  which  we  refer  to 
as  cardiovascular  syphilis  has  its  beginning 
as,  and  is,  the  end  result  of  syphilitic  aorti- 
tis. Hence  the  key  to  the  understanding  of 
cardiovascular  syphilis  lies  in  the  pathologi- 
cal changes  that  are  produced  by  syphilitic 
aortitis. 

The  involvement  of  the  aorta  may  occur 
quite  early  in  the  disease  and  is  always  in- 
sidious. The  aorta  is  involved  by  way  of  the 
lymphatics  which  lie  in  its  adventitia  and 
are  extremely  abundant  around  its  arch. 
This  accounts  for  the  frequency  with  which 
this  area  is  involved.  Other  parts  of  the 
aorta  have  fewer  lymphatics  and  are  less 
frequently  damaged.  These  lymphatics  ac- 
company the  vasa  vasorum  of  the  aorta  on 
which  the  aorta  depends  for  its  nutrition.  In 
the  early  stages  of  aortitis  the  vasa  vasorum 
are  ringed  by  lymphocytes  and  show  evi- 
dence of  an  inflammatory  reaction  which 
causes  a thickening  of  their  walls  and  a di- 
minution of  their  lumina.  The  next  changes 
are  degenerative  in  nature  and  involve  the 
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media  of  the  aorta.  Since  the  media  of  the 
aorta  is  composed  largely  of  elastic  tissue,  its 
degeneration  results  in  the  loss  of  its  elas- 
ticity and  this  change  is  responsible  for  'the 
dilatation  of  the  aorta  which  results  in  the 
formation  of  aneurysms.  As  the  elastic  tis- 
sue is  destroyed  it  is  replaced  by  fibrous  tis- 
sue which  is  ill-suited  to  withstand  the  con- 
stant stress  of  the  blood  pressure.  As  these 
changes  extend  along  the  aorta  they  come  to 
involve  the  aortic  ring.  Loss  of  elasticity  in 
the  ring  permits  it  to  dilate  and  this  results 
in  a widening  of  the  commissures  between 
the  cusps  of  the  aortic  valve.  This  lesion  is 
characteristic  of  and  pathognomonic  of  syph- 
ilitic aortitis.  As  the  commissures  widen, 
the  valve  cusps  are  no  longer  able  to  close 
the  aortic  orifice  and  so  aortic  insufficiency 
results  bringing  in  its  wake  all  the  clinical 
signs  and  symptoms  of  this  lesion. 

Both  accompanying  and  following  the  de- 
generative changes  in  the  media  of  the  aorta, 
other  degenerative  changes  make  their  ap- 
pearance in  its  intima.  The  intima  becomes 
thickened  and  pale  in  appearance  and  as  the 
media  stretches,  the  intima  develops  fine 
longitudinal  wrinklings  which  are  quite  char- 
acteristic. As  the  intimal  changes  extend 
along  the  aorta  they  come  to  involve  the  aor- 
tic valve  cusps.  The  free  edge  of  the  lunules 
become  thickened  and  cord-like  as  though  a 
piece  of  string  had  been  drawn  through  their 
free  edges  or  as  though  they  had  been  rolled. 
This  further  adds  to  the  degree  of  incompe- 
tence and  when  found  is  pathognomonic  of 
syphilis.  Thickening  of  the  intima  may  also 
involve  the  mouths  of  the  coronary  arteries 
so  that  their  orifices  are  narrowed  producing 
the  characteristic  syndrome  of  coronary  ob- 
struction. This  change  seldom  extends  be- 
yond the  mouths  of  the  coronaries.  Involve- 
ment of  the  myocardium  is  not  common  and 
when  it  does  occur  consists  chiefly  in  the 
formation  of  small  gummata. 

Incompetence  of  the  aortic  valve  is  of  ex- 
treme importance  because  of  the  serious  ef- 
fect it  has  on  the  mechanics  of  the  circula- 
tion. As  a result  of  aortic  insufficiency  blood 
regurgitates  into  the  left  ventricle  during  di- 
astole, the  amount  depending  on  the  degree 
of  valvular  incompetence.  The  first  effect  of 
this  regurgitation  is  to  increase  the  work  of 
the  left  ventricle  and  cause  it  to  hypertrophy. 
As  the  valvular  insufficiency  progresses,  the 
volume  of  blood  that  regurgitates  increases, 
causes  overfilling  of  the  left  ventricle  which 
results  in  its  dilatation.  Concommitant  with 


these  changes,  the  diastolic  blood  pressure 
decreases,  and  may  actually  reach  zero.  The 
diastolic  pressure  is  a fair  index  of  the  com- 
petence of  the  aortic  valve.  As  the  diastolic 
pressure  drops  the  systolic  pressure  rises  in 
an  attempt  to  maintain  the  circulation.  When 
the  heart  muscle  can  no  longer  maintain 
the  increased  systolic  pressure,  signs  of  heart 
failure  appear.  This  increase  in  systolic 
pressure  and  drop  of  diastolic  pressure,  with 
the  resultant  high  pulse  pressure,  produce 
the  various  vascular  phenomena  which  are 
characteristic  of  this  condition ; namely, 
water-hammer  pulse,  Duroziez’s  sign,  etc. 
As  the  left  ventricle  continues  to  increase  in 
size,  it  eventually  reaches  a point  where  the 
mitral  valve  is  no  longer  competent  and  so 
the  left  auricle  dilates  and  finally  the  right 
side  of  the  heart.  Hearts  so  dilated  may  be 
enormous  in  size. 

DIAGNOSIS 

The  diagnosis  of  cardiovascular  syphilis 
is  extremely  important  and  the  ease  of  its 
accomplishment  is  in  inverse  ratio  to  its  im- 
portance because  of  the  therapeutic  possibili- 
ties, that  is,  in  early  cases  the  diagnosis  is 
difficult  and  the  prognosis  with  proper 
treatment  is  favorable,  in  late  cases  the  di- 
agnosis is  easy  and  prognosis  is  bad. 

For  purposes  of  study  it  is  well  to  classify 
cases  of  cardiovascular  syphilis  into  several 
arbitrary  groups  according  to  the  type  and 
extent  of  pathology  present. 

1.  Aortitis. 

2.  Aortitis  with  aortic  dilatation. 

3.  Aortitis  with  aortic  insufficiency. 

4.  Aortitis  with  either  coronary  or  myo- 
cardial involvement. 

The  diagnosis  of  simple  syphilitic  aortitis 
is  extremely  difficult  since  there  are  no  char- 
acteristic signs.  The  only  symptom  consists 
of  substernal  pain  or  a feeling  of  oppression. 
Whenever  this  symptom  occurs  in  a person 
with  a positive  blood  test  or  with  other  signs 
of  syphilis,  the  presence  of  aortitis  should  be 
suspected.  Simple  aortitis  may  appear  quite 
early  in  the  course  of  the  disease,  some  ob- 
servers noting  it  in  the  secondary  stage,  10 
per  cent  of  cases  occur  in  less  than  five  years 
after  the  primary  infection(4).  Paroxysmal 
dyspnea  may  occur  in  the  early  stage  and  a 
rough  aortic  systolic  murmur  may  be  found. 

Early  dilatation  of  the  aorta  may  be  diffi- 
cult to  detect.  A ringing  second  aortic  sound 


Volume  24 
Number  S 


CARDIOVASCULAR  SYPHILIS:  BARRY 


213 


may  be  the  only  definite  finding.  All  syphili- 
tics with  suspected  aortic  involvement  should 
be  examined  most  carefully  for  any  evidence 
of  aortic  widening.  Physical  examination 
alone  is  not  sufficient  to  exclude  it.  Careful 
x-ray  examination  of  the  chest  is  required. 
A very  valuable  method  of  examination,  and 
one  that  is  accurate  and  simple  consists  in 
the  determination  of  Kreuzfuchs  measure- 
ment. This  consists  in  observing  the  patient 
in  the  AP  position  under  the  fluoroscope 
while  he  swallows  a barium  meal.  As  the 
barium  descends  the  esophagus  it  outlines 
the  right  border  of  the  descending  portion  of 
the  arch  of  the  aorta,  the  left  side  being 
clearly  defined  by  the  lung.  Careful  meas- 
urement is  thus  possible  and  may  be  done 
orthodiagraphically.  The  measurement  of  the 
ascending  portion  of  the  arch  is  not  so  satis- 
factory. A simple  x-ray  film  of  the  chest 
with  adequate  target  film  distance  will  also 
contribute  much  information.  Clinically, 
when  the  aorta  dilates,  many  signs  and 
symptoms  make  their  appearance.  Aneu- 
rysms of  the  ascending  portion  of  the  arch 
are  referred  to  as  aneurysms  of  signs  be- 
cause they  give  rise  to  numerous  physical 
findings  largely  because  of  their  proximity 
to  and  involvement  of  the  aortic  valve.  Aneu- 
rysms involving  the  transverse  and  descend- 
ing portions  of  the  arch  are  referred  to  as 
aneurysms  of  symptoms  because  they  pro- 
duce comparatively  few  signs  and  numerous 
symptoms  due  to  the  pressure  they  exert  on 
the  structures  in  the  mediastinum;  namely, 
dysphagia  due  to  pressure  on  the  esophagus, 
dyspnea  and  cough  due  to  pressure  on  the 
trachea  or  bronchi,  hoarseness  or  aphonia 
due  to  pressure  on  the  recurrent  laryngeal 
nerve,  pupillary  changes  due  to  pressure  on 
the  sympathetics,  pain  due  to  pressure  on 
skeleton. 

Narrowing  of  the  orifices  of  the  coronary 
arteries  produces  the  anginal  syndrome  which 
occurs  in  any  condition  in  which  there  is 
anoxemia  of  the  heart  muscle.  The  innomin- 
ate artery  or  the  left  subclavian  may  be  sim- 
ilarly involved  with  a narrowing  of  their 
orifices.  This  causes  a distinct  difference  in 
the  radial  pulse  in  the  two  arms  and  can  be 
confirmed  by  the  changes  which  it  produces 
in  the  blood  pressure  in  the  two  arms.  De- 
generation of  the  myocardium  occurs  late  in 
the  disease  and  indicates  a very  poor  prog- 
nosis. 

PROGNOSIS 

With  adequate  treatment  in  the  early 
stages  of  syphilis,  cardiovascular  involve- 


ment rarely  occurs.  Once  it  has  occured  the 
outlook  is  grave,  but  not  entirely  hopeless 
since  much  can  be  accomplished  by  treat- 
ment. The  object  of  treatment  in  the  early 
stages  of  syphilis  is  to  render  the  disease 
non-inf ectious  and  to  cure  it,  the  object  of 
treatment  in  the  later  stages  is  to  allay  the 
progress  of  the  disease  or  to  arrest  it  if  pos- 
sible. In  early  syphilis  the  treatment  can 
be  standardized,  in  late  syphilis  it  must  be 
individualized.  The  treatment  of  cardiovas- 
cular syphilis  was  for  long  in  disrepute  be- 
cause of  the  unsatisfactory  results  that  were 
obtained.  This  was  the  result  of  too  vigor- 
ous treatment  which  is  hazardous  in  the 
presence  of  cardiovascular  involvement.  With 
individualized  treatment  the  risk  of  accidents 
is  small.  The  Cooperative  Clinical  Group 
have  definitely  proven  the  value  of  treat- 
ment. They  have  shown  that  in  early  car- 
diovascular syphilis  without  treatment  the 
average  length  of  life  is  thirty-four  months, 
with  inadequate  treatment  it  is  fifty-six 
months  and  with  adequate  treatment  it  can 
be  lengthened  to  eighty  months.  Once  aortic 
regurgitation  has  appeared,  with  inadequate 
treatment  the  average  duration  is  forty 
months,  with  adequate  treatment  it  is  in- 
creased to  fifty-five  months.  With  saccular 
aneurysms,  adequate  treatment  increases  the 
span  to  seventy-five  months,  untreated  it  is 
thirty-seven  months. 

TREATMENT 

Cases  of  cardiovascular  syphilis  can  be 
divided  into  two  groups  for  the  purpose  of 
treatment,  first  those  in  which  there  is  evi- 
dence of  decompensation  and  second  those  in 
which  there  is  not.  In  the  presence  of  de- 
compensation or  congestive  heart  failure, 
treatment  is  first  directed  to  the  heart  and 
no  antisyphilitic  treatment  except  iodides  is 
administered  until  decompensation  has  dis- 
appeared and  some  cardiac  reserve  has  been 
established.  These  persons  are  given  the 
general  advice  as  to  diet,  rest  and  exercise 
that  is  indicated  in  any  decompensating 
heart.  They  are  cautiously  digitalized,  this 
drug  being  much  less  effective  than  in  de- 
compensation from  other  causes.  The  use  of 
digitalis  in  aortic  insufficiency  is  deserving 
of  some  comment  since  it  was  for  long  held 
in  disrepute.  The  bad  effects  from  its  use 
were  due  to  overdosage.  Properly  used  it  is 
of  advantage.  The  pulse  rate  in  aortic  insuf- 
ficiency is  fast  due  to  the  attempt  of  the 
heart  to  maintain  the  circulation  and  it  re- 
mains fast  even  after  the  patient  has  been 
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digitalized.  Hence,  attempts  to  gauge  the 
proper  dosage  from  the  pulse  rate  alone  lead 
to  overdosage  with  resulting  toxic  symptoms 
and  even  fatal  results.  The  other  signs  and 
symptoms  of  digitalization  must  be  relied 
upon.  Salyrgan  is  administered  for  its  diur- 
etic effect,  in  cases  with  edema.  Progress  is 
slow  and  convalescence  must  be  prolonged. 
When  compensation  has  returned  and  some 
degree  of  reserve  is  evident,  antisyphilitic 
treatment  may  be  started  cautiously,  mean- 
while continuing  digitalis  and  iodides.  Bis- 
muth is  administered  first,  using  an  insolu- 
ble preparation  in  half  doses  so  that  absorp- 
tion is  not  rapid.  After  several  treatments 
the  dose  is  increased  until  a full  dose  is  given 
once  a week.  Ten  or  twelve  treatments  are 
administered.  At  the  end  of  this  time  if 
there  is  still  exertional  dyspnea  or  other  evi- 
dence of  cardiac  failure,  bismarsen  is  admin- 
istered. If  compensation  seems  to  be  estab- 
lished neoarsphenamin  may  be  administered 
cautiously.  If  bismarsen  is  administered 

0.05  to  0.1  gm.  is  given  intramuscularly  once 
a week,  increasing  gradually  to  0.2  gm.  once 
a week  for  a total  of  12  to  20  weeks.  If  neo- 
arsphenamin is  given,  0.05  gm.  is  admini- 
stered increasing  by  0.05  gm.  per  week  until 
0.3  gm.  is  given,  this  dose  never  being  ex- 
ceeded. Ten  treatments  constitutes  a course. 
Bismuth  and  either  bismarsen  or  neoars- 
phenamin are  alternated  for  two  years. 
Thereafter  one  course  of  bismuth  is  given 
yearly  as  long  as  the  patient  lives.  The  Was- 
sermann  reaction  is  ignored. 

In  cardiovascular  syphilis,  treatment  must 
be  individualized  and  must  not  be  too  vigor- 


ous. Causes  of  death  from  treatment  con- 
sist of  (1)  Ventricular  fibrillation  with  sud- 
den death  during  treatment;  (2)  Death  in 
twenty-four  to  forty-eight  hours  due  to  coro- 
nary occlusion  or  rupture  of  an  aneurysm; 
(3)  Death  due  to  congestive  heart  failure  in 
a person  previously  compensated,  due  to  the 
rapid  replacement  of  inflammatory  tissue  by 
scar  tissue,  the  so-called  “therapeutic  para- 
dox.” The  various  toxic  reactions  are  not 
apt  to  occur  because  the  dosages  are  small. 

SUMMARY 

1.  Cardiovascular  involvement  is  very 
common  in  syphilis. 

2.  Early  treatment  is  important. 

3.  Proper  treatment  is  productive  of 
good  results;  vigorous  treatment  is  danger- 
ous. 

4.  Compensation  must  be  established 
first.  Then  bismuth  is  administered  alter- 
nating with  either  bismarsen  or  neoarsphen- 
amin, depending  on  the  cardiac  reserve. 
Doses  of  arsenical  drugs  must  be  small  to 
avoid  dangerous  or  fatal  reactions. 

5.  Adequate  treatment  of  early  syphilis 
prevents  cardiovascular  involvement. 
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The  Gordon  Test  for  Hodgkin’s  Disease; 

Reaction  to  Eosinophils 

In  Jsmes  B.  McNaught’s,  San  Francisco 
(Journal  A.  M.  A.,  Oct.  1,  1938),  series  the 
Gordon  test  was  positive  in  ten  of  thirteen 
cases  of  Hodgkin’s  disease  (77  per  cent)  and 
negative  in  thirty-five  of  thirty-seven  con- 
trol cases  of  various  lymphadenopathies  (95 
per  cent).  These  cases  being  included,  the 
Gordon  test  has  been  reported  positive  in  70 
per  cent  of  192  cases  of  Hodgkin’s  disease 
and  negative  in  98  per  cent  of  251  control 
cases.  Histologic  sections  of  the  lymph 
nodes  eliciting  the  positive  reactions  showed 
numerous  eosinophils,  while  the  nodes  asso- 
ciated with  the  negative  reactions  contained 
very  few  or  no  eosinophils.  Extracts  of  hu- 
man tissues  and  leukocytes  which  were  from 


patients  who  definitely  did  not  have  Hodg- 
kin’s disease  but  which  contained  many  eo- 
sinophils caused  reactions  in  rabbits  indis- 
tinguishable from  those  caused  by  the  lymph 
nodes  from  patients  with  typical  Hodgkin’s 
disease.  This  supports  the  theory  that  Gor- 
don’s agent  and  Freidemann’s  agent  are  iden- 
tical and  are  apparently  derived  from  the 
eosinophil.  Histologic  studies  have  already 
shown  that  eosinophils  are  easily  demon- 
strable in  the  glands  of  some  70  per  cent  of 
patients  with  Hodgkin’s  disease  and  it  is  in 
the  same  percentage  of  cases  that  the  Gor- 
don’s test  is  positive.  Apparently  it  is  posi- 
tive only  by  virtue  of  these  cells.  The  Gor- 
don test  is  of  no  more  practical  value  in  the 
diagnosis  of  Hodgkin’s  disease  than  is  the 
finding  of  eosinophils  in  the  lymph  nodes. 


Ocular  Foreign  Bodies* 


WILLIAM  N.  HAHN,  M.  D. 
Omaha. 


The  history  given  by  the  patient  is  often 
misleading  since  in  the  absence  of  a foreign 
body  any  irritation  of  the  cornea  or  conjunc- 
tiva is  apt  to  give  rise  to  a “foreign  body” 
sensation. 


Fig.  in 

in  most  cases,  a binocular  loupe,  and  some 
form  of  focal  (or  oblique)  illumination.  A 
brief  description  of  the  most  useful  of  these 
methods  of  illumination  will  suffice. 


The  localization  and  removal  of  foreign 
bodies  lodged  in  the  cornea  or  conjunctiva 
constitute  one  of  the  commonest  procedures 
met  with  in  general  practice  as  well  as  in 
opthalmology.  That  this  is  not  always  easy 
is  demonstrated  by  the  number  of  such  cases 
which  escape  detection  or  in  which  attempts 
at  removal  have  failed. 


A good  search  requires  no  elaborate  nor 
expensive  equipment  although  a slit  lamp  has 
become  an  almost  indespensible  diagnostic 
aid  in  the  office  of  the  ophthalmologist. 

General  examination  in  good  day  light 
should  always  precede  examination  by  special 


Fig.  i 

comes  in  contact  with  the  cornea  or  on  the 
upper  portion  of  the  cornea  produces  im- 
mediate and  distressing  consequences. 

There  can  be  no  doubt  that  without  an  ef- 
ficient and  routine  method  of  examination, 
many  of  such  cases  are  handled  inadequately. 


•Read  before  the  Omaha  Mid-West  Clinical  Society,  October 
3,  1938. 


In  a like  manner  there  may  be  no  history 
of  injury  in  the  presence  of  a foreign  body 
accompanied  by  blepharospasm,  photophobia, 
lacrimation,  a varying  degree  of  pain  or  sore- 
ness, and  usually  some  hyperemia. 

The  degree  of  the  above  irritative  symp- 
toms depends  upon  the  position  of  impaction. 
If  the  foreign  body  penetrates  the  bulbar- 
conjunctiva  or  lodges  in  the  lower  part  of  the 
cornea  which  is  not  covered  in  the  act  of 
winking,  the  symptoms  may  be  slight.  The 
retrotarsal  fold  may  contain  foreign  bodies 
of  a relatively  large  size  without  a great  deal 
of  discomfort.  However  lodgement  in  the 
conjunctiva  lining  the  upper  lid  where  it 


Fig.  II 

methods  since  a comprehensive  view  of  the 
lids  and  anterior  portion  of  the  eye  is  often 
valuable. 


Detailed  examination  is  carried  out  by 
means  of  a loupe,  either  monocular,  or  better 


. ..  , j 

Technic  of  focal  illumination. 
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An  electric  bulb  is  placed  about  two  feet 
laterally  to  the  patients  eye  and  slightly  in 
front.  The  light  is  brought  to  a focus  on  the 
part  of  the  eye  to  be  examined  by  a condens- 
ing lens  held  in  one  hand.  When  using  the 
binocular  loupe  the  other  hand  is  free  for  any 
necessary  manipulation.  A similar  condens- 
ing system  is  used  in  the  hammer  lamp  or  the 
various  types  of  ophthalmic  lamps  mounted 
on  a stand.  Indeed  the  slit  lamp  is  but  a 
further  refinement  of  the  same  method.  A 
very  useful  source  of  light  is  obtained  by  re- 
moving the  head  and  pinhole  cap  of  the  elec- 
tric ophthalmoscope  and  adjusting  the  con- 
densing lens  so  as  to  throw  a fine  beam  of 
light  up  on  the  part  to  be  investigated. 

The  description  of  a methodical  procedure 
in  these  cases  may  prove  tedious,  particular- 
ly since  many  motes  are  detected  and  re- 
moved easily  even  by  laymen.  Nevertheless, 
experience  has  repeatedly  demonstrated  to 
me  that  neglect  in  any  one  detail  sooner  or 
later  results  in  a missed  diagnosis. 

Therefore,  assuming  a well  focused  illumi- 
nation and  an  adequate  form  of  magnifica- 
tion, a definite  routine  is  carried  out.  The 
lid  margins  including  the  cilia  and  puncta  are 
examined  first. 

I have  seen  a short,  stubby,  turned  in  lash 
elude  discovery,  and  cause  annoyance  for 
weeks  in  spite  of  the  fact  that  the  patient 
had  insisted  to  several  examiners  that  there 
must  be  “something  in  the  eye.” 

The  puncta,  particularly  the  lower  may 
contain  any  foreign  particle  or  broken  cilia 
which  has  been  washed  by  the  tears  away 
from  its  original  position.  Localized  areas 
of  conjunctival  hyperemia  may  aid  in  detec- 
tion. 


Fig.  IV 

The  lower  fornix  conjunctiva  is  next  ex- 
posed by  exerting  traction  with  the  thumb 


covered  by  a piece  of  gauze  or  cotton  and  di- 
recting the  patient  to  look  up.  Foreign 
bodies  in  this  location  usually  cause  little  dis- 
comfort and  may  be  removed  by  a wet  cotton 
applicator  or,  if  embedded,  by  a sharp  knife 
needle. 

Since  it  has  been  estimated  that  over  60% 
of  all  foreign  bodies  entering  the  eye  find 
lodgement  in  or  upon  the  cornea,  this  region 
comes  in  for  the  most  intense  scrutiny. 

At  this  point  it  is  usually  necessary  be- 
cause of  the  blepharospasm  to  instill  any  of 
the  local  anesthetics  used,  including  2%  Co- 
caine, or  perhaps  better  for  this  purpose,  1% 
Holocaine,  2%  Butyn,  or  !/•>%  Pontocaine. 

The  use  of  a 2%  Alkaline  solution  of  fluor- 
escein is  extremely  valuable  as  a diagnostic 
aid.  One  drop  is  instilled,  the  eyelids  gently 
closed  for  a few  seconds  and  then  the  eye  is 
irrigated  with  warm  normal  saline  or  boric 
acid  solution.  Very  small  foreign  bodies  are 
often  made  visible  in  this  way  and  equally 
important  is  the  detection  of  scratches  and 
abrasions  which  stain  a light  green. 

Motes  in  or  upon  the  cornea  come  from  all 
manner  of  domestic  and  industrial  occupa- 
tions and  as  their  removal  is  accomplished  in 
the  same  general  way,  only  those  which  have 
a particular  significance  from  a therapeutic 
standpoint  will  be  discussed. 

Such  particles  of  chaff,  wheat,  husks,  etc. 
of  plants,  etc.  simply  adhere  to  the  surface. 
Others  such  as  cinders,  cause  a break  in  the 
cornea  epithelium.  Pieces  of  emory,  stone, 
metal  chips,  glass,  etc.,  penetrate  the  corneal 
tissue  and  may  remain  impacted. 

Besides  the  usual  run  of  foreign  bodies, 
caterpillar  hairs,  grasshopper  legs,  insect 
stings,  thorns,  etc.,  enter  and  cause  perfora- 
tion or  ulceration  of  the  cornea.  Cilia  may  be 
carried  into  a wound  following  a blow  or  cut. 
Many  of  the  last  named  exert  a toxic  effect 
and  quickly  become  surrounded  by  an  area  of 
infiltration  and  ulceration  making  them  very 
difficult  to  see.  The  possibility  of  a retained 
foreign  body  should  be  remembered  in  any 
acute  inflammation  of  the  eye  or  ulceration 
of  the  cornea. 

Following  instillation  of  any  of  the  already 
mentioned  local  anesthetics,  a particle  adher- 
ing to  the  corneal  surface  may  be  touched 
with  a moistened,  sterile,  hard  wound  cotton 
applicator,  in  which  case  the  foreign  body 
often  adheres  to  the  applicator.  If  not,  it  has 
been  recommended  that  a brushing  move- 
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ment  be  employed.  If  this  is  done  it  should 
be  a very  gentle  maneuver  and  not  repeated 
often,  since  to  do  so  would  abrade  a large 
area  of  corneal  epithelium.  Much  better,  is 
to  use  a small  sharp  descission  needle,  the 
point  of  which  can  be  inserted  beneath  the 
offender,  thereby  lifting  it  away. 

The  most  frequent  class  of  impacted  for- 
eign bodies  are  met  with  in  industrial  occu- 
pations, particularly  metal  workers.  Iron 
and  steel  particles  may  be  removed  by  ap- 
proaching a small  hand  magnet  to  the  area 
but  unfortunately  these  chips  as  well  as 
emory  are  quickly  surrounded  by  a brownish 
red  area  of  siderosis. 

The  removal  of  the  rust  deposit  is  equally 
as  important  as  the  removal  of  the  original 
chip,  perhaps  more  so,  since  to  leave  even  a 
part  often  produces  a chronically  irritated 
eye.  This  is  accomplished  by  using  one  of 
the  various  sized  corneal  burrs  which  fit  into 
a shaft  rotated  between  the  fingers.  It  may 
also  be  done  by  picking  out  the  material  with 
a sharp  strong  knife  needle,  or  better  to  ex- 
cavate the  area  by  means  of  the  very  useful 
angulated  spuds  designed  by  George  N.  Hos- 
ford,  M.  D.,  of  San  Francisco.  The  use  of  a 
broad  bladed  spud  1 i/o  to  2 mms.  wide  is 
needlessly  crude. 

Rarely  a non-magnetic  foreign  body  pene- 
trates the  cornea  deeply  enough  to  make  at- 
tempted removal  from  the  anterior  surface 
inadvisable,  since  to  do  so  might  push  the  ob- 
ject into  the  anterior  chamber.  In  such  cases 
a keratome  or  broad  bladed  knife  needle  may 
be  passed  into  the  anterior  chamber  and 
pressed  against  the  posterior  corneal  surface 
immediately  behind  the  foreign  body.  The 

__  
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Fig.  V 

operator  may  remove  it  with  a narrow  spud 
or  by  means  of  forceps  if  large  enough.  It  is 
best  to  treat  such  an  injury  in  the  hospital. 


The  patient  often  exhibits  a reluctance  to 
having  the  eye  covered  following  what  he 
considers  to  be  a trivial  injury.  Neverthe- 
less, I am  firmly  of  the  opinion  that  the  in- 


Fig.  VII 


stillation  of  one  of  the  disinfecting  oint- 
ments, and  the  application  of  a firmly  wound 
eye  bandage  is  essential  where  any  break  of 
the  epithelium  or  injury  to  the  deeper  struc- 
ture is  involved.  The  immobilization  of  the 
upper  lid  promotes  quicker  epithelial  regen- 
eration, as  well  as  its  firmer  reattachment, 
helps  to  prevent  contamination  and  causes 
the  patient  to  have  less  after  pain. 

It  has  been  often  advocated  that  the  pa- 
tient be  given  a weak  solution  of  cocaine  or  a 
similar  local  anesthetic  for  use  after  removal 
of  a corneal  foreign  body  where  a consider- 
able amount  of  after  discomfort  may  be  ex- 
pected. 

This  necessarily  means  either  no  cover,  or 
the  removal  of  the  cover  each  time  the  drop 
is  instilled,  together  with  the  known  detri- 
mental affect  of  cocaine  upon  the  corneal 
epithelium. 

The  bandage  should  be  applied  and  left  in 
place  until  removal  by  the  physician  or  by 
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the  patient  upon  advise  of  the  physician. 
The  pain  can  usually  be  well  controlled  by  ad- 
ministering codeine  in  combination  with  as- 
pirin or  any  similar  method. 


Fig.  VIII 


Fig.  IX 


Foreign  bodies  beneath  the  upper  lid  may 
be  removed  in  the  same  manner  as  those 
from  the  lower,  after  simple  eversion  with 
the  patient  looking  down.  Most  of  these  will 
be  located  in  the  region  of  the  subtarsal  sul- 
cus near  the  free  border  of  the  lid,  where 
they  may  be  wiped  away  with  a moist  appli- 
cator or  removed  with  a foreign  body  needle. 

The  exposure  of  the  upper  fornix  is  ac- 
complished in  several  ways.  The  most  simple 
of  which,  is  the  method  employing  a Walker 
lid  everter.  This  region  is  never  to  be  over- 
looked if  there  is  any  suspicion  of  a retained 
foreign  body,  since  the  object  may  be  of  con- 
siderable size  and  yet  produce  delayed  or  mild 
symptoms. 

The  interesting  condition  known  as  oph- 
thalmia nodosa,  pseudo  tubercular  conjuncti- 
vitis, and  pseudo  trachoma  is  caused  by  the 
sharp  hairs  of  caterpillars  or  of  certain 
plants.  The  reaction  may  involve  nodules  in 
the  conjunctiva,  infiltrates  or  ulcerations  of 


the  cornea  or  in  case  of  inward  migration  and 
penetration  of  the  hairs,  a violent  iridocycli- 
tis with  hypopyon. 

The  clinical  picture  varies  somewhat. 
After  the  initial  traumatic  smptoms  there  is 
a quiet  period  of  a varying  length  usually  of 
weeks  or  months.  Most  patients  are  seen  in 
the  second  stage  with  a conjunctivitis  or 
kerato-conjunctivitis  and  a violent  iridocycli- 
tis. The  symptoms  are  pain,  lacrimation,  and 
photophobia. 

The  hairs  are  most  easily  seen  in  the  cor- 
nea, usually  deeply  embedded  and  surrounded 
by  a greyish  zone  of  infiltration.  The  asso- 
ciated iridocyclitis  is  usually  intense  and  ac- 
companied by  hypopion.  The  conjunctival 
nodules  are  flattened,  round,  or  oval  in  shape 
and  1 or  2 mm.  in  diameter.  The  color  is 
greyish  yellow  and  semi-translucent  in  ap- 
pearance. 

The  treatment  consists  of  ordinary  reme- 
dies for  the  kerato-conjunctivitis  with  atro- 
pine in  addition.  Conjunctival  nodules  are 
removed  by  excision  and  the  hairs  if  possible 
are  removed  from  the  cornea.  This  is  often 
very  difficult  if  they  are  buried. 

In  conclusion  the  physician  is  well  advised, 
in  all  foreign  body  cases  if  possible,  but  par- 
ticularly those  occurring  in  industrial  occu- 
pations, to  take  a careful  history  and  secure 
a record  of  the  visual  acuity  at  the  time  the 
time  the  individual  is  first  seen.  Some  of 
these  patients  may  become  litigants. 
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Relieves  Bladder  Infection  Pains 

By  removal  of  certain  nerves  in  the  pelvis 
and  injection  of  alcohol  into  the  spine  in 
eleven  patients,  Carlisle  F.  Schroeder,  M.  D., 
and  Robert  E.  Cumming,  M.  D.,  Detroit,  re- 
lieved the  pain  incident  to  tuberculosis  infec- 
tion and  other  incurable  conditions  of  the 
bladder,  they  report  in  The  Journal  of  the 
American  Medical  Association  for  Febr.  4. 

The  nerves  removed  were  the  superior  hy- 
pogastric plexus  and  the  sacral  sympathetic 
chain  of  nerves.  The  patients  show  what  ap- 
pears to  be  lasting  and  definite  improvement. 


Cardiac  Clinic  No.  VIII 

Pregnancy  and  Subacute  Bacterial 
Endocarditis* 

FREDERICK  W.  NIEHAUS,  M.  D. 

Omaha,  Nebraska. 


Mrs.  C.  K.,  housewife,  age  30,  entered  University 
Hospital  March  15,  1939.  The  history  was  given  as 
follows : 

1.  Last  menstrual  period  occurred  July  28,  1938. 

2.  Jan.  1st  had  influenza  from  which  recovery  was 
not  complete. 

3.  Jan.  25th,  suddenly  became  weak  and  fainted. 
Soon  after  this  began  to  vomit.  This  persisted  re- 
currently for  periods  of  three  to  four  days  until 
March  8th,  after  which  she  continued  to  vomit  in- 
cessantly until  delivered,  March  25,  1938. 

4.  She  had  scarlet  fever  complicated  by  endocar- 
ditis in  1919.  Since  about  March  1st  has  had  a 
fever  for  which  large  doses  of  sulphanilimide  have 
been  given  for  about  one  week.  This  fever  varying 
from  99°  to  105°,  persisted  until  her  death  April  8, 
1939. 

Examination  showed  marked  anemia,  Hb.  62%, 
Rbc.  3,260,000,  Wbc.  11,900,  marked  prostration,  de- 
hydration, typical  palor  with  subicteric  tint  (cafe  au 
lait)  and  edema  of  lower  extremities.  Blood  cul- 
tures showed  Streptococcus  viridans,  which  plated 
showed  78  colonies  per  1 cc.  of  blood.  She  was  given 
eight  transfusions. 

One  ounce  of  sulphopyridine  was  given  during  the 
last  ten  days  of  her  life. 

On  March  25th  she  delivered  a fetus  one  month 
prematurely. 

Her  heart  was  moderately  enlarged.  A diastolic 
murmur  was  heard  at  the  mitral  and  also  at  the  aor- 
tic areas.  A diagnosis  was  made  of  pernicious 
vomiting  of  pregnancy,  rheumatic  heart  disease, 
complicated  by  a subacute  bacterial  endocarditis. 

She  died  April  8,  1939. 

Autopsy  showed  marked  thickening  of  aortic 
valve  cusp  and  a similar  but  less  intense  process 
involving  the  mitral  valve.  Both  valves  were  the 
site  of  large  verrucose  vegetations. 

This  case  brings  for  discussion  the  man- 
agement of  the  pregnant  state  complicated 
by  a subacute  bacterial  endocarditis.  To  ar- 
rive at  a conclusion  certain  facts  concerning 
this  complication  should  be  stated. 

In  practically  all  instances,  subacute  bac- 
terial endocarditis  attacks  only  those  hearts 
whose  valves  have  previously  been  inj  ured  by 
infection,  but,  also  nearly  always  in  the 
symptom  free  stage  and  rarely  during  con- 
gestive failure  or  with  fibrillation.  There- 
fore, if  these  cases  were  not  complicated  by 
sepsis,  they  would  usually  have  little  or  no 
trouble  during  pregnancy,  delivery,  or  post 
partum.  In  other  words  their  cardiac  capa- 
city is  good  (Class  I:  able  to  carry  on  usual 
activities) . 

♦From  the  Cardiac  Clinic,  University  of  Nebraska  Dispensary. 


The  issue,  then  becomes  the  management 
of  pregnancy  in  the  presence  of  a septic 
state,  which  usually  terminates  fatally.  Lib- 
man  reports  some  cases  of  recovery  of  the 
milder  cases.  Capps  also  reports  a few 
healed  cases.  But  these  are  rare.  This  con- 
dition is,  with  rare  exceptions,  considered  al- 
ways fatal.  With  this  in  mind  an  interrup- 
tion of  pregnancy  does  not  improve  the 
chances  of  recovery  for  the  mother. 

Obviously  interference  with  pregnancy 
is  no  advantage  to  the  fetus  except  by  pre- 
mature induction  of  labor  late  in  the  gravid 
state.  The  environment  of  the  fetus  may 
be  bad.  But  protected  by  a placenta  from 
maternal  infection,  and,  by  being  an  excep- 
tionally good  parasite,  it  may  survive  in  a 
better  state  than  may  be  anticipated.  Pre- 
mature (8  mos.)  spontaneous  labor  in  this 
case  brought  forth  a premature  fetus  (3V*j 
lbs.)  which  after  one  month  apparently  is 
thriving. 

In  event  of  death  of  mother  late  in  preg- 
nancy, a post  mortem  Caesarian  section 
would  be  indicated. 

CONCLUSION 

Interruption  of  pregnancy  in  subacute  bac- 
terial endocarditis  is  never  indicated,  because 
at  no  stage  is  this  procedure  beneficial  to 
either  mother  or  fetus. 


Electrical  Shock 

Dr.  Kormaczi,  senior  physician  to  and  for 
thirty  years  in  the  service  of  the  Budapest 
Ambulance  Society,  says  that  to  resuscitate 
a patient  following  an  electrical  accident  first 
aid  should  be  given  on  the  spot  by  the  imme- 
diate application  of  artificial  respiration,  The 
Journal  of  the  American  Medical  Association 
for  Dec.  3 reports  from  its  regular  Budapest 
correspondent.  Professor  Jellinek,  lecturer 
on  electrical  accidents,  protested  against  the 
belief  of  some  physicians  that  a period  of 
from  five  to  eight  minutes  between  the  cessa- 
tion of  respiration  and  the  commencement  of 
artificial  respiration  is  of  no  special  import- 
ance. In  Kormoczi’s  experience  the  very  first 
minutes  are  most  important  and  decisive. 
Artificial  respiration  should  be  applied  in 
every  instance. 
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Tests  of  Blood  and  Urine  of  Drunken  Drivers 

Procedure  of  the  Laboratory  of  the  Health  Department  of  the  City  of  Lincoln, 

Lincoln,  Nebr. 

* DONALD  F.  BAVIS,  B.  Sc.,  M.  T.,  and  MILTON  F.  ARNHOLT,  M.  D. 


Due  to  inquiries  and  to  the  spread  of  the 
use  of  chemical  tests  for  intoxication,  it  was 
thought  that  it  would  be  of  interest  to  the 
physicians  and  laboratories  of  the  state  to 
relate  in  detail  the  methods  in  use  by  this 
laboratory  in  their  application. 

The  tests  have  been  in  use  by  us  for  a 
year  and  six  months,  during  which  time 
about  one  hundred  and  thirty-five  cases  were 
handled,  resulting  in  conviction  of  all  but 
four. 

If  urine  specimens  alone  are  to  be  used, 
they  may  be  collected  by  the  police  officers 
themselves,  sealed  in  the  presence  of  wit- 
nesses and  kept  on  ice  until  tests  are  made. 
For  a police  department  that  has  a physician 
available  at  all  times,  it  would  be  better  if  he 
obtained  the  specimen.  If  blood  and  urine 
specimens  are  both  taken,  a physician  or 
medical  technologist  must  be  available.  We 
have  collected  both  during  the  past  year,  one 
of  the  authors  (D.  F.  B.)  making  the  tests, 
obtaining  the  specimens  and  observing  the 
person  himself. 

A tray  is  kept  ready  in  the  laboratory 
which  contains  the  following  articles:  A 

tourniquet,  bottle  of  1:1000  bichloride  of 
mercury  solution,  urine  bottles,  cotton,  oxa- 
lated  blood  bottles,  and  a supply  of  10  cc.  syr- 
inges—the  syringes  being  wrapped  in  gauze, 
then  in  cloth  with  two  needles  included,  the 
whole  thing  then  sterilized  in  a hot  air  oven. 
The  oxalated  blood  bottles  are  one  ounce, 
wide  mouthed  bottles  stoppered  with  a rub- 
ber stopper.  Each  bottle  has  two  drops  of  a 
saturated  solution  of  potassium  oxalate  added 
to  it  and  allowed  to  dry  before  stoppering. 
Urine  bottles  are  wide  mouth  bottles  about 
four  ounces  in  size,  closed  with  a rubber  stop- 
per. 

The  person  obtaining  the  specimens  may 
make  his  own  observations  or  not,  as  he 
chooses.  If  one  has  had  a limited  experience 
in  observing  intoxicated  persons  and  must 
testify  in  court,  it  will  be  imperative  for  him 
to  do  so,  in  order  to  be  able  to  testify  from 
his  own  experience  that  the  results  of  the 
test  agree  with  observable  effects.  However, 
the  particular  observation  in  question  to  be 
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used  by  the  court  will  likely  be  made  by  the 
arresting  officer,  the  court  probably  feeling 
that  the  observations  of  the  person  making 
the  test  might  be  influenced  by  the  results  of 
the  test  or  vice-versa. 

Observations  take  the  following  into  ac- 
count: Name,  age,  and  occupation;  whether 
or  not  admits  drinking  and  if  so,  how  much ; 
whether  or  not  he  is  ill ; whether  he  has  been 
taking  medicine  and  if  so,  what  kind — that  is, 
all  factors  other  than  alcohol,  which  could  be 
the  cause  of  his  symptoms  or  influence  the 
result  of  the  test ; and  finally,  whether  or  not 
he  was  hurt  in  any  way. 

After  his  answers  are  recorded,  his  walk 
and  standing  ability  are  noted  and  described. 
The  quality  of  his  speech  is  observed  as  well 
as  any  unusual  actions  or  mental  state.  The 
Romberg  test  is  made,  with  precautions  that 
he  is  not  able  to  see.  This  is  important,  be- 
cause the  usual  offender  will  keep  his  eyes 
open  to  a small  slit  and  stand  pretty  steadily 
as  a consequence.  Blindfold  this  person  and 
he  will  usually,  if  intoxicated,  topple  over  or 
sway  badly,  when  before,  if  the  request  was 
made  to  shut  his  eyes,  he  will  only  sway 
slightly  or  not  at  all.  The  important  thing 
is  to  make  certain  that  he  cannot  see  at  all. 

The  finger-to-nose  test  is  then  made  and 
here  also  precautions  must  be  taken  that  the 
person  is  not  able  to  see  and  that  he  performs 
the  test  quickly,  as  the  average  person  will 
try  to  slowly  grope  his  finger  towards  his 
nose  and  feel  for  it.  The  breath  is  smelled; 
the  condition  of  the  hands  and  face — that  is, 
whether  flushed,  normal,  or  pale  — is  ob- 
served ; and  finally,  the  condition  of  the  eyes 
and  pupils — whether  the  eyes  are  blood-shot 
or  normal  and  whether  the  pupils  are  equal, 
unequal,  dilated,  or  contracted.  He  is  then 
asked  to  sign  the  report  in  order  to  obtain  a 
specimen  of  his  handwriting.  He  is  also 
asked  to  tell  the  time  of  day  or  night  and  the 
day  of  the  week  and  month  in  order  to  gain 
an  idea  of  his  orientation.  This  completes 
the  physical  observations. 

The  accused  is  then  asked  if  he  is  willing 
to  have  the  test  made — telling  him  clearly  he 
cannot  be  forced  to  submit  to  it,  but  if  he  re- 
fuses, he  will  be  asked  to  sign  a statement  to 


Volume  24 
Number  6 


DRUNKEN  DRIVER  TESTS:  BAVIS-ARN HOLT 


221 


that  effect  and  the  statement  will  be  used 
against  him  in  court.  He  is  told  the  test  will 
prove  he  has  not  been  drinking  if  he  has  not, 
or  that  it  will  show  that  he  has  only  drunk  a 
small  amount  if  he  admits  to  drinking  only  to 
that  extent.  Do  not  make  the  psychological 
mistake  of  telling  him  the  test  will  show 
whether  or  not  he  is  drunk.  Always  put  it 
in  the  negative  form.  He  is  then  told  that  he 
may  have  the  specimens  tested  by  another 
laboratory  if  he  wishes,  but  must  have  his  at- 
torney make  a request  for  the  specimens 
within  a reasonable  time — say  two  or  three 
days.  So  far  in  our  experience,  this  request 
has  never  been  made. 

The  specimens  are  then  taken  to  the  lab- 
oratory by  the  person  obtaining  them.  If 
the  same  person  collecting  them  also  makes 
the  tests,  keeping  them  in  his  possession 
meanwhile,  marking  them  with  a wax  pencil 
is  all  that  is  necessary.  We  have  a small 
portable  steel  safe  such  as  those  used  on 
transport  trucks,  which  we  keep  in  the  lab- 
oratory ice  box.  There  are  two  keys  to  this 
box — one  in  possession  of  the  desk  sergeant 
— the  other  in  the  possession  of  the  person 
making  the  tests.  For  legal  reasons,  the  safe 
must  be  substantial  enough  so  that  it  cannot 
be  opened  by  hammering  or  prying,  in  order 
to  be  able  to  testify  as  to  the  absolute  securi- 
ty of  the  specimens.  If  a urine  specimen 
only  is  obtained  by  an  officer,  the  specimen 
must  be  sealed,  either  with  a gummed  label 
over  the  top,  or  preferably  with  sealing  wax. 
It  must  then  be  properly  labeled  with  name, 
date,  hour  collected,  name  of  the  collecting 
officer  and  the  signature  of  at  least  one  wit- 
ness. The  officer  then  obtains  the  key  from 
the  desk,  taxes  the  specimen  over  to  the  lab- 
oratory and  places  it  in  the  safe,  leaving  a 
filled  out  laboratory  sheet  in  the  laboratory 
as  an  indication  that  a specimen  is  in  the 
safe.  The  person  making  the  tests  then  uses 
his  key,  opens  the  safe  and  then  opens  the 
container,  noting  if  it  is  sealed  and  if  the  seal 
is  unbroken.  He  makes  note  of  the  label  and 
also  saves  the  label — preferably  bottle  and 
label  together  just  as  he  received  it. 

If  the  accused  is  a woman,  the  day  or  night 
matron  should  obtain  the  urine  specimen. 

In  a well  conducted  laboratory  a single 
specimen  and  a single  test  as  a matter  of  rou- 
tine should  be  all  that  is  necessary.  Errors, 
except  those  due  to  mix-ups  in  specimens, 
can  only  be  caused  by  sheer  carelessness. 
However,  in  our  experience,  no  matter  how 


sure  one  is  that  no  mistake  was  made,  if  a 
question  should  arise  concerning  the  accur- 
acy of  the  report,  it  is  better  to  have  fore- 
stalled any  such  tripping  of  testimony  in  ad- 
vance. To  do  this,  do  one  of  three  things: 
Either,  (1)  run  duplicate  tests  on  the  same 
specimen,  (2)  run  both  blood  and  urine,  or 
(3)  run  blood  or  urine  by  two  different  meth- 
ods. In  persons  of  the  better  class  of  life, 
such  as  professional,  business,  or  political 
persons — that  is,  all  persons  able  by  virtue  of 
money,  prestige,  position,  or  political  influ- 
ence to  fight  the  charge,  it  is  absolutely 
necessary  to  run  both  blood  and  urine  if  they 
can  be  obtained  and  to  run  at  least  one  of  the 
two  again  by  a different  method.  We  use 
Heise’s  method  as  a matter  of  routine  and 
Harger’s  micro-method  for  confirming. 

Obtain  at  least  50  cc.  of  urine  and  from  6 
to  8 cc.  of  blood  in  order  to  have  plenty  for  a 
re-check  in  case'  a run  is  lost  and  also  so  as  to 
provide  sufficient  for  the  defense  to  have  it 
independently  checked  if  they  so  wish.  In- 
cidentally, the  Heise  test  may  be  run  on  ser- 
um from  coagulated  blood  if  necessary,  but  it 
is  annoying  in  a busy  laboratory  to  have  to 
take  the  time  to  centrifuge  it. 

As  soon  as  the  laboratory  has  finished  with 
the  specimens,  the  urine  should  have  a pinch 
of  benzoic  acid  to  it  and  the  blood  one-half  a 
gram  of  sodium  fluoride  per  5 cc.  They 
should  then  be  placed  back  in  the  safe. 

Specimens  preserved  this  way  will  keep  for 
several  weeks,  if  stoppered  tightly  and  kept 
on  ice,  with  no  significant  loss  of  alcohol. 
For  an  example,  a specimen  showed  2.3  mgs. 
alcohol  per  cc.  on  Sunday  and  the  following 
Thursday  2.25  mgs.  Heise  states  specimens 
may  be  kept  at  room  temperature  for  several 
days  with  no  loss.  In  the  case  of  diabetics, 
if  left  at  room  temperature  and  the  defense 
brings  out  that  the  defendent  is  a diabetic, 
they  may  claim  that  at  room  temperature, 
the  sugar  in  his  urine  might  have  fermented 
and  caused  an  increase  in  the  alcohol  content. 
Heise(1)  found  no  increase  in  such  specimens 
even  when  kept  at  incubator  temperature  for 
several  days.  However,  it  is  better  not  to  let 
the  defense  have  any  loophole  by  which  they 
could  cast  doubt  on  your  results  and  keep  all 
specimens  in  the  ice  box  as  a matter  of  rou- 
tine. Take  all  precautions  you  can  think  of, 
no  matter  how  unnecessary  you  know  them  to 
be — remember,  you  are  dealing  with  judges, 
juries,  and  lawyers  with  little  or  no  know- 
ledge of  laboratory  science  who  do  not  know 
what  is  or  is  not  necessary,  therefore,  it  is 
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easy  for  a lawyer  to  create  doubt  in  every- 
one’s mind  by  raising  such  questions. 

In  sterilizing  the  skin  to  obtain  blood,  it  is 
better  to  use  a 1:1000  bichloride  of  mercury 
solution,  than  alcohol  for  the  same  reason, 
for,  although  we  have  not  had  it  happen  so 
far,  it  is  conceivable  that  a lawyer  could  in- 
troduce testimony,  no  matter  how  far 
fetched,  that  alcohol  could  be  absorbed  from 
the  site  of  the  puncture  in  sufficient  amounts 
to  give  a false  high  result.  This  is  scarcely 
true.  We  have  run  repeated  tests  on  normal 
persons  from  whom  blood  had  been  obtained 
by  using  alcohol  to  sterilize  the  skin,  with  ab- 
solutely no  reaction  at  all. 

No  matter  what  method  is  used,  all  re- 
agents should  be  made  up  with  “analytical 
reagent”  grade  chemicals  and  the  chemicals 
weighed  out  on  a good  analytical  balance. 
Such  brands  as  Merck  or  Mallinkrodt  “re- 
agent grade”  or  Baker’s  C.  P.  Analyzed  are 
satisfactory.  This  is  probably  an  unneces- 
sary precaution,  but  it  gives  one  a feeling  of 
security  to  be  able  to  so  testify  if  questioned 
on  that  point.  Distilled  water,  re-distilled 
over  potassium  permanganate  should  be  used 
for  all  reagents  and  in  the  performance  of  the 
tests.  A recognized  brand  of  volumeteric 
ware  should  be  used,  such  as  Kimble  “Exax” 
or  Corning  “Pyrex”  brands.  All  glassware 
should  be  scrupulously  cleaned  in  chromic 
acid  cleaning  solution  every  time  it  is  used, 
rinsed  in  hot  tap  water,  and  finally  with  di- 
stilled water  and  drained  dry  in  such  a man- 
ner that  nothing  comes  in  contact  with  the 
inside  of  any  piece  of  glassware.  The  con- 
ventional peg  type  board  is  not  satisfactory. 
One  made  by  boring  various  sized  holes  in  a 
board  and  mounting  it  parallel  with  and  over 
a sink  is  better.  The  chromic  acid  cleaning 
solution  should  be  made,  not  by  the  method 
given  in  most  chemical  texts,  but  by  dissolv- 
ing the  dichromate  in  as  little  hot  water  as 
will  suffice,  then  adding  concentrated  sulfur- 
ic acid  until  the  precipitate  of  dichromate  re- 
dissolves and  the  solution  assumes  a clear, 
deep  reddish-brown  color.  This  solution  may 
be  used  until  it  becomes  light  colored,  or  un- 
til glassware  no  longer  drains  smoothly  after 
rinsing.  It  should  then  be  discarded  and 
fresh  solution  used.  Volumeteric  glassware, 
when  chemically  clean,  drains  smoothly,  with 
no  collection  of  droplets  of  water  remaining 
inside.  Every  precaution  that  no  organic 
matter  of  any  kind  can  come  into  contact 
with  any  glassware  used  in  the  tests  must  be 
taken. 


If  one  is  starting  these  tests  for  the  first 
time,  with  no  previous  experience  with  this 
particular  test,  it  would  be  a wise  precaution 
to  run  tests  on  known  amounts  of  alcohol  in 
order  to  establish  one’s  accuracy  and  be  able 
to  so  testify  if  questioned.  A solution  made 
by  pipetting  4.0  cc.  of  absolute  ethyl  alcohol 
into  100  cc.  volumeteric  flask,  diluting  to  100 
cc.  with  distilled  water  and  then  using  10.0  cc. 
of  this  and  diluting  it  to  100  cc.  with  urine 
will  give  a urine  specimen  containing  3.12  to 
3.14  mgs.  of  alcohol  per  cc.,  depending  on  the 
absoluteness  and  temperature  of  the  alcohol 
used.  Accurate  work  should  give  a result  of 
at  least  3.0  mgs.  and  an  accuracy  of  3.10  to 
3.11  is  obtainable. 

It  is  known(2>  that  there  is  a practically 
constant  relationship  between  the  concentra- 
tion of  alcohol  in  the  blood  and  that  in  the 
urine.  However,  one  should  run  at  least  a 
dozen  cases  where  both  blood  and  urine  have 
been  collected  in  order  to  be  able  to  testify 
from  one’s  own  experience  that  this  is  true. 
The  average  ratio  has  been  put  at  1:1.35. 
The  furthest  extreme  from  this  ratio  we  have 
found  was  1:1.5.  Recently(3)  Jetter  found 
an  average  ratio  on  380  cases  to  be  1:1.23. 
Our  own  average  on  46  was  1:1.22. 

If  one  obtains  a result  where  the  blood  is 
higher  than  the  urine,  it  simply  means  that 
the  accused  was  apprehended  within  the  one 
and  one-half  hour  period  that  is  needed  for 
the  concentration  to  reach  a maximum  in  the 
blood.  The  blood  is  always  higher  up  to  that 
period  after  a person  starts  drinking.  Such  a 
result  does  not  happen  very  often,  due  to  the 
elapse  of  a usually  greater  time  than  that  be- 
fore the  person  runs  afoul  of  the  law. 

All  results  must  be  put  down  at  the  time 
the  tests  are  made,  for  you  will  be  questioned 
as  to  whether  your  report  is  the  original  or 
a copy  and  whether  or  not  it  was  made  at 
the  time  of  the  test. 

Finally,  do  not  discard  the  specimens  until 
the  court  has  disposed  of  the  case. 
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Roundworm  Infestation  More  Serious 
Than  Is  Generally  Believed 

The  problem  of  roundworm  infestation  de- 
serves far  more  serious  consideration  than  it 
has  received  heretofore,  Virgil  E.  Simpson, 
M.  D.,  Louisville,  Ky.,  indicates  in  The  Jour- 
nal of  the  American  Medical  Association  for 
March  4. 

He  contends  that  such  infestation  is  more 
frequent  than  is  generally  believed  and  that 
it  appears  to  be  world-wide  in  distribution. 
Furthermore,  despite  the  belief  of  some  phy- 
sicians that  the  parasite  usually  produces 
little  harm,  it  has  been  known  to  cause  death. 

“The  parasite  has  a bizarre  career  in  the 
human  body,”  Dr.  Simpson  says.  “It  makes 
its  domicile  with  equal  adaptability  in  almost 
any  of  the  abdominal  organs,  in  the  blood 
vessels,  lungs  and  windpipe.  When  the  para- 
site has  entered  through  the  skin  a reac- 
tionary redness  of  the  skin  begins  within 
twenty-four  hours  at  the  site  of  entrance. 
This  increases  in  degree  for  another  twenty- 
four  or  forty-eight  hours  and  is  made  more 
annoying  by  itching. 

“Varying  degrees  of  irritation,  even  in- 
flammation, in  lung  tissues  appear;  a low 
grade  infestation  may  cause  no  evident  phe- 
nomena. In  the  digestive  tract,  whether 
reached  by  the  skin-lung  route  or  by  direct 
conveyance  to  the  stomach  and  intestine,  the 
clinical  picture  varies  from  no  disturbance 
or  a negligible  one  to  severe,  even  fatal  diar- 
rhea.” 

However,  the  diagnosis  of  roundworm 
must  be  made  through  laboratory  identifica- 
tion. Merely  observing  its  effect  on  the  pa- 
tient may  lead  to  the  confusion  of  the  symp- 
toms caused  by  this  parasite  with  those 
caused  by  hookworm.  “In  roundworm  infes- 
tation,” the  author  explains,  “the  first  por- 
tion of  the  small  intestine  (duodenum)  har- 
bors the  majority  of  the  parasites.  There- 
fore a sure  way  to  diagnose  the  condition  is 
to  study  the  duodenal  fluid. 

“Riddance  of  infestation  is  not  assured  un- 
less a thorough,  systematic  cleaning-up  pro- 
gram is  instituted.  The  carpets  and  rugs 
must  be  either  dry  cleaned  or  exposed  to  the 
sun’s  rays  for  several  days.  Wearing  apparel 
not  damaged  by  heat  should  be  boiled ; other 
garments  should  be  dry  cleaned.  Floors 
should  be  scrubbed  with  soap  and  hot  water. 
The  floors  of  cellars  and  out-buildings,  if 
earthen,  should  be  covered  with  lime;  if 


wood,  they  should  be  scrubbed  with  soap  and 
water.  Household  pets  should  be  killed  or 
treated. 

“Examination  of  every  member  of  the  fam- 
ily should  be  searchingly  done.  It  does  not 
seem  reasonable  to  conclude  that  the  family 
will  escape  after  one  member  becomes  in- 
fested. 

“Iodine  has  been  found  the  most  satisfac- 
tory agent  for  the  removal  of  the  worms 
from  the  system.” 


Journal  Summarizes  Wagner  Bill  on  National 
Health  Program 

“On  Feb.  28  Senator  Wagner  of  New  York 
introduced  in  the  Senate  a bill  for  the  carry- 
ing out  of  some  of  the  phases  of  the  National 
Health  Program,”  The  Journal  of  the  Ameri- 
can Medical  Association  for  March  4 reports. 

“In  the  proposed  bill  Senator  Wagner  of- 
fers a series  of  amendments  to  the  Social  Se- 
curity Act  calling  for  an  expenditure  of  fed- 
eral funds  amounting  to  $80,000,000  the  first 
year  with  gradual  increases  over  a ten  year 
period  for  the  purpose  of  establishing,  ex- 
panding and  improving  state  programs  for 
‘(1)  child  and  maternal  care;  (2)  general 
public  health  services  and  investigations;  (3) 
construction  of  needed  hospitals  and  health 
centers;  (4)  general  programs  of  medical 
care,  and  (5)  insurance  against  the  loss  of 
wages  during  periods  of  temporary  disabil- 
ity.’ Senator  Wagner  said  in  an  interview 
that  it  ‘should  be  clearly  understood  that  the 
bill  does  not  establish  a system  of  health  in- 
surance or  require  the  states  to  do  so.’ 
Funds  would  be  made  available  under  this 
bill  to  ‘those  localities  and  states  which  are 
in  the  greatest  need  of  the  services,’  the  size 
of  the  grants  being  determined  ‘on  a variable 
matching  basis,  depending  on  the  relative  fi- 
nancial resources  of  the  several  states  as  de- 
termined by  the  per  capita  income  of  their 
inhabitants.’  It  is  not  possible  at  this  time 
to  offer  a complete  analysis  of  the  details  of 
the  proposed  legislation.  Obviously,  it  will 
be  necessary  for  suitable  committees  of  the 
Congress  to  give  careful  consideration  to  the 
proposals.  While  the  sum  announced — name- 
ly, $80,000,000  annually — is  not  large  as  com- 
pared with  an  annual  expenditure  of  $850,- 
000,000  ultimately  proposed  by  the  National 
Health  Program,  it  represents  nevertheless  a 
considerable  sum.  Senators  interested  in  an 
economy  rather  than  a spending  program 
have  already  announced  opposition.” 
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EDITORIAL 


The  Board  of  Trustees 

With  the  adoption  of  the  Amendments  to 
our  Constitution  and  By-Laws  by  the  House 
of  Delegates,  May  4,  1939,  the  administra- 
tive functions  of  the  Nebraska  State  Medi- 
cal Association  are  relegated  to  the  Board  of 
Trustees.  This  group  of  five  physicians 
elected  by  the  Council  constitutes  the  Ex- 
ecutive Committee  of  our  Association,  with 
duties  and  powers  plainly  described  in  the 
Constitution  and  By-laws.  This  new  system 
was  not  conceived  over  night.  The  Commit- 
tee on  Revision  appointed  by  Dr.  Roy  Fouts, 
then  President  of  the  Association,  made  a 
study  of  the  Constitution  and  By-laws  of 
practically  every  state  medical  association  in 
this  country,  with  the  resultant  proposals  to 
the  House  of  Delegates  at  the  Seventieth 
session  in  Lincoln  last  year.  The  House  of 
Delegates  for  its  part  spent  many  hours 
studying  the  proposals,  adding,  deleting,  and 
changing  the  contents,  and,  according  to 
rule,  holding  off  adoption  until  this  year. 

At  the  Seventy-first  Session  in  Grand  Is- 
land it  was  again  studied  paragraph  by  para- 
graph. After  long  discussion,  with  addition- 
al deletions  and  changes,  the  document  was 


finally  adopted.  That  there  was  opposition  to 
the  creation  of  a Board  of  Trustees  was  only 
natural.  In  the  first  place  the  plan  is  new 
for  Nebraska,  and  anything  new  is  bound  to 
meet  with  resistance.  Secondly,  some  of  our 
members  were  opposed  to  “centralization.” 
The  term  alone  in  the  light  of  current  social 
and  political  events,  constitutes  sufficient 
cause  for  suspicion.  There  were  other  argu- 
ments presented  against  the  system.  For 
example,  placing  the  welfare  of  the  Associa- 
tion in  the  hands  of  five  members  did  not 
appeal  to  some.  Others  again  felt  that  we 
did  not  need  a Board  of  Trustees,  that  our 
Association  has  made  steady  progress  under 
the  existing  set-up  and  that  we  had  better 
let  well  enough  alone. 

The  proponents  had  their  side.  The  plan, 
they  argued,  has  worked  in  other  states.  Our 
funds  are  unorganized;  there  has  been  little 
co-ordination  of  effort  in  the  various  depart- 
ments. Centralization  of  effort,  they  stated, 
is  not  necessarily  a domination  of  power. 
Changes  are  necessary  to  keep  pace  with 
modern  trends.  Above  all  else  the  action  of 
the  Board  of  Trustees  is  ultimately  subject 
to  the  approval  of  the  Council  and  the  House 
of  Delegates. 

It  is  not  within  the  province  of  the  Jour- 
nal to  pass  judgment  on  the  merits  of  the 
new  system.  We  merely  wish  to  point  out 
that  the  House  of  Delegates  acted  with  due 
regard  to  all  phases  of  the  innovation  and 
took  into  account  all  arguments  on  both 
sides.  It  behooves  us  all,  regardless  of  past 
differences  of  opinion  in  this  matter,  to  ex- 
tend to  the  first  Board  of  Trustees  not  only 
our  congratulations,  but  full  cooperation  and 
help  toward  a successful  term  in  this  im- 
portant office. 


The  Annual  Assembly 

The  Committee  on  Scientific  Assembly  of 
our  Association  should  feel  proud  of  the  Sev- 
enty-first Annual  Session.  The  pogram  pre- 
sented ranked  high,  not  only  from  the  point 
of  view  of  the  subjects  selected,  but  as  well 
from  the  excellence  of  presentation.  There 
was  a time,  and  not  very  distant  in  the  past, 
when  essayists  laid  themselves  open  to  criti- 
cism by  talking  “over  the  heads”  of  their  au- 
dience or  by  being  too  “low  brow.”  Whether 
the  individual  speaker  or  the  Assembly  was 
at  fault  will  never  be  known.  Suffice  it  to  say 
that  in  the  last  few  sessions  this  evil  seemed 
to  be  entirely  eliminated.  We  relegate  the 
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credit  for  this  laudable  leveling  effect  to  the 
Program  Committee  and  attribute  it  to  the 
discriminatory  sense  of  this  small  group  of 
ardent  workers. 

Another  encouraging  observation  must  be 
recorded  as  contributory  to  the  wholesome- 
ness of  the  Assembly.  In  former  years,  un- 
less the  essayist  was  blessed  with  advantages 
of  experience  in  public  speaking,  the  listen- 
ers suffered  torture  in  their  attempt  to  com- 
prehend the  full  content  of  the  address. 
Thanks  to  the  loud-speaker  invention,  this 
annoyance,  too,  may  be  buried  in  history. 
And  who  knows  but  what  we  may  even  see 
the  day  when  meeting  halls  will  be  equipped 
with  ventilating  systems  so  efficient  that 
even  our  pipe  and  cigar  smoke  will  become 
extinct  as  a cause  of  headache  during  these 
Annual  Sessions.  Time,  indeed,  does  march 
on! 


PROCEEDINGS  OF  ANNUAL  ASSEMBLY 
Tuesday,  May  2 

Installation  of  President 

DR.  DAVIS:  Dr.  Miller,  the  time  was  set 
and  the  hour  has  come  for  you  to  assume  the 
duties  of  President  of  the  Nebraska  Medical 
Association.  I present  to  you  this  gavel  as  a 
token  of  your  authority  in  the  Medical  Asso- 
ciation, and  I truly  wish  that  the  State  Medi- 
cal Association  of  Nebraska  and  you  have  a 
prosperous  year.  Ladies  and  Gentlemen,  our 
new  President.  (Applause.) 


Remarks  of  A.  L.  Miller,  M.  D. 

at  the  Installation  as  President  of 
Nebraska  State  Medical  Association 

I appreciate  receiving  this  gavel,  made 
from  the  natural  wood  of  a Nebraska  tree, 
from  the  retiring  President,  Doctor  Davis. 

A man  can  achieve  no  higher  honor  than 
that  of  being  elevated  to  the  presidency  of 
the  professional  group  which  he  represents. 
I appreciate  the  confidence  and  trust  you 
have  placed  in  me,  and  I shall  always  cherish 
the  memory.  I have  a deep  and  sincere  re- 
gard for  everything  and  everyone  connected 
with  the  Nebraska  State  Medical  Associa- 
tion. Certainly  the  privilege  to  lead  an  out- 
standing group  of  American  physicians  is  an 
honor.  I trust  our  acquaintance  will  ripen 
into  helpful  friendship  and  our  discussions 
prove  fruitful  and  stimulating. 

The  world,  our  nation,  and  medicine  in 


particular,  are  going  through  an  evolution — 
a change  in  which  we  all  have  a part.  We 
hear  much  about  socialized  medicine,  but  I 
cannot  conceive  of  its  being  adopted  in  Ne- 
braska unless  the  physicians  desire  it.  So- 
cialized medicine  always  means  a lower  qual- 
ity of  practice,  because  the  physician  and  his 
patients  are  circumscribed  by  rules  and  reg- 
ulations so  minute  and  exacting  that  there  is 
no  time  for  further  research  work  and  the 
giving  of  the  close  personal  attention  that 
the  average  citizen  has  come  to  expect  from 
his  physician.  I do  feel,  however,  that  medi- 
cine must  prepare  to  handle  the  new  prob- 
lems with  which  it  will  be  confronted. 

The  average  man  worries  not  about  the  or- 
dinary calls  to  your  office  or  mine,  but  about 
the  unforeseen  emergency,  operations,  and 
hospital  bills  for  which  he  has  not  provided 
in  his  budget.  The  physicians  of  the  country 
should  continue  to  give  generously  of  their 
services  to  the  poor.  Our  duty  is  to  help 
others.  There  is  no  fitting  place  in  society 
for  the  greedy  and  selfish  doctor.  The  acid 
test  of  a good  citizen  is  his  ability  or  desire 
to  be  of  some  service  to  his  fellow  man  and 
his  community. 

As  your  president,  it  is  my  desire  to  visit 
every  Councilor  district  in  the  state  as  well 
as  the  individual  county  medical  societies. 
The  county  medical  societies  are  the  very 
heart  of  organized  medicine. 

The  road  you  and  I travel,  the  success  we 
achieve,  and  the  problems  we  succeed  in 
mastering  will  depend  entirely  upon  the  or- 
ganized society  and  the  individual  members. 
Someone  has  aptly  said  that  “The  world 
steps  aside  for  that  man  or  group  of  men 
who  know  where  they  are  going.”  I hope  or- 
ganized medicine  will  develop  a constructive, 
aggressive  program  for  the  coming  year. 


Introduction  of  President-Elect 
Thursday  Morning,  May  4,  1939 

CHAIRMAN  McGRATH:  We  have  with  us 
the  President-elect  of  the  Nebraska  Medical 
Association.  I desire  to  present  to  you  Dr. 
Clayton  Andrews,  of  Lincoln.  (Applause, 
audience  rising.) 

DR.  CLAYTON  ANDREWS,  (Lincoln): 
Mr.  Chairman  and  Members  of  the  Society: 
No  man  can  receive  the  honor  that  has  come 
to  me  today  without  feeling  a sense  of  grati- 
tude and  a profound  sense  of  the  duties  and 
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responsibilities  and  the  amount  of  work  that 
goes  with  this  office. 

If  I may  be  pardoned  for  making  one  brief 
sentimental  remark,  I would  like  to  say  that 
coming  back  to  Grand  Island  is  like  coming 
home  to  me,  because  I was  born  and  raised 
at  St.  Paul,  twenty  miles  from  here,  and  the 
fact  this  honor  has  come  at  this  time  is  par- 
ticularly significant  to  me. 

Our  State  Society  has  made,  over  the  last 
few  years,  marvelous  progress  through  the 
cooperation  of  its  officers,  committees,  and 
members.  There  still  remains  a large  amount 
of  work  to  do.  I pledge  my  best  efforts  to 
our  President,  Dr.  Miller,  and  the  other 
workers  of  the  Society,  that,  with  the  co- 
operation of  the  entire  Society,  we  will  make 
definite  efforts  to  continue  in  this  progress. 

Thank  you  very  much.  (Applause.) 


Clayton  F.  Andrews,  M.  D. 

Our  President-Elect 
Biographical 

Born  January  4,  1891,  St.  Paul,  Nebraska. 
Graduated  from  high  school  in  that  city  in 
1907.  Received  Ph.  G.  degree  from  Creigh- 
ton College  of  Pharmacy  in  1909,  and  li- 
censed by  the  State  Board  of  Pharmacy  the 
same  year.  Pre-medical  education  at  the 
University  of  Nebraska  where  he  was  affili- 
ated with  Delta  Upsilon  Fraternity.  Entered 
the  College  of  Medicine,  University  of  Penn- 
sylvania at  Philadelphia  in  1912,  receiving 
the  degree  of  M.  D.  in  1916.  In  this  institu- 
tion he  was  affiliated  with  the  Phi  Rho  Sig- 
ma Fraternity  and  was  also  president  of  the 
Deaver  Surgical  Society  in  1916.  Internship 
for  one  year  in  the  Germantown  Hospital, 
Philadelphia. 

He  was  commissioned  a 1st  Lieutenant, 
Medical  Corp,  U.  S.  A.  in  1917,  serving  in  this 
capacity  for  nearly  two  years  in  this  country 
and  in  France.  Received  Fellowship  in  sur- 
gery at  the  Mayo  Clinic,  Rochester,  Minne- 
sota, in  1919,  where  he  remained  until  1923. 
While  at  the  Mayo  Clinic  he  received  the  de- 
gree of  Master  of  Science  in  Surgery  from 
the  graduate  school  of  the  University  of 
Minnesota.  He  was  licensed  by  the  Board  of 
Medical  Examiners  of  Minnesota  by  exami- 
nation in  1920.  Licensed  in  Nebraska  by  re- 
ciprocity in  1923.  Located  in  Lincoln  for  the 
practice  of  surgery  in  1923.  He  is  attending 
surgeon  of  Lincoln  General  and  Bryan  Mem- 


orial Hospitals,  Lincoln,  since  their  establish- 
ment. 

Member  of  Lancaster  County  Nebraska 
Medical  Society,  Nebraska  State  Medical  So- 
ciety and  the  American  Medical  Association. 
Member  of  the  Association  of  Residents  and 
Ex-residents  of  the  Mayo  Clinic. 

Treasurer,  Lancaster  County  Medical  So- 
ciety, 1930-1936,  inclusive;  President,  Lan- 
caster County  Medical  Society,  1938 ; Fellow- 
ship in  American  College  of  Surgeons,  1924, 
and  chairman  of  the  Nebraska  Section, 
American  College  of  Surgeons,  1935;  Past 
chairman  of  the  Surgical  Section,  Lincoln 
General  Hospital;  Commissioned  Lieutenant 
Commander,  Medical  Corps,  U.  S.  N.  R.  in 
1930  and  was  recently  recommended  for  pro- 
motion to  Commander,  U.  S.  N.  R.;  Organ- 
izer of  Specialist  Unit  No.  8,  U.  S.  N.  R. ; 
Vestryman,  Holy  Trinity  Episcopal  Church; 
President,  Country  club  of  Lincoln,  1938; 
Knight  Templar,  Thirty-second  degree  Ma- 
son, Knight  Commander  of  Court  of  Honor, 
and  Shriner;  President  of  Scottish  Rite 
Temple  Board;  Member  of  the  Founders 
Group  of  the  American  Board  of  Surgery. 
Married  and  has  one  son,  16,  who  is  a stu- 
dent in  Hotchkiss  School,  Lakeville,  Conn. 
Member  of  the  University  Club,  Lincoln.  Va- 
rious Committee  assignments  in  Nebraska 
State  Medical  Association,  including  that  of 
Chairman  of  the  Surgical  Division  Program 
Committee,  Chairman  of  Sub-committee  on 
Legislation  and  Member  of  the  Constitution 
Revision  Committee,  1938. 


Presentation  of  Oliver  Wendell  Holmes  Cup 

LLOYD  O.  HOFFMAN,  M.  D.,  (Omaha)  : 
I was  taught  in  medical  school  there  was  a 
definite  reason  the  maternal  mortality  was 
high  in  cities;  that  as  soon  as  a patient  be- 
came sick  in  the  outlying  district,  she  was 
sent  to  a large  city  to  die.  In  the  four  years 
we  have  carried  this  responsibility,  we  have 
found  that  is  not  true.  The  difference  in 
mortality  from  one  Councilor  district  to  an- 
other is  small.  Each  year  we  have  several 
cases  delivered  in  another  state  who  have 
died  in  our  State.  This  is  the  first  year  we 
have  had  a mortality  affecting  the  percent- 
age materially.  In  the  Councilor  district 
which  won  the  award,  there  was  no  maternal 
death,  although  a mother  delivered  who  died 
in  another  district.  In  a recheck,  we  found 
1.14  per  cent  deaths. 
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A rather  interesting  thing  is  the  fact  that 
for  the  first  time  since  we  have  carried  out 
this  questionnaire  series,  a larger  town  has 
had  a lower  mortality.  Councilor  District 
No.  2 had  a mortality  of  2.03  per  thousand 
births,  which  I think  is  startling.  No  other 
city  of  that  size  has  had  so  low  a mortality. 

Dr.  Conrad  has  won  this  Cup  twice.  He 
was  so  positive  he  would  win  it  again  this 
year,  he  did  not  even  bother  about  bringing 
it  to  the  meeting.  (Laughter).  It  gives  me 
a great  deal  of  pleasure  to  request  Dr.  Con- 
rad to  present  the  Cup  which  he  did  not 
bring  to  Dr.  Platt,  who  is  not  here.  (Laugh- 
ter and  applause.) 

DR.  A.  A.  CONRAD,  (Crete) : We  did  not 
do  so  badly  even  at  that.  We  only  had  to 
get  the  Cup  once  more,  and  then  it  would 
be  ours.  Since  Dr.  Platt  won  the  race  a few 
years  ago,  we  don’t  feel  badly  about  letting 
him  have  it  for  a year.  I was  reminded  by 
the  program  committee  to  bring  this  Cup 
with  me,  but  in  my  hurry  to  come  over  this 
morning,  I brought  the  program  with  me  and 
left  the  Cup  at  home.  We  will  have  this  Cup 
in  Grand  Island  tomorrow,  and  we  will  pre- 
sent it  to  Dr.  Platt  to  take  to  the  short-grass 
country.  (Applause.) 


Golf  and  Trap  Shoot 

The  results  of  the  contests  held  in  the  golf 
and  trap  shoot  held  in  connection  with  the 
State  Medical  meeting,  May  1,  as  submitted 
by  Dr.  F.  D.  Ryder,  are  as  follows: 

GOLF — Thirty-six  entries,  held  at  The 
Riverside  Golf  Club.  Dr.  E.  G.  Johnson, 
Grand  Island,  low  gross;  Dr.  Clayton  An- 
drews, Lincoln,  low  gross  runner-up;  Dr.  J. 
B.  Redfield,  North  Platte,  low  net;  Dr.  Alex- 
ander Young,  Omaha,  low  net  runner-up;  Dr. 
William  Shearer,  Omaha,  Senior  trophy. 
Other  prizes  were  won  by  Dr.  A.  Racines, 
Palmer;  B.  W.  Pyle,  Gothenburg;  H.  L. 
Clark,  North  Platte;  R.  A.  Johnson,  Friend; 
0.  N.  Troester,  Hampton;  A.  D.  Munger, 
Lincoln;  L.  A.  Slagle,  Alliance;  H.  A.  Black- 
stone,  Llewelyn;  James  Kelly,  Omaha;  G.  E. 
Charlton,  Norfolk,  and  F.  D.  Ryder,  Grand 
Island. 

The  prizes  awarded  were  donated  by  Piel 
Drug  Company,  Omaha  (2) ; Gaynor-Bagstad 
Company,  Sioux  City,  Iowa;  General  Electric 
Company,  Omaha;  Crooke  Drug  Company, 
Grand  Island ; S.  N.  Wolbach  & Sons,  Grand 
Island;  Gorman  Company,  Grand  Island; 
Lewis  Tire  and  Supply  Company,  Grand  Is- 


land; Fine  Liquors,  Inc.,  Grand  Island;  Cen- 
tral Power  Company,  Grand  Island;  Riggs 
Optical  Company,  Omaha;  Mead,  Johnson  & 
Company. 

In  the  TRAP  SHOOT — Dr.  Lucien  Stark, 
Norfolk,  high-gun;  Dr.  H.  R.  Miner,  Falls 
City,  second;  Dr.  E.  A.  Watson,  Grand  Is- 
land, third. 

The  prizes  awarded  were  donated  by  Riggs 
Optical  Company;  Meade  Johnson  & Com- 
pany; Goettsche  Sporting  Goods,  Grand  Is- 
land; Stratton  Hotel,  Grand  Island;  Sharp  & 
Dohme;  Abbott  Laboratories;  Seiler  Surgi- 
cal Company;  Western  Electric;  DeVilbuss 
Company. 


COMMITTEES 

ANNOUNCED  BY  PRESIDENT  MILLER 
NON-SCIENTIFIC  COMMITTEES 
Committee  on  Medical  Economics 


B.  F.  Bailey,  Chairman. Lincoln 

E.  W.  Rowe... .Lincoln 

J.  F.  Langdon .Omaha 

J.  W.  Duncan ...  Omaha 

Harry  W.  Benson.  .. Oakland 

The  President 


The  Secretary-Treasurer 
The  Executive  Secretary 


Scientific  Assembly 

Morris  Nielsen,  Chairman Blair 

J.  W.  Duncan Omaha 

Roy  H.  Whitham... ....Lincoln 

J.  D.  McCarthy Omaha 

R.  B.  Adams Lincoln 

Insurance 

Robert  D.  Schrock,  Chairman. Omaha 

Morris  Nielsen  ..Blair 

0.  C.  Kreymborg Brainard 

Advisory  to  Woman’s  Auxiliary 

Torrence  Moyer  Lincoln 

E.  S.  Wegner Lincoln 

E.  W.  Hancock ..Lincoln 

Allied  Professions 

William  Shearer,  Chairman.... Omaha 

Earle  G.  Johnson Grand  Island 

E.  K.  Steenberg Aurora 

Credentials 

R.  B.  Adams,  Chairman Lincoln 

W.  E.  Wright Creighton 

G.  L.  Pinney ..Hastings 

0.  J.  Cameron Omaha 

H.  C.  Smith Franklin 


(Continued  on  Page  230) 


I strove  with  none,  for  none  was  worth  my  strife 
Nature  I loved  and,  next  to  Nature,  Art: 

I warmed  both  hands  before  the  fire  of  life; 

It  sinks,  and  I am  ready  to  depart. 


F.  S.  OWEN  <•  March  24, 1939 

President,  Nebraska  State  Medical  Association 
1929 
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They  are  not  lost,  who  find 
The  sunset  gate,  the  goal 
Of  all  their  faithful  years. 

Nor  lost  are  they  who  reach 
The  summit  of  their  climb, 

The  peaks  above  the  clouds 
And  storms.  They  are  not  lost 
Who  find  the  light  of  sun 
And  stars  and  God. 


F.  P.  WURTELE  * January  18,  1939 

Councilor  of  the  Twelfth  District 


A.  J.  Cameron  - - 

George  E.  Neuhaus 
A.  W.  Edmiston  - 
Charles  R.  Dever 
P.  L.  Benthack  - - 

Gaylord  M.  Andrews 
William  D.  Gibbon  ■ 
Rudolph  Rix  - - - 

C.  R.  Kennedy  - - 

Jerome  McKinley  - 
C.  D.  Evans,  Sr.  - 
Czar  C.  Johnson  - 
Fred  E.  Calkins  - - 

J.  R.  Taylor  - - - 

Charles  A.  Miller 
Guy  Seward  - - - 

Earl  R.  Lee  - - - 

Hollis  S.  Brownson 
George  E,  Hart  - 
C.  C.  Impey  - - - 

Charles  H.  Root  - ■ 

William  J.  Adams  - 
W.  E,  Stewart  - - 

R.  B.  Burr  - - - 

C.  B.  Galbreath  - - 
Ernest  L.  Meredith 
Clark  L.  Phillips  - 
T.  L.  Houlton  - - 

G.  N.  Nilsson  - - 


- - May  4,  1938 

- Mav  15,  1938 

- - May  29,  1938 

- - May  25,  1938 

- - June  15,  1938 

- - July  1,  1938 

- - July  5,  1938 

- - July  13,  1938 

- - July  29,  1938 

- August  7,  1938 

- August  13,  1938 

- August  20,  1938 

- August  28,  1938 
September  1,  1938 
September  1,  1938 
September  6,  1938 

- October  8,  1938 
October  22,  1938 

November  7,  1938 
December  11,  1938 
December  14,  1938 
December  21,  1938 
December  30,  1938 
January  9,  1939 

- January  9,  1939 
January  27,  1939 
January  28,  1939 
February  1,  1939 

- April  5,  1939 
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Library,  Necrology  and  Records 


A.  P.  Overgaard,  Chairman Omaha 

J.  C.  Waddell Beatrice 

C.  W.  M.  Poynter Omaha 

SCIENTIFIC  COMMITTEES 
Planning 

E.  W.  Rowe,  Chairman ..  Lincoln 

F.  L.  Rogers ..Lincoln 

Fritz  Teal  Lincoln 

Maternal  and  Child  Health 

H.  S.  Morgan,  Chairman.. ...Lincoln 

Clyde  Moore Omaha 

G.  E.  Peters Randolph 

Tuberculosis 

E.  W.  Hancock,  Chairman.. Lincoln 

John  F.  Allen Omaha 

Claude  Selby  ..North  Platte 

Venereal  Disease 

A.  D.  Munger,  Chairman... ...Lincoln 

Donald  J.  Wilson Omaha 

J.  A.  Borghoff Omaha 

Prevention  and  Amelioration  of  Deafness 

C.  T.  Uren,  Chairman Omaha 

J.  J.  Hompes Lincoln 

Earl  B.  Brooks ...Lincoln 

Conservation  of  Vision 

M.  B.  Wilcox,  Chairman Holdrege 

Eugene  C.  Foote Hastings 

Charles  M.  Swab Omaha 

Cancer 

James  F.  Kelly,  Chairman Omaha 

J.  M.  Willis.. McCook 

N.  H.  Rasmussen ...  Scottsbluff 

Fractures 

J.  E.  M.  Thomson,  Chairman Lincoln 

R.  D.  Schrock ...  Omaha 

H.  L.  Miner Falls  City 

Pneumonia 

Adolph  Sachs,  Chairman ..Omaha 

D.  H.  Morgan ..McCook 

Joe  Kuncl  ...Alliance 

Convalescent  Serum 

Floyd  Clarke,  Chairman ..  Omaha 

W.  C.  Harvey.. ...  Gering 

E.  G.  Stevenson North  Platte 

Sub-committee 

George  B.  Salter Norfolk 

E.  P.  Leininger ..McCook 

C.  M.  Pierce Chadron 


Hospital  and  Medical  Standards 


Lucien  Stark,  Chairman. ....Norfolk 

David  T.  Martin Columbus 

Adolph  Sachs  Omaha 

Public  Health 

J.  C.  Nielsen,  Chairman. Ingleside 

G.  E.  Charlton Norfolk 

R.  E.  Roche Sidney 

F.  S.  A. 

Roy  Whitham',  Chairman Lincoln 

E.  E.  Koebbe ... Columbus 

Charles  Way  Wahoo 

Vascular  and  Cardiac  Diseases 

Frederick  W.  Niehaus,  Chairman Omaha 

Floyd  L.  Rogers.  .. ..Lincoln 

Lucien  Stark  ..Norfolk 

Medical  and  Public  Health  Education 

R.  W.  Fouts,  Chairman,  1939 Omaha 

J.  D.  McCarthy,  Vice-Chairman,  1940,  Omaha 
George  W.  Covey,  1941 Lincoln 

H.  E.  Flansburg,  1942 Lincoln 

W.  J.  Arrasmith,  1943.. Grand  Island 

E.  L.  MacQuiddy,  1944 ..Omaha 

Medico-Legal 

R.'  W.  Fouts Omaha 

0.  R.  Platt North  Platte 

R.  B.  Adams Lincoln 

Medical  Student  Loan  Fund 
Morris  Nielsen,  Chairman ...Blair 

A.  P.  Overgaard Omaha 

J.  M.  Woodward Lincoln 

Journal  and  Publication 

B.  F.  Bailey,  Chairman Lincoln 

A.  F.  Tyler Omaha 

W.  H.  Heine. Fremont 


Michael  Reese  Hospital  Offers  a Full-Time 
Intensive  Course  in  Electrocardiography 
Two  Weeks  — August  21  — September  2,  1939 

This  is  an  intensive  course  offered  to  the 
general  practitioner.  There  will  be  practice 
on  several  electrocardiographic  machines  and 
discussion  of  the  principles  of  their  construc- 
tion and  use.  There  will  be  sessions  on  inter- 
pretations of  electrocardiograms  illustrated 
by  lantern  slides  and  practice  by  the  student 
with  unknown  records.  The  mechanism  and 
interpretation  of  heart  irregularities  wTill  be 
developed. 

For  further  information  address:  Michael 
Reese  Hospital,  Cardiovascular  Department, 
29th  and  Ellis  Ave.,  Chicago,  Illinois. 
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ANNOUNCEMENTS 


Board  of  Trustees  to  Meet 

The  first  meeting  of  the  Board  of  Trustees 
will  be  held  Thursday,  June  8,  1989  at  4:00 
p.  m.  in  the  headquarters  office  at  416  Fed- 
eral Securities  Building,  Lincoln,  Nebraska. 

This  official  notice  is  given  in  the  Journal 
in  order  that  any  member  of  the  Association, 
who  may  wish  to  appear  before  this  Board, 
will  know  that  he  is  welcome  at  this  meet- 
ing. 

George  W.  Covey,  M.  D., 
Chairman,  Business  Committee. 


The  Omaha  Mid-West  Clinical  Society  will 
hold  its  1939  meeting  October  23rd  to  27th, 
inclusive,  in  Hotel  Paxton. 

Following  are  the  guest  speakers,  repre- 
senting the  various  sections: 

Basic  Sciences:  Dr.  Walter  Schiller,  Chi- 
cago, Illinois. 

E.  E.  N.  T. : Dr.  Frank  E.  Burch,  St.  Paul, 
Minnesota. 

Genito-Urinary : Dr.  C.  R.  O’Crowley,  New- 
ark, New  Jersey. 

Gyn.  and  Obs.:  Dr.  G.  D.  Royston,  St. 
Louis,  Missouri. 

Medicine:  Dr.  S.  A.  Levine,  Boston,  Massa- 
chusetts; Dr.  C.  J.  Barborka,  Chicago,  111. 

Neurology:  Dr.  L.  J.  Karnosh,  Cleveland, 
Ohio. 

Ortho.  Surg. : Dr.  J.  S.  Speed,  Memphis, 
Tennessee. 

Pediatrics:  Dr.  C.  A.  Aldrich,  Winnetka, 
Illinois. 

Surgery:  Dr.  W.  Wayne  Babcock,  Phila- 
delphia, Pa. ; Dr.  E.  C.  Cutler,  Boston,  Mass. 


The  18th  annual  scientific  and  clinical  ses- 
sion of  the  American  Congress  of  Physical 
Therapy  will  be  held  September  5,  6,  7,  8, 
1939,  at  the  Hotel  Pennsylvania,  New  York 
City.  Preceding  these  sessions  the  Congress 
will  conduct  an  intensive  instruction  seminar 
in  physical  therapy  for  physicians  and  tech- 
nicians, August  30,  31,  September  1 and  2. 

Registration  is  limited  to  100  and  is  by  ap- 
plication only.  For  information  concerning 
seminar  and  preliminary  program  of  conven- 
tion proper,  address  American  Congress  of 
Physical  Therapy,  30  North  Michigan  Ave., 
Chicago. 


WOMAN’S  AUXILIARY 


The  fourteenth  annual  convention  of  the 
Woman’s  Auxiliary  to  the  Nebraska  State 
Medical  Association  opened  on  May  2 at  the 
Stratton  Hotel  in  Grand  Island.  It  was  a 


MRS.  JAMES  E.  M.  THOMSON,  Lincoln 

President  Woman’s  Auxiliary  to 
The  Nebraska  State  Medical  Association 


most  successful  meeting  under  the  chair- 
manship of  Mrs.  Howard  Royer  with  a reg- 
istered attendance  of  104. 

On  the  afternoon  of  May  2,  members  of 
the  auxiliary  attended  a lovely  tea  at  the 
home  of  Mrs.  A.  P.  Synhorst. 

Mrs.  C.  W.  Pollard  presided  at  the  annual 
business  meeting  which  was  held  at  the 
Stratton  Hotel,  Wednesday  morning,  May  3. 
After  a business  session  the  meeting  ad- 
journed temporarily  when  the  ladies  were 
entertained  at  a beautifully  appointed  lunch- 
eon at  the  Riverside  Country  Club.  Follow- 
ing luncheon  the  guests  were  delightfully 
entertained  by  Mrs.  Howard  Royer’s  string 
ensemble. 

Dr.  A.  L.  Miller,  president  of  the  Nebras- 
ka State  Medical  Association  and  a member 
of  the  legislature,  addressed  the  organiza- 
tion relative  to  the  promotion  of  a program 
of  education. 
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Officers  elected  for  the  coming  year  were 
as  follows:  Mrs.  J.  E.  M.  Thomson,  Lincoln, 
president;  Mrs.  A.  D.  Brown,  Central  City, 
president-elect;  Mrs.  0.  J.  Cameron,  Omaha, 
first  vice-president;  Mrs.  Allen  Campbell, 
Lincoln,  second  vice-president;  Mrs.  Harley 
Anderson,  Omaha,  treasurer;  Mrs.  H.  R. 
Miner,  Falls  City  and  Mrs.  J.  J.  Keegan, 
Omaha,  directors. 

Reports  showed  an  increase  in  member- 
ship and  auxiliary  organizations  for  the  past 
year. 

Mrs.  Harry  Flansburg  and  Mrs.  E.  E. 
Farnsworth  submitted  the  following  resolu- 
tions : 

Report  of  the  Resolutions  Committee,  May  3,  1939 

Be  it  resolved  that  we,  the  members  of  the  Wom- 
en’s Auxiliary  to  the  Nebraska  State  Medical  Asso- 
ciation, assembled  in  Grand  Island  in  annual  meet- 
ing express  our  gratitude  to: 

1.  The  president  and  officers  of  the  State  Medi- 
cal Auxiliary  for  a very  successful  and  stimulating 
year. 

2.  The  Tri-County  No.  1 Auxiliary  for  its  graci- 
ous hospitality  during  the  convention. 

3.  The  officers,  delegates,  and  members  of  the 
State  Medical  Association  and  the  Tri-County  No.  1 
Medical  Association  for  their  many  courtesies,  in- 
cluding their  financial  assistance. 

4.  Mrs.  Howard  Royer,  president  of  the  Tri- 
County  No.  1 Auxiliary  and  general  chairman  of 
convention  arrangements,  and  her  assistants  for 
their  efforts  in  our  behalf. 

5.  Mrs.  A.  P.  Synhorst  whose  home  was  so 
charming  a setting  for  the  Auxiliary  tea. 

6.  And  to  the  management  of  the  Hotel  Strat- 
ton which  served  as  Auxiliary  headquarters. 

And,  that,  whereas,  Mrs.  C.  C.  Tomlinson  has  com- 
pleted her  term  of  office  as  the  President  of  the 
Auxiliary  to  the  American  Medical  Association,  be  it 
further  resolved  that  we  extend  our  felicitations  to 
her  on  the  successful  conduct  of  her  office. 

And  be  it  further  resolved  that  these  resolutions 
be  printed  in  the  Journal  of  the  State  Medical  Asso- 
ciation and  spread  upon  our  own  minutes. 

Respectfully  submitted, 

(Mrs.  Harry)  Mary  A.  Flansburg. 

(Mrs.  E.  E.)  Jessie  Farnsworth. 

The  Women’s  Auxiliary  Officers  and  Chairmen 
of  Committees  for  1939 

Advisory  Council — Dr.  E.  W.  Hancock,  Lincoln; 
Dr.  Torrence  Moyer,  Lincoln;  Dr.  E.  S.  Wegner,  Lin- 
coln. 

President — Mrs.  James  E.  M.  Thomson,  Lincoln. 

President-Elect — Mrs.  A.  D.  Brown,  Grand  Island. 

Secretary — Mrs.  Walter  W.  Carveth,  Lincoln. 

Treasurer — Mrs.  Harley  Anderson,  Omaha. 

First  Vice  President — Mrs.  Olin  J.  Cameron,  Oma- 
ha. 


Second  Vice  President — Mrs.  Allan  Campbell,  Lin- 
coln. 

Directors,  One  year — Mrs.  Claude  Selby,  North 
Platte;  Mrs.  Fred  Teal,  Lincoln. 

Directors,  Two  years — Mrs.  J.  Jay  Keegan,  Oma- 
ha; Mrs.  Harry  Miner,  Falls  City. 

Chairmen  of  Committees 

Organization — Mrs.  Olin  J.  Cameron,  Omaha; 
Mrs.  Charles  Abbott,  Minden. 

Program  and  Health  Education — Mrs.  James 
Kelly,  Omaha. 

Public  Relations — Mrs.  E.  S.  Wegner,  Lincoln. 

Press  and  Publicity — Mrs.  Herman  Johnson,  Oma- 
ha. 

Hygeia — Mrs.  Herbert  Davis,  Omaha. 

Legislation — Mrs.  C.  W.  Pollard,  Peru. 

Membership  at  Large — Mrs.  Allan  Campbell,  Lin- 
coln. 

Exhibits — Mrs.  A.  L.  Miller,  Kimball. 

Finance — Mrs.  Morris  Neilson,  Blair. 

Historian — Mrs.  Floyd  Rogers,  Lincoln. 

Parliamentarian — Mrs.  C.  W.  M.  Poynter,  Omaha. 

Resolutions — Mrs.  Harry  Flansburg,  Lincoln. 

Revisions — Mrs.  J.  M.  Woodward,  Lincoln;  Mrs. 
Earl  E.  Farnsworth,  Grand  Island. 

Tuberculosis  Education — Mrs.  Harry  Benson,  Oak- 
land. 

Honorary  Board  Member — Mrs.  C.  C.  Tomlinson, 
Omaha. 


PRESIDENTIAL  ADDRESS 
By  Mrs.  C.  W.  Pollard,  Omaha 

Members  of  the  Nebraska  Woman’s  Auxiliary  and 
Friends  of  the  Auxiliary: 

During  my  years  of  work  with  the  Auxiliary  as 
Health  Education  Chairman,  I spoke  always  of  the 
need  for  a Health  Education  Division  in  our  State 
Health  Department.  Our  work  in  the  Auxiliary  has 
stressed  periodic  physical  examinations,  pre-school 
examinations,  communicable  disease  control  and 
other  preventive  measures.  Each  year  a partial 
new  group  of  officers  starts  at  the  beginning,  so  at 
the  year’s  end  we  are  about  where  we  were  at  the 
same  time  last  year.  This  is  due  to  the  fact  that 
we  must  take  outlines  and  make  them  fit  our  need 
as  we  see  it.  Our  main  accomplishment  is  in  the 
development  of  an  educational  program  for  the  ones 
who  continue  for  a period  of  years  in  Auxiliary 
work.  That  is  a major  accomplishment  and  very 
difficult  because  it  has  to  be  done  mainly  by  indi- 
vidual effort.  Such  a smattering  of  knowledge  as 
we  are  able  to  give  to  outside  groups  is  small  ex- 
cept when  viewed  over  a long  time.  We  are  im- 
peded in  our  progress  because  knowledge  of  health 
rules  is  not  mandatory.  All  state  and  local  health 
departments  should  carry  on  through  the  year  a 
program  of  education  in  the  prevention  of  the 
spread  of  infections  and  their  complications.  Such 
Division  of  Health  Education  in  our  Health  Depart- 
ments would  make  for  an  improved  quality  of  serv- 
ice from  the  doctor  and  would  give  the  public  a bet- 
ter appreciation  of  medical  service.  There  would  be 
much  less  scare  about  cancer  and  polio  and  other 
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diseases  if  our  Health  Department  gave  out  a reg- 
ular course  of  instruction  to  the  public.  It  is  pos- 
sible that  a health  department  could  change  the 
thinking  of  a community  so  that  proper  educational 
advantages  would  be  demanded,  and  perhaps  many 
diseases  prevented.  We  would  see  the  elimination  of 
many  behavior  problems  out  of  which  come  some 
crime  and  mental  abnormalities.  Most  of  these 
lead  to  the  doctor’s  office,  some  incurable  because 
of  lack  of  preventive  measures. 

The  burden  of  Health  Education  has  been  shifted 
to  the  groups  which  will  do  it,  such  as  the  P.  T.  A. 
and  in  our  case  the  Auxiliary.  As  a consequence 
the  program  is  neither  unified,  nor  understood  nor 
believed. 

I mentioned  in  October  that  you  should  read  a re- 
port of  the  United  States  Public  Health  Service 
made  in  1937.  This  is  quoted  from  that  report — 
“It  is  felt  that  one  of  the  greatest  needs  at  present 
in  the  State  of  Nebraska  is  Health  Education,  not 
only  for  the  laity  but  for  the  physician  himself. 
The  establishment  of  a Division  of  Health  Education 
in  the  State  Department  of  Health,  with  a well- 
trained,  full-time  medical  Director  in  charge  should 
go  far  towards  giving  the  laity  and  the  medical  pro- 
fession a proper  insight  into  their  health  needs  and 
responsibilities.” 

The  people  should  get  accurate  direction  from  Or- 
ganized medicine  regarding  health  problems. 
Health  Departments  are  not  fulfilling  their  func- 
tions when  they  do  not  make  information  from  Or- 
ganized Medicine  available  to  all  without  waiting 
for  a request.  People  will  get  information  some 
place.  A few  weeks  ago  I was  called  by  a woman 
who  has  worked  with  medical  groups  and  with  whom 
I have  had  contacts  regarding  health  measures.  She 
spoke  of  groups  of  young  mothers  interested  in 
Polio.  They  dread  it  and  its  effects.  They  had 
heard  a talk  about  the  crippling  effects  of  other  dis- 
eases but  they  felt  they  would  rather  find  out  all 
they  could  about  Polio  than  to  get  into  discussions 
of  things  which  might  lead  them  from  their  original 
purpose — to  protect  their  children  from  Polio.  I 
advised  them  to  consult  Pediatricians  and  Ortho- 
pedists before  they  decided.  I told  them  of  our 
Speakers  Bureau  and  of  our  Health  Council  and 
where  they  could  get  films  for  their  study.  The 
point  I wish  to  make  is  that  every  doctor’s  wife 
should  be  informed  about  the  availability  of  infor- 
mation in  her  community  so  that  just  such  groups 
as  I have  mentioned  will  come  to  her  for  aid  in  get- 
ting started  right.  If  you  tell  these  groups  that 
there  are  agencies  set  up  to  work  out  plans  such  as 
they  have  in  mind  you  immediately  lose  contact 
with  them  as  a working  group.  They  wish  to  be 
identified  with  their  own  problems.  Direct  them  to 
the  right  place  for  information  and  they  will  grad- 
ually of  their  own  accord  decide  that  the  problem  is 
a big  one.  Neighborhood  groups  are  forming 
through  all  of  our  communities.  It  is  our  business 
to  give  them  the  right  direction.  If  the  Health  De- 
partment is  doing  a Health  Education  job  the  prob- 
lem is  simplified.  Periodically,  notice  should  be 
given  to  all  communities  regarding  prevention  and 
health  measures.  It  does  no  good  to  say  that  money 
is  not  available.  Research  has  shown  that  we  have 
funds  enough  if  properly  allocated. 

I have  enjoyed  my  year  with  you.  I made  a wise 
decision  to  keep  the  chairmen  for  another  year.  I 
know  it  would  not  be  a good  thing  for  every  Presi- 


dent to  ask  for  a continuation  of  chairmen,  and  yet 
a few  of  those  who  have  shown  willingness  and  abili- 
ty might  be  held  over  for  quite  a while  with  profit 
to  our  organization.  Having  served  my  full  time  I 
can  say  this  without  leaving  the  impression  that  I 
want  to  continue.  A good  chairman  is  not  made  in 
a year,  especially  since  the  needs  of  each  locality 
must  be  learned  and  aid  given  for  specific  cases. 
The  question  to  be  decided  is  what  will  build  our 
organization  best,  not  whether  the  chairmanship 
be  passed  on  to  some  one  else.  Even  if  our  Auxil- 
iary work  ends  with  a record  of  social  meetings  and 
nothing  else,  the  chairmen  are  important.  I am 
sure  you  have  been  well  pleased  with  the  reports 
from  our  chairmen  which  have  been  published  in  our 
State  Medical  Journal.  We  hope  you  have  learned 
something  of  our  aims  which  you  did  not  know  be- 
fore. The  reports  have  made  each  Chairman  more 
than  just  a name  to  you.  I would  like  you  to  know 
them  better. 

Cut  out  the  History  of  our  Auxiliary  from  the 
March  Journal  and  keep  for  reference.  Make  your- 
self familiar  with  Auxiliary  work  and  be  prepared 
to  direct  any  group  toward  the  correct  information. 
The  Auxiliary  should  be  a part  of  the  life  of  a doc- 
tor’s wife.  Our  meetings  should  be  open  to  all 
members  whether  voting  members  or  not.  Social 
contacts  usually  lead  to  some  problem  discussion  and 
eventually  some  solution  is  reached. 

Probably  one  of  the  most  discouraging  things  is 
the  indifference  of  those  who  have  been  active  in  the 
past  years.  Their  experience  is  valuable.  Perhaps 
more  open  meetings  will  keep  them  interested.  The 
Auxiliary  is  yours  because  you  are  the  wife  of  a 
doctor. 

I wish  to  thank  all  of  the  Chairmen  for  the  excel- 
lent service  this  year,  and  also  the  State  Medical 
Journal  for  giving  us  the  privilege  of  explaining  our 
work  in  its  monthly  publication.  I am  very  glad  to 
leave  you  with  a staff  of  equally  able  officers.  I 
wish  for  a year  of  growth  and  happiness  for  all  of 
us. 


Importance  of  Instant  Attention  to 
Trivial  Injuries 

Instant  attention  to  trivial  injuries  greatly 
reduces  the  incidence  of  felons,  E.  A.  Deve- 
nish,  M.  D.,  London,  England,  points  out  in 
an  article  in  The  Archives  of  Surgery,  an  ab- 
stract of  which  appears  in  The  Journal  of  the 
American  Medical  Association  for  Dec.  17. 

Immediate  treatment  should  include 
cleansing  of  the  wound,  its  protection  against 
contamination  and  a warning  to  the  patient 
to  report  to  his  physician  immediately  if  the 
finger  or  hand  becomes  painful.  A matter  of 
a few  hours’  delay  can  bring  about  a condi- 
tion that  will  require  surgery  or  even  ampu- 
tation, whereas  with  earlier  attention  simple 
medical  measures  would  have  sufficed. 

Swelling  and  congestion  of  the  inflamed 
area  should  be  reduced  to  a minimum  by  ele- 
vating the  injured  extremity.  If  splinting  is 
used  circulation  must  not  be  interfered  with. 
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MORBIDITY  SUMMARY 

1939  Total  1938  Total 

April  March  to  Date  April  March  to  Date 

Chicken-pox 117  158  714  198  240  887 

Diphtheria  22  7 58  2 23  74 

Influenza  81  32  114  27  64  128 

Measles  1461  308  2175  598  166  846 

Meningitis,  C.  S.  0 5 9 2 24  31 

Poliomyelitis  0 0 3 0 0 2 

Scarlet  Fever 175  143  683  152  202  796 


MINUTES  OF  COUNCIL  MEETING 
May  2,  1939 

The  first  meeting  of  the  Board  of  Councilors  was 
called  to  order  at  4:00  p.  m.,  May  2,  in  Grand  Island 
at  the  Yancey  Hotel.  The  following  members  were 
present:  Drs.  J.  J.  Hompes,  A.  P.  Overgaard,  Homer 
Davis,  W.  J.  Douglas,  E.  L.  Brush,  A.  L.  Cooper,  D. 
D.  King,  W.  R.  Boyer,  A.  A.  Conrad  and  Rudolph 
F.  Decker.  Also  present  were:  Dr.  Herman  M.  Jahr, 
Editor  of  the  Nebraska  State  Medical  Journal;  Dr. 
R.  B.  Adams,  Secretary-Treasurer  of  the  Nebraska 
State  Medical  Association;  Dr.  Harry  Benson  of  the 
Business  Committee  and  Mr.  M.  C.  Smith,  Executive 
Secretary. 

The  correction  of  the  minutes  of  the  Board  of 
Councilors’  January  meeting  was  declared  the  first 
order  of  business.  After  a general  discussion  by  the 
members,  it  was  moved  by  Dr.  King  that  the  min- 
utes be  accepted,  as  published.  Motion  seconded 
and  carried. 

There  then  followed  general  discussion  as  to  the 
status  of  the  Board  of  Councilors  and  the  House  of 
Delegates  as  pertaining  to  the  authority  of  each 
body  in  regard  to  legislation. 

There  being  no  further  business,  it  was  moved 
and  seconded  that  the  meeting  adjourn  until  9:00 
a.  m.  the  following  day.  Motion  carried. 

May  3,  1939 

The  second  meeting  of  the  Board  of  Councilors 
was  held  at  the  Yancey  Hotel  in  Grand  Island,  May 
3,  1939,  at  9:00  a.  m.  The  following  members  were 
present:  Drs.  J.  J.  Hompes,  W.  R.  Boyer,  E.  L. 
Brush,  W.  R.  Neumarker,  D.  D.  King,  A.  A.  Conrad, 
W.  J.  Douglas,  S.  H.  Andrews,  M.  O.  Arnold,  O.  R. 
Platt,  A.  L.  Cooper,  Homer  Davis  and  A.  L.  Miller. 
Also  present  were  Mr.  M.  C.  Smith,  Executive  Sec- 
retary; Dr.  R.  B.  Adams,  Secretary-Treasurer;  Ru- 
dolph F.  Decker,  Speaker  of  the  House,  and  Mr. 
Harvey  Sethmann,  Executive  Secretary  of  the  Colo- 
rado State  Medical  Association. 

In  the  absence  of  Dr.  A.  P.  Overgaard,  Dr.  Neu- 
marker moved  that  Dr.  R.  B.  Adams  act  as  Secre- 
tary. Motion  seconded  and  carried. 

Dr.  Adams  read  the  minutes  of  the  previous  meet- 
ing of  the  Board  of  Councilors.  It  was  moved  and 
seconded  that  these  minutes  be  accepted  and  pub- 
lished. Motion  carried. 

Dr.  A.  L.  Miller,  President  of  the  Nebraska  State 
Medical  Association,  submitted  his  list  of  commit- 
tees to  the  Board  of  Councilors.  Dr.  D.  D.  King 
moved  that  the  personnel  of  these  committees  as 
submitted  by  Dr.  Miller,  be  approved.  Motion  sec- 
onded and  carried. 


PRINCIPAL  DISEASES 


1939 

Total 

1938 

Total 

April 

March 

to  Date 

April 

March 

to  Date 

Smallpox 

62 

55 

157 

37 

28 

107 

Tuberculosis  _ 

__  18 

15 

59 

17 

17 

64 

Typhoid  Fever 

__  0 

0 

6 

1 

0 

7 

Whooping  Cough  45 

14 

104 

57 

43 

179 

Gonorrhea 

53 

34 

230 

81 

68 

350 

Svphilis 

57 

66 

269 

82 

59 

312 

The  Secretary  then  submitted  the  Report  of  the 
Committee  on  Library,  Necrology  and  Records  and 
the  Report  of  the  Delegates  to  the  A.  M.  A.,  which 
had  been  read  before  the  House  of  Delegates  and 
referred  to  the  Council.  It  was  moved  that  these  re- 
ports be  accepted  and  published.  Motion  seconded 
and  carried. 

Dr.  Adams  then  submitted  the  Supplemental  Re- 
port of  the  M.  C.  H.  Committee,  which  had  been  read 
before  the  House  and  referred  to  the  Council  by  the 
House  of  Delegates.  Reading  of  this  report  was 
called  for.  After  a general  discussion,  Dr.  King 
moved  that,  when  and  if  such  funds  as  mentioned  in 
the  M.  C.  H.  Committee  report,  be  made  available 
for  the  care  of  indigent  pregnant  women,  the  Ne- 
braska State  Medical  Association  offer,  through  its 
M.  C.  H.  Committee,  its  cooperation,  under  the  dis- 
tinct proviso  that  the  program  shall  incorporate  the 
ten  principles  adopted  by  the  A.  M.  A.  at  the  Cleve- 
land session  in  1934,  together  with  the  subsequent 
amendments  thereto.  Motion  seconded  and  carried. 

Dr.  Adams  submitted  the  Report  of  the  Student 
Loan  Fund  Committee  as  read  before  the  House  of 
Delegates  and  referred  to  the  Council.  Dr.  S.  H. 
Andrews  moved  that  the  Report  be  accepted  and 
published.  Motion  seconded  and  carried. 

Next  in  order  of  business  was  the  reading  of  the 
proposed  budget  which  had  been  drawn  up  by  the 
Business  Committee,  as  follows: 


Salaries  $4,400.00 

Travel  1,000.00 

Office  Expense: 

Rent  625.00 

Mimeograph  200.00 

Printing  250.00 

Postage  350.00 

Telephone  and  Tel. 250.00 

Miscellaneous  250.00  1,925.00 

Councilor  Expense  350.00 

Delegate  to  A.  M.  A 150.00 

Guests  at  Annual  Session 600.00 

Reporter  at  Annual  Session 150.00 

Committee  Expense 125.00 

Student  Loan  Fund 100.00 

Campaign  Committee  500.00 

Speakers’  Bureau  375.00 

Dues — Share  to  Journal 1,600.00 

Dues — Share  to  Medico-Legal 800.00 


TOTAL  $12,075.00 


It  was  moved  that  the  budget  be  recommended,  as 
read  by  Dr.  Adams.  Motion  seconded  and  carried. 

Dr.  Boyer  suggested  to  the  Chair  that,  inasmuch 
as  it  is  the  duty  of  the  Board  of  Councilors  to  elect 
a Board  of  Trustees  to  act  under  the  new  Constitu- 
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tion,  it  would  be  in  order  for  the  Chair  to  appoint 
a nominating  committee  of  three.  President  Hompes 
appointed  Dr.  Homer  Davis  as  Chairman  and  Drs. 
S.  H.  Andrews  and  W.  R.  Neumarker  as  members 
of  a nominating  committee. 

Next  in  order  of  business  was  the  election  of  Sec- 
retary-Treasurer. Dr.  Neumarker  nominated  R.  B. 
Adams  as  Secretary-Treasurer  for  the  regular  term 
of  3 years.  Nomination  seconded.  No  other  nomi- 
nations were  made.  Dr.  Adams  was  unanimously 
elected. 

It  was  moved  that  the  Council  meeting  adjourn 
until  after  the  next  meeting  of  the  House  of  Dele- 
gates. Seconded  and  carried. 

May  4,  1939 

The  Board  of  Councilors  met  for  their  third  ses- 
sion in  Grand  Island,  May  4,  1939,  at  9:30  a.  m.  at 
the  Yancey  Hotel.  The  following  members  were 
present:  Drs.  E.  L.  Brush,  M.  0.  Arnold,  A.  L. 
Cooper,  A.  A.  Conrad,  W.  J.  Douglas,  D.  D.  King, 
W.  R.  Neumarker,  S.  H.  Andrews  and  J.  J.  Hompes. 
Also  present  were  Drs.  A.  L.  Miller,  President: 
Homer  Davis,  Past  President  and  R.  B.  Adams,  SeC' 
retary-Treasurer  of  the  Association,  as  well  as  Mr. 
M.  C.  Smith,  Executive  Secretary  and  Dr.  Herman 
M.  Jahr,  Editor  of  the  Nebraska  State  Medical 
Journal.  Dr.  Rudolph  F.  Decker,  Speaker  of  the 
House  of  Delegates  and  ex-officio,  a member  of  the 
Board  of  Councilors,  was  also  present. 

The  first  order  of  business  was  the  report  of  the 
Nominating  Committee  appointed  the  previous  day 
for  the  selection  of  a Board  of  Trustees.  Dr.  Davis, 
Chairman,  read  the  nominations  as  follows:  Dr. 
Harry  Benson  of  Oakland,  for  1 year;  Dr.  George 
W.  Covey  of  Lincoln,  2 years;  Dr.  R.  Russell  Best 
of  Omaha,  3 years,  and  Dr.  Earle  G.  Johnson  of 
Grand  Island,  4 years.  Dr.  Brush  moved  that  the 
report  of  the  Nominating  Committee  be  accepted, 
and  the  Board  of  Trustees,  as  selected  by  the  Com- 
mittee, be  declared  elected.  Motion  seconded  and 
carried. 

It  was  moved  that  Dr.  Boyer  be  recommended  to 
succeed  himself  on  the  Board  of  Examiners  and  that 
the  Council  instruct  its  secretary  to  notify  the  Gov- 
ernor of  this  recommendation.  Motion  seconded  and 
carried. 

It  was  moved  that  Dr.  R.  B.  Adams  act  as  Sec- 
retary pro  tern  for  the  Board  of  Councilors  until  the 
next  meeting,  in  January,  1940.  Motion  seconded 
and  carried. 

It  was  moved  that  the  Board  of  Councilors  ad- 
journ, to  meet  in  Lincoln  in  January,  1940,  for  the 
next  meeting.  Motion  seconded  and  carried. 


MINUTES  OF  THE  HOUSE  OF  DELEGATES 
First  Session — May  2,  1939 

The  first  session  of  the  House  of  Delegates  was 
called  to  order  at  the  Yancey  Hotel  in  Grand  Island, 
May  2,  1939,  at  12:30  p.  m.,  by  Dr.  Rudolph  F. 
Decker,  Speaker.  Sixty-one  members  were  present. 

Dr.  R.  B.  Adams  gave  the  report  of  the  Creden- 
tials Committee  and  a motion  was  made  and  sec- 
onded that  this  report  be  accepted  and  placed  on 
file.  Carried. 

Dr.  Roy  W.  Fouts  moved  that  the  registered  dele- 
gates, who  had  been  approved  by  the  Credentials 


Committee,  constitute  the  House  of  Delegates  and 
that  this  serve  as  a roll  call.  Seconded  and  carried. 

The  following,  duly  elected  delegates,  who  had 
not  registered,  identified  themselves  before  the 
House:  Drs.  R.  H.  Kerr,  Harlan  County;  H.  L. 
Clark,  Lincoln  County;  H.  W.  Shreck,  Phelps  Coun- 
ty; W.  D.  MacKechnie,  Red  Willow  County;  and  A. 
L.  Reeves,  Dawson  County.  It  was  moved  that 
these  doctors  be  seated  as  members  of  the  House  of 
Delegates.  Seconded  and  carried. 

Reading  of  the  minutes  of  the  last  House  of  Dele- 
gates session  was  called  for.  Inasmuch  as  these 
minutes  had  been  published  in  the  Journal,  it  was 
moved  that  the  reading  be  dispensed  with  and  that 
the  minutes  be  accepted  as  published.  Motion  sec- 
onded and  carried. 

A motion  was  put  before  the  House  that  a Vice 
Speaker,  pro  tern,  be  elected  for  this  meeting.  Sec- 
onded and  carried.  Dr.  B.  R.  McGrath  was  nomi- 
nated. Nomination  seconded.  Dr.  E.  E.  Koebbe 
moved  that  the  nominations  be  closed  and  Dr.  Mc- 
Grath be  declared  elected.  Motion  seconded  and 
carried. 

The  report  of  the  Board  of  Councilors  was  called 
for.  Dr.  A.  P.  Overgaard,  Secretary  of  the  Board 
of  Councilors,  moved  that  the  minutes  of  the  Council 
meeting  of  January  be  approved  as  published  in  the 
Journal  with  one  exception;  that  being,  that  the 
minutes  be  corrected  to  show  the  report  of  the  Busi- 
ness Committee  as  being  accepted  and  placed  on 
file  rather  than  accepted  and  published. 

At  this  point  there  was  a general  discussion  of 
the  question  of  whether  or  not  a report,  when  ac- 
cepted by  the  Council,  is  necessarily  adopted  or  ap- 
proved by  the  Council.  It  was  ruled  by  the  Speaker 
that  any  report  which  is  accepted  by  the  Council  is 
adopted  or  approved  by  the  Council. 

It  was  moved  that  that  part  of  the  minutes  re- 
ferred to  by  Dr.  Overgaard,  relative  to  the  publica- 
tion of  the  report  of  the  Business  Committee,  be  re- 
ferred back  to  the  Board  of  Councilors  for  further 
consideration.  Motion  seconded  and  carried. 

A motion  was  made  and  seconded,  that  the  min- 
utes of  the  Board  of  Councilors,  with  the  exception 
of  that  part  relative  to  the  report  of  the  Business 
Committee,  be  accepted.  Motion  seconded  and  car- 
ried. 

Dr.  C.  A.  Selby  moved  that  that  portion  of  the 
report  of  the  Council  dealing  with  the  F.  S.  A.  set- 
up, be  stricken  from  the  record.  Seconded. 

Dr.  Homer  Davis  asked  for  the  floor  and  spoke  in 
favor  of  the  F.  S.  A.  set-up. 

Dr.  J.  D.  McCarthy  spoke,  saying  that  the  den- 
tists thought  that  they  were  not  properly  repre- 
sented in  the  F.  S.  A.  plan. 

Dr.  E.  E.  Koebbe  was  given  the  floor  and  talked 
in  favor  of  the  F.  S.  A.  plan  as  set  up,  on  an  emer- 
gency basis. 

Dr.  J.  L.  Bixby  asked  for  the  floor  and  stated 
that  in  Fillmore  County  the  clients  did  not  show 
much  interest  in  the  F.  S.  A.  plan;  only  48  subscrib- 
ers having  signed  up. 

Dr.  Harry  Benson  rose  to  inform  the  House  that 
adoption  of  the  F.  S.  A.  plan  is  not  mandatory  and 
that  it  may  either  be  accepted  or  rejected  as  the  in- 
dividual counties  desire. 

Question  being  called  for,  the  Speaker  put  Dr. 
Selby’s  motion  before  the  house.  Motion  lost. 
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The  report  of  the  Committee  on  Library,  Necrol- 
ogy and  Records  was  called  for.  Dr.  Overgaard 
read  this  report,  the  House  standing  throughout  the 
reading.  The  report  recommended  that  two  pages 
of  the  Nebraska  State  Medical  Journal  be  set  aside 
in  memoriam  of  the  members  deceased  during  the 
last  year.  It  was  moved  that  Dr.  Overgaard’s  re- 
port be  accepted.  Motion  seconded  and  carried. 

Dr.  Lucien  Stark  moved  that  the  rules  be  sus- 
pended; that  the  regular  order  of  business  be  dis- 
pensed with  and  that  the  House  proceed  to  elect  a 
Nominating  Committee.  Motion  seconded  and  car- 
ried. The  Speaker  then  called  a short  recess  for  the 
various  councilor  district  members  to  confer  and  se- 
lect their  representative  for  the  Nominating  Com- 
mittee. 

After  a short  recess,  the  Speaker  called  the  House 
to  order  and  the  Secretary  called  the  roll  of  the 
councilor  districts,  which  reported  their  selection  for 
the  Nominating  Committee,  as  follows: 

1st  Dist. — J.  D.  McCarthy. 

2nd  Dist. — F.  L.  Rogers. 

3rd  Dist. — S.  A.  Lutgen. 

4th  Dist. — Lucien  Stark. 

5th  Dist. — G.  W.  Sullivan. 

6th  Dist. — J.  M.  Woodard. 

7th  Dist. — A.  A.  Ashby. 

8th  Dist. — 0.  W.  French. 

9th  Dist. — Earle  G.  Johnson. 

10th  Dist. — W.  D.  MacKechnie. 

11th  Dist. — H.  A.  Blackstone. 

It  was  moved  that  the  names  suggested  to  the 
House  of  Delegates,  for  the  Nominating  Committee, 
be  approved.  Motion  seconded  and  carried. 

Dr.  Selby  requested  that  the  copies  of  the  Con- 
stitution and  the  By-Laws  be  distributed  to  the 
Delegates. 

Dr.  Rock  Sleyster,  President-Elect  of  the  A.  M.  A. 
and  Mr.  Harvey  Sethmann,  Executive  Secretary  of 
the  Colorado  State  Medical  Association,  were  intro- 
duced to  the  House.  Dr.  Decker,  in  behalf  of  the 
House  of  Delegates,  welcomed  Dr.  Sleyster  and  Mr. 
Sethman  to  the  session  and  extended  to  them  an  in- 
vitation to  attend  all  future  sessions  of  the  House 
of  Delegates. 

It  was  moved  by  Dr.  Fouts  that  the  House  of 
Delegates  adjourn  until  5:00  p.  m.  of  the  same  day. 
Motion  seconded  and  carried. 

The  House  of  Delegates  was  again  called  to  order 
at  5:00  p.  m.,  by  Dr.  Decker,  Speaker  of  the  House. 

As  first  order  of  business,  the  Speaker  called  for 
the  supplemental  report  of  the  Maternal  and  Child 
Health  Committee.  This  report  was  read  by  Dr.  H. 
A.  Morgan  and  referred  to  the  Council,  without  dis- 
cussion. 

The  Speaker  of  the  House  next  called  for  the  re- 
port of  the  Delegates  to  the  American  Medical  As- 
sociation meeting.  This  report  was  read  by  Dr.  K. 
S.  J.  Hohlen  and  referred  to  the  Council,  without 
discussion. 

The  Secretary  read  the  report  of  the  Student  Loan 
Fund  Committee,  which  was  referred  to  the  Council, 
without  discussion. 

The  next  order  of  business  was  the  consideration 
of  the  proposed  amendment  to  the  Constitution 
which  had  been  introduced  at  the  special  meeting 
of  the  House  of  Delegates  one  year  ago.  In  the  ab- 


sence of  Dr.  Claude  Selby,  Chairman  of  the  Com- 
mittee on  Revision  of  the  Constitution,  Dr.  Earle 
Johnson,  a member  of  that  Committee,  moved,  as  his 
report,  that  the  Constitution,  as  revised  and  as  hav- 
ing laid  on  the  table  one  year,  be  adopted,  replac- 
ing the  Constitution  under  which  the  Association  is 
now  working.  Dr.  Harry  Benson  seconded  the  mo- 
tion. 

The  motion  to  amend  the  Constitution  was  now 
open  for  discussion. 

The  Speaker  asked  the  pleasure  of  the  House  of 
Delegates  as  to  the  procedure  of  the  adoption  of  the 
Constitution.  Dr.  Fouts  moved  that  the  Constitu- 
tion be  taken  up  seriatum,  section  by  section,  and 
later  be  adopted  as  a whole.  Dr.  Johnson  seconded 
the  motion.  Carried. 

The  Speaker  then  proceeded  to  read  the  Consti- 
tution, section  by  section. 

To  Article  V,  Section  3,  Dr.  Selby  stated  that,  as 
Chairman  of  the  Committee  on  Revision,  he  con- 
sidered Section  3 to  be  ambiguous.  It  was  then 
moved  that  the  clause,  “that  impeachment  of  the 
Board  of  Councilors  may  be  brought  to  the  House 
of  Delegates  by  the  Board  of  Trustees,”  be  deleted. 
Seconded  and  carried. 

The  reading  of  the  Constitution,  section  by  sec- 
tion, continued. 

Dr.  Fouts  moved  that  Article  VI,  Section  2,  be 
amended  to  read  as  follows:  “The  time  for  holding 
each  Annual  Assembly  shall  be  the  first  week  in 
May;  provided,  however,  that  the  Committee  on 
Scientific  Assembly  may  change  the  date  of  the  An- 
nual Assembly  if  it  finds  the  above  date  to  be  sub- 
versive to  the  welfare  of  the  Association.”  Motion 
seconded  and  carried. 

After  the  reading  of  Section  1 of  Article  VII,  by 
the  Speaker,  Dr.  Redgwick  of  the  Omaha-  Douglas 
Society,  moved  that  the  words  “four  Trustees”  be 
stricken  out.  This  was  seconded  by  Dr.  Morris 
Nielsen  and  was  open  for  general  discussion. 

Drs.  Selby,  Hohlen,  Davis,  Miller  and  Earle  John- 
son spoke  at  length  opposing  the  amendment  to 
Section  1.  Dr.  Fouts  spoke  at  length  for  the  de- 
letion of  the  words  “four  Trustees.”  The  question 
now  being  called  for,  the  Speaker  put  the  motion  be- 
fore the  House  for  a vote.  Motion  lost. 

The  remaining  sections  of  Article  VII  were  read 
by  the  Speaker  and  no  amendments  were  offered. 
Article  VIII  was  next  read,  in  toto,  and  no  amend- 
ments were  offered.  At  this  point  the  House  of 
Delegates  adjourned  until  8:00  a.  m.  Wednesday 
morning,  May  3. 

Second  Session — Wednesday  Morning,  May  3 

The  second  session  of  the  House  of  Delegates  was 
called  to  order  by  Dr.  Rudolph  F.  Decker,  Speaker 
of  the  House,  at  8:00  a.  m.,  Wednesday,  with  38 
members  present. 

The  Secretary  read  the  minutes  of  the  May  2nd 
session  of  the  House  of  Delegates,  and  the  minutes 
were  approved. 

In  the  absence  of  Dr.  A.  P.  Overgaard,  Secretary 
of  the  Board  of  Councilors,  Dr.  R.  B.  Adams  read 
the  minutes  of  the  May  2nd  meeting  of  the  Board 
of  Councilors.  It  was  moved  that  the  minutes  as 
read  be  accepted.  Motion  seconded  and  carried. 

The  next  order  of  business  being  “unfinished 
business,”  the  House  proceeded  with  the  considera- 
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tion  of  the  Constitution,  section  by  section.  Articles 
IX,  X,  XI  and  XII  were  read  and  no  amendments 
were  suggested  to  these  Articles. 

Dr.  Earle  G.  Johnson  moved  that  Article  XIII  be 
amended  to  show  repeal  of  the  Constitution  as  it 
existed  up  to  and  including  the  fourth  day  of  May, 
A.  D.,  1939.  Motion  seconded  and  carried. 

The  Constitution  having  now  been  considered, 
section  by  section,  was  before  the  House  for  further 
discussion  and  amendment  to  the  Constitution  as  a 
whole. 

Question  being  called  for,  the  Speaker  asked  the 
House  for  a standing  vote  on  the  motion  as  made 
by  Dr.  Earle  Johnson,  for  the  adoption  of  the  Con- 
stitution, and  appointed  Drs.  R.  K.  Johnson  and  J. 
D.  McCarthy  as  tellers. 

Thirty-eight  votes  were  cast;  thirty-one  in  favor 
of  adoption  of  the  Constitution  and  seven  against  it. 
Dr.  Johnson’s  motion  was  carried  and  the  Constitu- 
tion adopted. 

The  next  order  of  business  being  the  introduction 
of  amendments  to  the  By-Laws,  Dr.  Earle  Johnson 
read  and  explained  amendments  necessary  to  make 
the  By-Laws  conform  to  the  Constitution,  for  the 
following:  Chapter  I,  Section  5;  Chapter  V;  Chapter 
VII,  Sections  6,  7,  9 and  10;  Chapter  VIII;  Chapter 

IX,  Sections  2 and  8;  Chapter  X,  Sections  2,  3,  4,  5 
and  7;  Chapter  XI;  Chapter  XII,  Section  3;  Chapter 
XIII,  Section  14;  and  Chapter  XV. 

Dr.  Covey  introduced  an  amendment  to  Chapter 

X,  Section  13  of  the  By-Laws,  which  was  read. 

Dr.  J.  D.  McCarthy  introduced  an  amendment  to 

Chapter  X,  Section  13,  which  was  read. 

These  amendments,  having  been  introduced,  were 
laid  on  the  table  for  one  day,  to  be  acted  upon  at 
the  next  session  of  the  House. 

A motion  was  made  and  seconded  that  the  House 
of  Delegates  adjourn  to  meet  at  8:00  a.  m.  Thurs- 
day. Motion  seconded  and  carried. 


Third  Session — May  4,  1939 

The  House  of  Delegates  was  called  to  order  by  Dr. 
Rudolph  F.  Decker,  Speaker,  at  8:00  a.  m.,  Thurs- 
day, at  the  Hotel  Yancey  in  Grand  Island.  Forty- 
nine  members  were  present. 

Dr.  R.  B.  Adams  read  the  minutes  of  the  Wednes- 
day session  of  the  House  and  the  minutes  were  ap- 
proved. The  report  of  the  Nominating  Committee 
was  called  for.  Dr.  Lucien  Stark  read  the  follow- 
ing nominations: 

President — Clayton  Andrews,  J.  J.  Hompes. 

Delegate  to  the  A.  M.  A. — J.  S.  K.  Hohlen;  Alter- 
nate, A.  A.  Conrad. 

Delegate  to  the  Council  on  Medical  Education  of 
the  A.  M.  A. — W.  P.  Wherry. 

Councilors — Dist.  1,  G.  B.  Potter;  Dist.  2,  Roy  H. 
Whitham;  Dist.  3,  W.  E.  Shook;  Dist.  4,  E.  L.  Brush; 
Dist.  11  (to  fill  vacancy),  Harvey  Clark. 

Vice-Speaker — J.  W.  Reeder. 

Vice  Presidents — G.  E.  Peters,  H.  R.  Miner. 

It  was  moved  and  seconded  that  this  report  be 
accepted.  Motion  carried. 

Dr.  Stark  then  moved  that  the  names  of  Drs.  G. 
B.  Potter  and  E.  L.  Brush,  who  had  formerly  been 
nominated  and  properly  certified  by  their  respective 
district  societies,  be  stricken  from  the  report  and 


the  amended  report  be  accepted.  Motion  seconded 
and  carried. 

Dr.  Adams  read  the  report  of  certification  of 
nominations  for  Council  Districts  Nos.  1 and  4.  It 
was  moved  and  seconded  that  this  report  be  ac- 
cepted. Motion  carried. 

Nominations  from  the  floor  were  called  for.  There 
being  no  further  nominations  Dr.  Stark  moved  that 
the  nominations  be  closed  and  that,  inasmuch  as  the 
only  contested  office  was  that  of  President,  and  in 
order  to  save  time,  the  secretary  be  instructed  to 
cast  a unanimous  vote  for  all  the  other  officers, 
nominated  by  the  committee,  and  that  they  be  de- 
clared elected.  Motion  seconded  and  carried. 

Next  in  order  was  the  election  of  a president.  A 
vote  was  called  for.  The  Speaker  appointed  Drs. 
J.  D.  McCarthy  and  F.  A.  Mountford  as  tellers,  and 
instructed  them  to  distribute  the  ballots.  A total 
of  thirty-five  votes  were  cast;  Dr.  Clayton  Andrews, 
having  received  a majority  of  votes,  was  declared 
elected. 

Dr.  George  W.  Covey  and  Dr.  B.  R.  McGrath  were 
appointed  a committee  of  two,  to  conduct  the  new 
President-elect  before  the  House  of  Delegates. 

Dr.  A.  L.  Miller,  President,  read  the  list  of  mem- 
bers appointed  to  the  Committee  on  Public  Health 
and  Education,  for  approval  by  the  House  of  Dele- 
gates. Dr.  Earle  Johnson  moved  that  these  ap- 
pointments be  confirmed.  Motion  seconded  and  car- 
ried. 

In  the  absence  of  Dr.  A.  P.  Overgaard,  Secretary 
of  the  Council,  Dr.  Adams  read  the  report  of  the 
Council.  It  was  moved  and  seconded  that  the  rules 
be  suspended  in  order  that  the  report  of  the  Board 
of  Councilors  might  be  approved  by  acclaim  rather 
than  by  the  usual  procedure  of  ayes  and  nays.  Mo- 
tion seconded  and  carried.  It  was  now  moved  that 
the  report  of  the  Board  of  Councilors,  setting  up  for 
approval,  a proposed  budget,  among  other  things, 
be  accepted.  Motion  seconded  and  carried. 

Dr.  Clayton  Andrews,  President-elect,  appeared 
before  the  House  and  spoke  briefly. 

The  next  order  of  business  was  the  selection  of 
the  place  to  hold  the  Annual  Assembly.  Invitations 
were  received  from  Omaha,  Lincoln  and  Fremont. 
It  was  moved  and  seconded  that  the  Annual  meeting 
of  1940  be  held  in  Omaha.  Seconded  and  carried. 

Next  in  order  of  business  before  the  House  of 
Delegates,  was  the  adoption  of  the  amendments  to 
the  By-Laws  of  the  Nebraska  State  Medical  Asso- 
ciation, as  introduced  the  previous  day.  The  amend- 
ments were  read  by  the  Speaker. 

Dr.  Selby  moved  the  adoption  of  the  proposed 
amendment  to  Section  5,  Chapter  I of  the  By-Laws. 
Seconded  and  carried. 

Dr.  Selby  moved  the  adoption  of  Section  11,  Chap- 
ter V of  the  By-Laws.  Motion  seconded  and  carried. 

Dr.  Selby  moved  the  adoption  of  the  proposed 
amendment  to  Section  1,  Chapter  VI  of  the  By- 
Laws.  Seconded  and  carried. 

Dr.  Selby  moved  the  adoption  of  the  proposed 
amendment  to  Section  6,  Chapter  VII  of  the  By- 
Laws.  Seconded  and  carried. 

Dr.  Selby  moved  the  adoption  of  the  proposed 
amendment  to  Section  7,  Chapter  VII  of  the  By- 
Laws.  Seconded  and  carried. 

Dr.  Selby  moved  the  adoption  of  the  proposed 
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amendment  to  Section  9,  Chapter  VII  of  the  By- 
Laws.  Seconded  and  carried. 

Dr.  Selby  moved  the  adoption  of  the  proposed 
amendment  to  Section  10,  Chapter  VII  of  the  By- 
Laws.  Seconded  and  carried. 

Dr.  Selby  moved  the  adoption  of  Chapter  VIII  as 
proposed.  Motion  seconded.  Dr.  McCarthy  moved 
that  the  amendment  as  proposed,  be  amended  by  the 
deletion  of  two  of  the  functions  of  the  Board  of 
Trustees,  namely;  “ . . . supervise  and  direct  all  the 
official  publications  of  the  Association;  appoint  an 
Editor  and  such  other  assistants  as  the  needs  of  the 
Association  may  require.”  Motion  seconded.  After 
lengthy  general  discussion  the  question  was  called 
for  and  put  up  for  a vote.  The  Chair  being  in  doubt, 
called  for  a standing  vote.  Dr.  McCarthy’s  motion, 
having  received  a two-thirds  vote,  was  passed. 

Dr.  Selby’s  motion  for  the  adoption  of  Chapter 
VIII,  as  amended,  was  now  voted  on  and,  receiving 
a two-thirds  vote  of  the  House,  was  carried.  Chap- 
ter VIII,  as  amended,  was  declared  adopted. 

Dr.  Selby  moved  the  adoption  of  the  proposed 
amendment  to  Section  2,  Chapter  IX  of  the  By- 
Laws.  Seconded  and  carried. 

Dr.  Selby  moved  the  adoption  of  the  proposed 
amendment  to  Chapter  IX,  which  amendment  to  be 
designated  as  “Section  8.”  Motion  seconded  and  car- 
ried. 

Dr.  Selby  moved  the  adoption  of  the  proposed 
amendment  to  Section  2,  Chapter  X of  the  By-Laws. 
Seconded.  A motion  was  made  for  the  amendment 
of  this  amendment,  adding,  “Committee  on  Journal 
and  Publication.”  Motion  seconded  and  carried, 
whereupon  Dr.  Selby’s  original  motion  was  put  to  a 
vote  and  carried,  adopting  the  amendment  as 
amended. 

Dr.  Selby  moved  the  adoption  of  the  proposed 
amendment  to  Section  3,  Chapter  X of  the  By-Laws. 
Seconded.  An  amendment,  changing  the  name  of 
the  Committee  on  Public  Policy  and  Legislation  to 
the  Committee  on  Medical  Economics,  was  moved, 
seconded  and  carried;  whereupon  the  original  mo- 
tion, as  amended,  was  carried. 

Dr.  Selby  moved  the  adoption  o'f  the  proposed 
amendment  to  Section  4,  Chapter  X.  Seconded  and 
carried. 

Dr.  Koebbe  moved  that  in  order  to  save  time, 
only  the  titles  of  the  amendments  be  read,  inasmuch 
as  the  amendments  were  all  read  in  detail  upon  their 
introduction  the  previous  day.  Motion  seconded  and 
carried. 

Dr.  Selby  moved  the  adoption  of  the  proposed 
amendment,  to  Sections  5 and  7,  Chapter  X of  the 
By-Laws.  Seconded  and  carried. 

Dr.  Selby  moved  the  adoption  of  the  proposed 
amendment  to  Section  13,  Chapter  X,  as  introduced 
by  Dr.  McCarthy.  Seconded  and  carried. 

Dr.  George  W.  Covey  moved  the  adoption  of  the 
proposed  amendment  to  Section  13,  Chapter  X of  the 
By-Laws,  as  introduced  by  him  the  previous  day. 
Motion  seconded  and  carried. 

Dr.  Selby  moved  the  adoption  of  the  proposed 
amendment  to  Chapter  XI.  Motion  seconded. 

After  general  discussion,  it  was  moved  that  the 
proposed  amendment  to  Chapter  XI  be  referred  to 
a committee,  appointed  by  the  Speaker,  for  re-writ- 
ing, with  instructions  to  report  back  promptly  to 


this  session  of  the  House  of  Delegates.  Motion 
seconded  and  carried.  Drs.  J.  D.  McCarthy,  Harry 
Benson  and  Earle  G.  Johnson,  were  appointed  to 
this  committee. 

Dr.  Selby  moved  the  adoption  of  the  proposed 
amendment  to  Section  3,  Chapter  XII  of  the  By- 
Laws.  Seconded  and  carried. 

Dr.  Selby  moved  the  adoption  of  the  proposed 
amendment  to  Chapter  XIII;  such  amendment  to  be 
designated  as  “Section  14.”  Motion  seconded  and 
carried. 

Dr.  Selby  moved  the  adoption  of  the  proposed 
amendment  to  Section  1,  Chapter  XV  of  the  By- 
Laws.  Seconded  and  carried. 

Speaker  Decker  appointed  Dr.  George  Covey  and 
Dr.  A.  A.  Conrad  to  present  the  new  President-Elect 
to  the  General  Session  of  the  Association. 

At  this  point  Dr.  Earle  G.  Johnson  reported  that 
the  committee,  appointed  for  the  revision  of  Chapter 
XI,  had  finished  and  Dr.  Johnson  read  Section  5 of 
Chapter  XI,  as  rewritten.  It  was  moved  and  sec- 
onded to  amend  the  proposed  amendment  headed, 
“Official  Journal”  by  substituting  in  place  thereof 
the  rewritten  amendment  as  read  by  Dr.  Johnson. 
Motion  carried,  whereupon  Dr.  Selby’s  original  mo- 
tion, as  amended,  was  carried. 

Dr.  Hohlen  moved  that  the  House  of  Delegates, 
in  behalf  of  the  Association,  extend  the  appreciation 
of  the  medical  profession  for  the  splendid  meeting, 
to  the  business  men  of  Grand  Island,  to  the  Hotel 
Yancey,  the  local  County  Medical  Society,  Hall 
County  and  the  City  of  Grand  Island.  Motion  sec- 
onded and  carried. 

Dr.  McCarthy  moved  that  the  House  of  Delegates 
extend  its  thanks  to  the  Committee  on  Revision  of 
the  Constitution  for  the  splendid  work  done  by  that 
Committee.  Motion  seconded  and  carried. 

It  was  moved  that  the  House  of  Delegates  ad- 
journ, there  being  no  further  business.  Motion  sec- 
onded and  carried. 


Report  of  Student  Loan  Fund  Committee 

House  of  Delegates, 

Nebraska  State  Medical  Association. 
Gentlemen : 

The  Student  Loan  Fund  Committee,  dur- 
ing this  past  year,  has  helped  a grandson, 
who  will  graduate  this  term,  of  a pioneer 
physician  of  Nebraska;  also,  made  a new 
loan  to  a Junior  medical  student,  who  will 
need  assistance  next  year. 

The  Student  Loan  Fund  has  assisted  fif- 
teen students  and  to  date  four  have  i*epaid 
their  loans  and  gave  thanks  for  assistance 
when  they  were  in  need  of  funds  to  finish 
their  education.  It  is  the  policy  of  your  com- 
mittee to  favor  sons  of  physicians  first.  To 
date  we  have  helped  six  students  who  are 
starting  to  follow  their  fathers’  footsteps. 
The  following  is  a summary  of  present  loca- 
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tions  of  the  four  students  who  have  repaid 
their  loans:  the  first  student  to  repay  his 
loan  is  now  an  officer  in  the  regular  army; 
another  is  located  in  Idaho  and  has  a very 
good  practice  and  location;  one  is  connected 
with  a railroad  and  has  a very  good  position, 
but  expects  to  take  up  surgery ; and  at  pres- 
ent, the  fourth  student  is  taking  a post- 
graduate course  in  Eye,  Ear,  Nose  and 
Throat,  at  a very  large  university. 

We  received  no  funds  from  your  society 
during  the  past  year,  and  the  Woman’s 
Auxiliary  was  not  able  to  give  us  any  assist- 
ance. 

Two  loans  have  been  paid  up  in  full,  and 
interest  collected  on  the  other  notes  thus 
providing  funds  to  help  the  two  students 
who  were  given  assistance  during  the  year. 

Morris  Nielsen, 

J.  M.  Woodward, 

A.  P.  Overgaard, 

Student  Loan  Fund  Committee. 


Report  of  Committee  on  Library, 
Necrology  and  Records 

House  of  Delegates, 

Nebraska  State  Medical  Association. 
Gentlemen : 

Your  committee  begs  to  report  that  it  has 
had  nothing  referred  for  our  consideration 
during  the  past  year. 

Attached  is  a copy  of  the  list  of  the  de- 
parted members  during  the  past  twelve 
months.  We  lost  one  of  our  Past-presidents 
and  a Councilor  by  death. 

Recommend  that  two  pages  be  set  aside  in 
the  Nebraska  State  Medical  Journal  as  a 
memoriam. 

Yours  faithfully, 

A.  P.  Overgaard, 

J.  C.  Waddell, 

H.  N.  Morrow, 

Committee  on  Library,  Necrology  and 
Records. 


Report  of  the  M.  C.  H.  Committee 
To  the  House  of  Delegates,  May  3,  1939 

The  M.  C.  H.  Committee  has  requested  the 
privilege  of  bringing  in  a supplemental  re- 
port to  the  House  of  Delegates,  because  the 
Acting  Director  of  Health  has  asked  us  two 


important  questions — questions  that  we  feel 
are  too  important  for  committee  action  alone. 

These  questions  are : 

1.  In  the  event  that  financial  assistance  is 
made  available  through  the  department  of 
health  for  indigent  pregnant  women,  what 
recommendations  and  suggestions  does  the 
State  Medical  Association  have  to  offer? 

2.  What  minimum  requirements  should  be 
met  by  the  general  practitioner  or  obstetri- 
cian in  this  type  of  case? 

In  the  past,  similar  problems  have  been 
met  after  the  proposition  has  been  stated; 
however,  we,  the  Committee,  feel  that  it  is 
essential  that  the  future  course  of  the  So- 
ciety be  chartered  at  this  time. 

It  is  not  beyond  reasonable  doubt  that, 
within  a short  time,  Maternal  and  Child 
Health  activities  will  be  extended,  in  the  va- 
rious states,  to  include  direct  care  to  the  in- 
digent maternity  patient.  Looking  toward 
the  improvement  of  the  care  of  these  pa- 
tients and  toward  a satisfactory  financial 
arrangement  insofar  as  the  doctor  is  con- 
cerned, the  American  Committee  on  Mater- 
nal Welfare,  Inc.,  has  already  approved  the 
doctrine  of  direct  service  to  the  indigent  ob- 
stetrical case.  It  seems  important,  then, 
that  this  Association,  through  its  House  of 
Delegates,  predetermines  the  course  that  it 
wishes  to  pursue.  The  questions  that  the 
Committee  has  proposed  may  well  be  actu- 
alities before  another  session  of  the  House. 
If  we  are  unprepared  to  advise  the  Director 
of  Health  prior  to  the  inauguration  of  a defi- 
nite policy,  it  may  well  be  that  other,  non- 
medical agencies,  will  be  burdened  with  the 
details  of  execution.  One  step  in  this  direc- 
tion has  already  been  made. 

Your  Committee  on  Maternal  and  Child 
Health,  in  a polled  vote,  are  unanimously  in 
favor  of  some  form  of  direct  aid  to  the  indi- 
gent obstetrical  patient  and  her  baby,  pro- 
vided that  the  attending  physician  receive 
adequate  financial  remuneration.  It  is  well 
understood  by  the  Committee  that  certain 
standards  will,  of  necessity,  be  set  up  for  the 
care  of  these  patients. 

If  it  is  the  desire  of  the  State  Association, 
that  your  M.  C.  H.  Committee  look  forward 
to  the  possibilities  as  herein  expressed;  the 
Committee  to  counsel  with  the  State  Depart- 
ment of  Health,  to  the  end  that  a definite 
program,  approved  by  the  Association, 
through  its  governing  bodies,  will  be  on  file 
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and  readily  available,  then,  your  Committee 
is  prepared  to  work  toward  these  ends.  If, 
however,  the  Association  disapproves  such 
preparations  for  the  future,  your  Committee 
will  so  advise  the  State  Department  of 
Health. 

Harold  S.  Morgan,  M.  D., 
Chairman  M.  C.  H.  Committee. 

(Minutes  of  Proceedings  to  be  continued  in  July 
issue). 


DEATHS 

Dr.  Charles  E.  Novak,  Humboldt.  Dr.  Novak  was 
born  on  September  25,  1880,  at  Pawnee.  He  spent 
most  of  his  childhood  days  in  that  district.  He  at- 
tended Rush  Medical  College  in  Chicago  where  he 
was  graduated  in  the  year  1903.  Following  his 
graduation  he  practiced  for  a year  in  Chicago,  then 
a few  years  in  Dubois.  He  settled  in  Humboldt 
thirty-four  years  ago.  Besides  his  widow  the  doctor 
is  survived  by  a son,  Charles,  and  a brother,  An- 
tone.  Death  occurred  on  April  25,  1939,  and  was 
due  to  heart  disease. 

Dr.  Margaret  J.  O’Sullivan,  Omaha,  was  born  in 
Kent,  Kan.,  in  1881.  She  graduated  from  the  Uni- 
versity of  Nebraska  Medical  College  in  1927.  Dr. 
O’Sullivan  taught  high  school  at  Bloomfield,  Friend, 
Stanton,  O’Neill  and  Columbus  prior  to  studying 
medicine.  Death  occurred  May  2,  1939,  in  an  Omaha 
hospital. 

Dr.  Alfred  O.  Peterson,  Omaha,  was  born  in  Den- 
mark in  1873.  He  was  brought  to  Omaha  by  his 
parents  in  early  infancy.  He  attended  the  old  Oma- 
ha Medical  College  from  which  he  graduated  in  1899. 
Dr.  Peterson  was  always  active  in  fraternal  and 
civic  affairs.  He  remained  in  practice  until  about 
two  weeks  prior  to  his  death.  He  died  from  Leuke- 
mia on  May  9,  1939.  The  doctor  is  survived  by  his 
widow,  and  two  sons,  Dr.  Ward  Peterson  of  Denver, 
and  Dr.  Charles  in  Glasgow,  Mont. 


MARRIAGES 

Dr.  David  Findley  to  Miss  Lenore  Hanson  on 
April  22,  1939,  at  Oconomowoc,  Wis. 


NEWS  AND  VIEWS 


Notes  on  the  American  Medical  Associa- 
tion Meeting  will  appear  in  the  July  issue  of 
the  Journal. 

The  official  registration  at  the  last  Annual 
Assembly  in  Grand  Island  was  members  and 
guests,  373,  exhibitors,  26. 

A new  wing  at  the  Lincoln  Veterans  Hos- 
pital was  dedicated  on  May  12th. 

Dr.  Richard  F.  Ritchie  of  Lincoln,  staff 
psychiatrist  of  the  Child  Welfare  Division, 
Board  of  Control  since  February,  1937,  has 


accepted  a position  as  child  psychiatrist  with 
the  Division  of  Mental  Hygiene,  North  Caro- 
lina State  Board  of  Charities  and  Public  Wel- 
fare. 

Innoculations  against  diphtheria  under  the 
auspices  of  various  medical  societies  continue 
throughout  the  state.  That  the  project  is  a 
worthy  one  cannot  be  disputed. 

Lincoln  General  Hospital  held  post-gradu- 
ate medical  clinics  the  latter  part  of  April. 
Over  one  hundred  Nebraska  physicians  at- 
tended. Guest  speakers  were  Professor  E.  T. 
Bell  of  the  University  of  Minnesota,  who 
spoke  on  nephritis ; Dr.  L.  C.  Gatewood,  pro- 
fessor of  surgery,  Rush  Medical  College,  pep- 
tic ulcers;  Dr.  Norman  F.  Miller,  professor  of 
obstetrics  and  gynecology,  University  of 
Michigan,  toxemias  of  pregnancy;  Dr.  Soma 
Weiss,  professor  of  medicine,  Harvard  Uni- 
versity on  “Vitamins  in  Nutrition.” 

Dr.  M.  D.  Frazer  was  appointed  city  physi- 
cian of  Scottsbluff. 

Summer  round  up  clinics  are  becoming 
popular  in  Nebraska.  Many  communities, 
judging  from  our  clipping  bureau,  are  hold- 
ing preschool  examinations  under  the  aus- 
pices of  the  various  county  and  district  medi- 
cal societies. 

The  Douglas  County  Hospital  is  still  strug- 
gling with  its  inadequate  budget.  The  medi- 
cal staff,  some  three  months  ago,  submitted 
a constitution  and  by-laws  to  be  endorsed  by 
the  commissioners  who  have  legal  responsi- 
bility of  the  hospital.  One  of  the  important 
stipulations  of  this  new  constitution  is  that 
the  medical  director  be  appointed  or  dis- 
missed subject  to  the  approval  of  the  execu- 
tive committee  of  the  medical  staff.  The 
commissioners  thus  far  have  not  endorsed 
this  constitution. 


Cancer  Not  Transmissible 
There  is  no  possibility  and  hence  no  danger 
of  the  transferring  of  cancer  from  cancerous 
cattle  to  human  beings  through  eating  meat 
from  such  animals,  The  Journal  of  the  Amer- 
ican Medical  Association  for  April  15  says. 
Cancer  is  not  transmissible,  even  by  trans- 
plantation, from  one  mammalian  species  to 
another,  e.  g.,  from  cattle  to  man.  Human 
cancer  is  not  contagious. 
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S.M.A.  FED  INFANTS  SHOW  EXCELLENT  NUTRITIONAL  RESULTS 
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Additian  S.M.A.  is  an  antirachitic  and  antispasmophilic  food — has 
a Vitamin  A,  B,  and  D content  in  each  feeding  that  is  constant  every  month  of  the  year. 
It  is  usually  unnecessary  to  feed  any  vitamin  supplements  other  than  orange  juice. 


S.M.A.  is  a food  for  infants — derived  from  tuberculin  tested 
cows'  milk,  the  fat  of  which  is  replaced  by  animal  and  vege- 
table fats  including  biologically  tested  cod  liver  oil;  with  the 
addition  of  milk  sugar  and  potassium  chloride,  altogether 


forming  on  antirachitic  food.  When  diluted  according  to  direc- 
tions, it  is  ESSENTIALLY  SIMILAR  TO  HUMAN  MILK  in  per- 
centages of  protein',  fat,  carbohydrate  and  ash,  in  chemical 
constants  of  the  fat  and  in  physical  properties. 


SAMPLES  FREE  TO  PHYSICIANS 
(Please  use  Professional  Stationery) 


[S.M.A.  CORPORATION  . 8100  McCORMICK  BOULEVARD  « CHICAGO,  ILLINOIS 
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CONVENIENT  OFFICE 
TREATMENT  FOR 


SILVER  PICRATE 

'WJyeth 


I HIS  simple  treatment  requires  but 
two  office  visits,  a week  apart,  for  insuffla- 
tions and  the  nightly  insertion  of  a Silver 
Picrate  suppository  for  twelve  nights. 


Complete  remission  of  symptoms  and  re- 
moval of  the  trichomonad  from  the  vaginal 
smear  usually  is  effected  following  the  Silver 
Picrate  treatment  for  trichomonas  vaginitis. 
Complete  information  on  request 


PRESS  COMMENTS 

Independent,  Grand  Island,  Nebr. 

“YOUR  DOCTOR” 


So — I salute  your  doctor — 

His  name  may  not  be  Brown, 

I still  say — he  deserves  the  most 
Of  any  man  in  town. 


The  man  I think  deserves  the  most 
Of  any  man  in  town — 

And  gets  the  least  for  what  he  does, 
Is  dear  old  Doctor  Brown. 

He’s  been  in  our  community 
For  twenty  years,  or  more. 

I think,  sometime  or  other, 

He’s  been  called  to  every  door. 

He’s  mended  all  our  broken  bones, 
And  cooled  our  fevered  brow. 

We’ve  known  that  if  we  needed  him 
He’d  get  to  us — somehow. 

It  might  be  over  drifts  of  snow — 

Or  through  the  blinding  rain. 

Such  little  things  won’t  stop  him 
If  he  knows  someone’s  in  pain. 

I’ve  seen  him  sit  for  hours  and  hours 
Beside  a little  bed. 

I never  shall  forget  the  kind 
And  gentle  things  he  said. 

He  dreamed  of  a vacation — 

Thought  he’d  like  to  get  away — 

But  some  mother’d  be  ‘expectin’ 

So  he’d  give  it  up,  and  stay. 

And  so  he  stands  among  us, 

Without  thought  of  fame,  or  wealth, 
And  sort  of  feels  responsible 
For  everybody’s  health. 


— Iris  M.  Nicholas. 


Independent,  Grand  Island,  Nebr. 

COMBATING  SOCIALIZED  MEDICINE 

The  opposition  to  socialized  medicine,  as  expressed 
at  the  Nebraska  Medical  association  convention  in 
Grand  Island,  is  entirely  natural  and  warranted.  Not 
only  is  the  idea  repugnant  to  the  doctors  themselves, 
but  to  the  public  at  large  there  is  no  attraction  to  a 
system  whereby  medical  attention  is  doled  out  with- 
out the  personal  relationship  of  doctor  and  patient. 

The  alternative  to  a growing  sentiment  in  the 
direction  of  socialized  medicine  is  a growing  sense 
of  responsibility  on  the  part  of  the  medical  profes- 
sion toward  the  public  it  serves.  The  great  bogey- 
man that  the  average  American  citizen  of  modest 
means  faces  is  that  of  illness.  He  makes  allowance 
in  his  budget  for  most  expenses  he  is  likely  to  incur, 
but  he  has  no  way  of  knowing  whether  he  will  be 
faced  in  the  next  year  with  the  cost  of  an  expensive 
operation  and  hospitalization.  In  some  cities  hos- 
pitalization insurance  has  been  made  feasible 
through  arrangement  with  one  or  more  hospitals 
for  a fixed  monthly  payment,  in  return  for  which 
the  holder  of  the  insurance  and  his  family  are  en- 
titled to  hospitalization.  Such  a plan  no  doubt  could 
be  and  perhaps  has  been  worked  out  also  with  re- 

( Continued  on  page  xv) 
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Hotel  Conant 
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16th  and  Harney 


Hotel  Sanford 

200  Rooms 
Rates  $1.25  to  $2.50 
19th  and  Farnam 


CONANT  HOTEL  COMPANY 

Omaha 
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mortality  rate  in  confinement  cases  in  the  state  for 
the  year  1937 — the  last  year  figures  are  available. 

It  is  especially  interesting  to  note  that  the  rate 
in  this  district  was  1.12  per  thousand,  while  the  rate 
prevailing  in  the  state  was  3.96  and  for  the  entire 
United  States  5 per  thousand. 

Residents  of  North  Platte  and  vicinity  should  feel 
proud  of  such  a record  made  by  local  doctors  and 
given  recognition  by  the  Nebraska  State  Medical 
Association. 

Perhaps  the  bringing  forth  of  life  into  the  world 
lacks  the  glamour  of  crime  news  to  the  public  but 
it  is  much  more  satisfying  in  a time  of  need  to  know 
that  our  men  in  the  medical  profession  rank  so  high- 
ly in  state  circles. 

A doctor’s  life  is  not  a pleasant  one  at  the  best. 
Subject  to  call  at  any  hour  of  the  night  or  day  he 
sees  life,  in  many  instances,  very  much  in  the 
rough.  Recognition  and  award  come  slowly.  In 
some  instances  they  are  too  belated  to  be  of  much 
benefit.  But  regardless  of  all  this,  the  profession 
moves  steadily  forward,  performing  its  work — in  the 
operating  room,  in  the  home,  or  where  emergency 
demands — without  the  accompaniment  of  fanfare  or 
publicity. 

Entirely  too  often  the  public  takes  such  work  for 
granted  and  it  is  a pleasure  to  record  that  a token 
of  recognition  has  been  given  the  members  of  this 
profession  for  a job  well  done — for  a record  which 
speaks  for  itself. 


PRESS  COMMENTS 

(Continued  from  page  xiv) 
putable  medical  men  to  insure  against  heavy  ex- 
penses in  the  event  of  a serious  illness. 

We  are  confident  the  medical  profession,  which 
in  America  has  reached  a high  plane  of  efficient 
public  service,  can  meet  its  increasing  problems  and 
responsibilities  without  socialization  and  without 
sacrificing  the  individual  incentive  and  interest  that 
have  brought  it  so  far. 


Telegraph,  North  Platte,  Nebr. 

DOCTORS  SET  FINE  RECORD 

A one  man  crime  wave  will  often  get  the  head- 
lines while  a story  dealing  with  the  saving  of  a 
human  life,  unless  it  be  from  a violent  death,  is  car- 
ried in  a much  less  prominent  place.  The  public  de- 
crees that  when  a life  is  taken  by  violent  means, 
such  is  first  page  news.  When  lives  are  brought 
forth  into  the  world  and  saved  by  the  skill  of  sur- 
gery, public  clamor  is  lacking  and  it  is  taken  more 
or  less  for  granted. 

The  trophy,  however,  which  is  on  display  in  the 
window  of  a local  drug  store  should  not  be  taken 
for  granted.  It  was  awarded  for  a record  made  by 
the  medical  men  of  this  community,  which  in  itself 
speaks  much  louder  than  words,  in  praise  of  the  pro- 
fession. 

This  trophy  is  a public  recognition  of  the  fact 
that  the  11th  Councilor  District,  composed  of  the 
counties  of  Lincoln,  Keith,  Perkins,  Garden,  Deuel, 
McPherson  and  Logan,  had  the  lowest  maternal 


PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

HOSPITAL 
ACCIDENT 
SICKNESS 

For  ethical  practitioners  exclusively 

(50,000  POLICIES  IN  FORCE) 


Liberal  Hospital  Expense  Coverage  for  $10.00 

Per  Year 

$5,000.00  accidental  death 

$25.00  weekly  indemnity,  accident  and  sickness 

For 

$33.00 

per  year 

$10,000.00  accidental  death 

$50.00  weekly  indemnity,  accident  and  sickness 

For 

$66.00 
per  year 

$15,000.00  accidental  death 

$75.00  weekly  indemnity,  accident  and  sickness 

For 

$99.00 

per  year 

37  gears  under  the  same  management 

$1,700,000  INVESTED  ASSETS 
$9,000,000  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska  for 
protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 

Send  for  applications.  Doctor,  to 

400  First  National  Bank  Building  Omaha,  Nebraska 
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^Manufacturers  and  dispens- 
ers of  glasses  to  meet  the 
exacting  requirements  of 
the  Medically  Trained  Eye 
Physician. 


PHYSICIANS 

OPTICAL  SERVICE 

W.  E.  CARLSON 

216-218  South  17th  St.,  OMAHA 


Dr.  E.  T.  Manning 

Clinical  Pathologist 


1407  Medical  Arts 
Building 


OMAHA  NEBRASKA 


A tten  tion  ' ‘ Doctors  ’ 

Lincoln  Splint  and  Brace  Shop 

Braces  of  All  Kinds  Made  and 
Repaired 

PROMPT  SERVICE 

JAMES  CASEY,  Prop. 

Phone  B1644  327  Sharp  Bldg. 

LINCOLN,  NEBR. 


Stammering,  indistinct  speech,  nasality,  and 
other  speech  ailments  such  as  result  from  cleft 
palate,  or  spastic  paralysis  can  be  overcome 
with  successful  results 

THE  SCHOOL  FOR 
SPEECH  HANDICAPPED 

Directed  by 

H.  STENNFELD 

835  N.  Somers  Ave.,  Fremont,  Nebraska 
OMAHA  OFFICE  HOURS:  On  Saturdays  at 
Benson  Medical  Center,  63d  and  Maple. 

References — Nebraska  State  Medical  Association. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor,  220 
Medical  Arts  Bldg.,  Omaha. 


The  Tri-County  Medical  Society  met  at  Grand  Is- 
land Thursday  evening,  April  27th.  The  program 
consisted  of  a resume  of  sessions  of  the  American 
College  of  Physicians  in  New  Orleans  by  Dr.  Earl 
Farnsworth  of  Grand  Island,  and  a talk  on  the  “Care 
of  Premature  Infants,”  by  Dr.  Paul  Bancroft  of  Lin- 
coln. Preceding  the  meeting  a 7 o’clock  dinner  was 
served  at  the  St.  Francis  hospital  for  the  doctors 
and  their  wives. 

The  Madison  Six-County  Medical  Society  met  at 
Osmond  April  19th  in  the  basement  of  the  St.  Mary’s 
church.  Following  a 7 o’clock  dinner,  Dr.  Arch  F. 
O’Donaghue  of  Sioux  City,  Iowa,  presented  a paper 
on  “Injuries  to  the  Spine  and  Pelvis.”  A second 
paper  was  read  by  Dr.  Frederick  H.  Roost  of  Sioux 
City  on  “A  Survey  of  Accessory  Sinus  Diseases.” 
Thirty  physicians  and  their  wives  attended  the  meet- 
ing. 

The  Southwest  Nebraska  Medical  Association  met 
at  McCook  on  April  20.  The  following  program 
was  presented:  “Infections  of  the  Middle  Ear,”  by 
Dr.  E.  E.  Peterson  of  Halsted,  Kan.,  and  “Goiter,” 
by  Dr.  Andrew  Rueb  also  of  Halsted. 

The  Third  Councilor  District  met  at  Beatrice  on 
April  13th  in  the  Paddock  Hotel.  Papers  were  read 
by  Drs.  E.  J.  Kirk,  Lynn  T.  Hall  and  Harold  Gif- 
ford of  Omaha,  Miles  J.  Breuer  of  Lincoln  and  F.  E. 
Schmidt  of  Kansas  City. 

The  regular  meeting  of  the  Omaha-Douglas  Coun- 
ty Medical  Society  was  held  in  the  Medical  Arts 
Auditorium  on  Tuesday,  April  11,  1939.  President 
Uren  called  the  meeting  to  order  at  8:00  p.  m.  The 
Secretary  read  the  minutes  of  the  regular  meeting 
of  March  28th  and  the  regular  meeting  of  the  Coun- 
cil on  April  11.  There  were  no  changes  or  additions 
and  minutes  stand  approved  as  read. 

The  application  of  Dr.  Charles  A.  Tompkins, 
graduate  of  the  University  of  Nebraska  College  of 
Medicine  in  1934,  with  offices  at  1234  Medical  Arts 
Building,  and  reinstatement  of  Dr.  Vemard  Anthony 
Lanphier,  2007  Wirt  Street,  were  endorsed  by  the 
Council  at  its  meeting  April  11th.  Upon  motion  duly 
made  and  seconded,  Drs.  Tompkins  and  Lanphier 
were  elected  to  membership  in  this  Society. 

Dr.  Uren  announced  the  annual  meeting  of  the 
Nebraska  State  Medical  Association  to  be  held  at 
the  Yancey  Hotel,  Grand  Island,  Nebraska,  May  2, 
3 and  4. 

The  President  appointed  the  following  physicians 
as  members  of  the  Nominating  Committee:  Dr.  E. 
C.  Henry,  Chairman;  Drs.  M.  C.  Howard,  J.  C.  Davis, 
Louis  Moon,  J.  A.  Weinberg  and  M.  C.  Green. 

The  Secretary  read  the  resolution  in  memory  of 
Dr.  Gustav  Nils  Nilsson,  who  died  in  Omaha  on 
April  5,  1939,  following  several  months’  illness. 

The  scientific  program  was  opened  with  a paper 
read  by  Dr.  C.  W.  McLaughlin,  Jr.,  on  “The  Acute 
Surgical  Abdomen  in  Infancy  and  Childhood.”  Dis- 
cussion by  Drs.  H.  B.  Hamilton,  Alfred  Brown  and 
J.  A.  Henske. 

(Continued  on  page  xvii) 
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SOCIETIES 

(Continued  from  page  xvi) 

Dr.  J.  W.  Duncan  closed  the  program  with  his 
talk  on  “Diagnosis  and  Treatment  of  Esophageal 
Diverticulae;”  discussion  by  Drs.  L.  D.  McGuire,  J. 
P.  Cogley  of  Council  Bluffs,  Adolph  Sachs  and 
James  Kelly. 

Meeting  adjourned  at  9:30  p.  m. 

The  Lancaster  County  Medical  Society  held  a reg- 
ular meeting  on  April  18,  1939,  in  the  Sharp  Build- 
ing Auditorium 

The  first  paper  was  presented  by  Dr.  C.  H.  Ar- 
nold on  “Recent  Concepts  of  the  Goiter  Problem.” 
A very  complete  report  of  the  Third  International 
Goiter  Conference  held  September  12-14,  1938,  was 
given.  The  discussion  was  opened  by  Dr.  T.  F.  Mc- 
Carthy. 

“Reconstruction  of  Gastrojejunostomy”  was  the 
title  of  the  paper  given  by  Dr.  F.  M.  Andrus.  He 
presented  a chart  of  the  types  of  operations  per- 
formed and  number  of  cases  of  each.  Discussion 
followed  by  Drs.  C.  H.  Arnold,  T.  F.  McCarthy,  and 
F.  L.  Rogers. 

The  application  of  Dr.  J.  R.  Loudon  was  read  and 
he  was  elected  to  membership  in  the  Society. 

A letter  from  Dr.  M.  F.  Arnhold,  expressing  ap- 
preciation to  the  Society  for  cooperation  in  the  1938 
Inter-Chamber  Health  Conservation  Contest,  was 
read. 

Meeting  adjourned  9:20  p.  m. 


Occupation  Influences  Tuberculosis 


Clerks,  etc. 


Agricultural  workers 


Unskilled  workers 


urn:  ^ deaths  from  tuberculosis  per 
100,000  workers  in  the  age  of  25  to  44  years. 


it  has  Stood 
the  Test 


The  one  urge  that  transcends  all 
others  in  the  physician’s  mind 
when  he  prescribes  a feeding  formula 
for  a baby  is  to  obtain  the  best  physi- 
cal development  of  which  the  child 
is  capable. 

We  are  continually  receiving  very 
gratifying  reports  from  physicians 
who  prescribe  Lactogen  in  their 
infant  feeding  cases.  Furthermore, 
extensive  tests  of  Lactogen  feeding 
on  large  groups  of  infants  under 
supervision  of  competent  pediatri- 
cians have  proved  to  their  satisfac- 
tion that  Lactogen  is  very  successful 
as  a routine  infant  food  as  well  as  for 
the  supplemental  feeding  of  the 
newborn. 

If  you  have  not  as  yet  tried 
Lactogen,  we  urge  you  to  do  so. 


No  laity  adver- 
tising. No  feed- 
ing directions 
given  except  to 
physicians. 


For  free  samples  of  Lactogen 
and  literature,  mail  your  profes- 
sional blank  to  Lactogen  Dept. 


NESTLE’S  MILK  PRODUCTS,  Inc. 

155  East  44th  Street . . . New  York,  N.  Y. 
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Alcohol  — Morphine  — Barbital 

Addictions  Successfully  Treated  Since  1897  by  the  Methods  of  Dr.  B.  B.  Ralph 


Write  for  descriptive  booklet 

THE  RALPH  SANITARIUM 

Ralph  Emerson  Duncan,  M.D. 

Director 

529  Highland  Ave.  Kansas  City,  Mo. 

Telephone Victor  4850 

Registered  by  the  Council  on  Medical  Education  and  Hospitals  of  the  A.  M.  A. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  Wayne  Waddell  and  family  of  Beatrice  have 
returned  from  an  eastern  trip. 

Dr.  and  Mrs.  W.  L.  Albin  of  Lincoln  returned  on 
May  1st  from  a trip  around  the  world. 

The  office  of  Dr.  A.  E.  Buchanan  of  Fremont,  was 
broken  into  recently  and  $10  to  $15.00  in  dimes  were 
stolen. 

Dr.  L.  F.  Curtis  of  Bradshaw  was  indicted  by  Fed- 
eral Judge  T.  C.  Munger  on  May  5th  on  a narcotic 
charge. 

Dr.  D.  L.  Fletcher  of  Orchard  underwent  a major 
operation  recently  at  Rochester,  Minn.,  and  is  now 
improving. 

Drs.  A.  W.  Anderson  and  F.  J.  Kotlar  of  West 
Point  attended  a special  clinic  at  Rochester,  Minn., 
during  April. 

Dr.  Thomas  Boler  of  Omaha,  for  some  time  coun- 
ty physician  of  Douglas  County,  was  replaced  by  Dr. 
Geo.  H.  Boetel. 

Dr.  Miles  J.  Breuer  of  Lincoln  spoke  before  the 
Lincoln  Executive  Club  on  May  1.  He  talked  on  the 
subject  of  heart  disease. 

Dr.  J.  Harry  Murphy  of  Omaha  was  elected  chair- 
man of  School  Health  Advisory  Committee  succeed- 
ing Dr.  Herman  M.  Jahr. 

Dr.  W.  F.  Callfas  and  his  wife,  Dr.  Jennie  Callfas, 


formerly  of  Omaha  and  now  living  at  Beverly  Hills, 
Calif.,  are  visiting  in  Omaha. 

Dr.  Earl  C.  Sage  of  Omaha  presented  a lecture 
Tuesday,  May  9,  at  Spencer.  His  subject  was  “Pub- 
lic Health  Aspects  of  Obstetrics.” 

Dr.  Palmer  Findley  of  Omaha  is  on  the  program 
to  speak  before  the  Nebraska  Home  Demonstration 
Clubs  convention  at  Fremont  in  June. 

Dr.  A.  L.  Smith  is  scheduled  to  read  a paper  on 
“Heart  Irregularities”  at  the  annual  convention  of 
the  American  Medical  Association  in  St.  Louis. 

Dr.  Best  talked  before  the  New  Mexico  State  So- 
ciety on  May  12  on  “The  Physiological  Biliary  Flush 
as  an  Aid  in  the  Management  of  Biliary  Tract  Dis- 
ease.” 

Dr.  Charles  W.  Pollard  is  moving  his  residence 
from  Omaha  to  Peru,  but  he  intends  to  continue  his 
practice  in  Omaha  by  spending  Friday  of  each  week 
in  his  office  in  the  Medical  Arts  building. 

Doctors  A.  L.  Cooper,  T.  E.  Riddell  and  Paul 
Baker  traveled  via  aeroplane  from  Scottsbluff  to 
Grand  Island  to  attend  the  71st  Annual  Assembly 
of  the  Nebraska  State  Medical  Association,  May  1 
to  4. 

Apparently  someone  is  of  the  opinion  that  Dr.  J. 
C.  Gillispie  of  Falls  City  should  go  into  the  chicken 
business.  Two  consignments  of  200  chicks  each 
were  made  to  him  from  two  different  hatcheries 
during  the  past  week.  The  interested  one  makes 
out  a worthless  check,  signs  the  name  of  Dr.  J.  Gil- 
lispie, pockets  the  change  and  Dr.  Gillispie  gets  the 
chickens.  The  checks  are  turned  down  by  the  bank 
as  forgeries. 


OXYGEN 

ECONOMICALLY-EFFICIENTLY-CONVENIENTLY 

LINDE  U.  S.  P.  OXYGEN 


LOMBARD  OXYGEN  INHALER 

A New  Type  of  Oxygen  Therapy 
Equipment 

— Write  for  Details  — 


at 

COMMERCIAL  PRICES 


OMAHA  WELDING  COMPANY 

Medical  Supply  Division 

1501  Jackson  St.  Omaha,  Nebr.  Telephone  JA4397 
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Philadelphia  Academy  of  Surgery 

THE  SAMUEL  D.  GROSS  PRIZE 
Fifteen  Hundred  Dollars 

Essays  will  be  received  in  competition  for  the 
prize  until  January  1,  1940 

The  conditions  annexed  by  the  testator  are 
that  the  prize  “shall  be  awarded  every  five 
years  to  the  writer  of  the  best  original  essay, 
not  exceeding  one  hundred  and  fifty  printed 
pages,  octavo,  in  length,  illustrative  of  some 
subject  in  Surgical  Pathology  or  Surgical 
Practice  founded  upon  original  investiga- 
tions, the  candidates  for  the  prize  to  be 
American  citizens.” 

It  is  expressly  stipulated  that  the  competi- 
tor who  receives  the  prize  shall  publish  his 
essay  in  book  form,  and  that  he  shall  deposit 
one  copy  of  the  work  in  the  Samuel  D.  Gross 
Library  of  the  Philadelphia  Academy  of  Sur- 
gery, and  that  on  the  title  page  it  shall  be 
stated  that  to  the  essay  was  awarded  the 
Samuel  D.  Gross  Prize  of  the  Philadelphia 
Academy  of  Surgery. 

The  essays,  which  must  be  written  by  a 
single  author  in  the  English  language,  should 
be  sent  to  the  “Trustees  of  the  Samuel  D. 
Gross  Prize  of  the  Philadelphia  Academy  of 


Surgery,  care  of  the  College  of  Physicians, 
19  S.  22d  St.,  Philadelphia,”  on  or  before 
January  1,  1940. 

Each  essay  must  be  typewritten,  distin- 
guished by  a motto,  and  accompanied  by  a 
sealed  envelope  bearing  the  same  motto, 
containing  the  name  and  address  of  the  writ- 
er. No  envelope  will  be  opened  except  that 
which  accompanies  the  successful  essay. 

The  Committee  will  return  the  unsuccess- 
ful essays  if  reclaimed  by  their  respective 
writers,  or  their  agents,  within  one  year. 

The  Committee  reserves  the  right  to  make 
no  award  if  the  essays  submitted  are  not 
considered  worthy  of  the  prize. 

Edward  B.  Hodge,  M.  D., 
Charles  F.  Mitchell,  M.  D., 
Calvin  M.  Smyth,  Jr.,  M.  D., 
Trustees. 


There  is  no  evidence  that  shaving  causes 
hair  to  grow  more  thickly  or  changes  in  any 
way  the  texture  of  the  hair,  The  Journal  of 
the  American  Medical  Association  says.  The 
only  effect  is  that  of  moderate  stimulation  of 
the  scalp,  which  benefits  hair  growth. 


WESTINGHOUSE 
X-RAY  COMPANY 

Omaha  - North  Platte 


COMPLETE  LINE  OF  NEW  AND 
RECONDITIONED  EQUIPMENT 


117  North  13th  Street,  Omaha,  Nebr. 


sps™©] 


complete  printing 
service  is  at  your 
disposakonsultthe 

Planners  and  Producers 
of  Productive  Printing 
in  Lincoln. 


Lincoln  Printing  Co. 

Maul  Brothers 

213  So.  10th  St.,  Lincoln,  Nebr.  . 


PRINTING.. 


. ...  at  its 

— with  — 

COIMIEOUS  SERVICE 

We  are  prepared  to 
handle  your  printing 
....  complete  from 
designing  to  mailing. 

The  Norfolk  Daily  News 

Office  Supplies  — Blank  Books 
Norfolk,  Nebraska 
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The  Unspecified  Prescription 

Some  physicians  are  averse  to  specifying 
the  maker’s  name  of  a proprietary  product. 

“I  invariably  specify  Mead’s  whenever  I 
can,  for  I feel  that  when  I do  not  specify  a 
definite  brand,  the  effect  may  be  the  same  as 
specifying  that  any  brand  will  do. 

“By  not  specifying  exactly,  I let  down  the 
bars  to  a host  of  houses,  many  entirely  un- 
known to  me  and  others  deserving  no  sup- 
port at  my  hands. 

“When  I specify  Mead’s,  I may  be  showing 
favoritism,  but  at  least  I know  that  I am  pro- 


FOR  SALE  TO  SETTLE  ESTATE 

1 Wappler  Diex  X-ray  Machine 
1 Tilt-top  radiographic  table  with  plate 
changer 

1 Fluoroscope  and  control  panel 
1 Wappler  Timer 
1 Portable  flat  bucky  diaphragm 
1 Double  focus  Coolidge  X-ray  tube 
1 Westinghouse  Light  Therapy  tube 
1 Universal  Light  Therapy  tube 

1 year  old  Liebel-Flarsheim  Short  Wave 

Machine 

2 Examining  tables 
1 Sterilizer 

Will  sacrifice  to  move  quickly 

MRS.  ALFRED  O.  PETERSON, 

102  No.  52nd  St. 

Tel.  Wa.  7109  Omaha,  Nebr. 


Cook  County 

Graduate  School  of  Medicine 


(IN  AFFILIATION  WITH  COOK  COUNTY  HOSPITAL) 
Incorporated  not  for  profit 

Announces  Continuous  Courses 

MEDICINE — Two  Weeks  Course  Gastroenterol- 
ogy June  19,  September  25.  Two  Weeks  Per- 
sonal Course  Electrocardiography  August  7. 
Special  Courses  in  August.  Two  Weeks  Course 
October  9. 

SURGERY — General  Courses  One,  Two,  Three 
and  Six  Months;  Two  Weeks  Intensive  Course 
in  Surgical  Technique  with  practice  on  living 
tissue;  Clinical  Courses;  Special  Courses. 
Courses  start  every  two  weeks. 

GYNECOLOGY — Two  Weeks  Personal  Course 
June  19;  Four  Weeks  Personal  Course  August 
28.  Two  Weeks  Course  October  9. 

OBSTETRICS — Two  Weeks  Intensive  Course 
June  19,  October  23.  Informal  Course  every 
week. 

FRACTURES  and  TRAUMATIC  SURGERY — Ten 

Day  Formal  Course  June  19,  September  25. 
Informal  Course  every  week. 

OTOLARYNGOLOGY  — Two  Weeks  Intensive 
Course  starting  September  11.  Informal 
Course  every  week. 

OPHTHALMOLOGY  — Two  Weeks  Intensive 
course  starting  September  25.  Informal 
Course  every  week. 

CY  STOSCOPY’ — Ten  Day  Practical  Course  rotary 
every  two  weeks.  Urology  Courses  every  two 
weeks. 

ROENTGENOLOGY' — Special  Courses  X-Ra-  In- 
terpretation, Fluoroscopy,  Deep  X-Ray  Ther- 
apy starting  every  week. 

Teaching  Faculty — Attending  Staff  of  Cook 
County  Hospital 

Address: 

REGISTRAR 

427  South  Honore  Street  Chicago,  Illinois 


Laboratories  of 
Clinical  Pathology 

731-6  Medical  Arts  Bldg. 
OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.  D.,  Director 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 

Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 


“The  laboratories  are  approved 
and  accepted  by  the  Council  on 
Medical  Education  and  Hospitals.” 


tecting  my  results.  If,  at  the  same  time,  my 
self-interested  act  encourages  a worthy 
manufacturer  to  serve  me  better,  I can  see 
no  harm  in  that.’’ 

Mead,  Johnson  & Company,  Evansville, 
Ind.,  U.  S.  A.,  have  to  depend  upon  the  phy- 
sician to  specify  MEAD’S  because  they  do 
not  advertise  their  products  to  the  public, 
either  directly  or  through  merchandising 
channels. 


The  First  American  Congress  on  Obstet- 
rics and  Gynecology  is  to  be  held  in  Cleve- 
land, Ohio,  from  September  11-15,  1939. 
This  important  meeting  comes  at  a crucial 
time  in  American  Medicine.  The  problems 
associated  with  human  reproduction  have  be- 
come of  paramount  importance  arousing  the 
intense  interest  of  the  public  and  profession. 
The  meeting  will  provide  the  first  opportuni- 
ty for  all  the  interested  groups  of  workers  to 
assemble  together.  Doctors,  nurses,  hospit- 
al administrators  and  public  health  workers 
will  meet  and  discuss  their  mutual  problems 
and  correlate  their  many  ideas.  A large  and 
representative  attendance  is  necessary  to  as- 
sure the  success  of  this  meeting.  Already 
more  than  1400  advance  registrations  have 
been  received. 
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The  Grand  Jury  Indicts 

The  complete  text  of  the  indictment  of  the 
American  Medical  Association  et  al.  voted  on 
Dec.  20  by  the  special  grand  jury  in  the  Dis- 
District  of  Columbia  is  contained  in  The 
Journal  of  the  American  Medical  Association 
for  Dec.  31.  Commenting  editorially  on  this, 
The  Journal  says: 

An  indictment  is  not  a conviction!  Ap- 
parently the  grand  jury  which  examined 
only  witnesses  called  by  the  attorneys  of  the 
Department  of  Justice  and  such  documents 
as  were  subpenaed  from  the  headquarters 
office  believed  with  Mr.  Thurman  Arnold 
that  such  an  indictment  would  be  one  way  of 
clarifying  the  law,  which  it  seems  the  De- 
partment of  Justice  finds  confusing.  Space 
is  not  available  in  this  index  number  to  re- 
capitulate for  our  readers  the  chronologic 
history  of  this  case ; the  complete  record  will 
be  made  available  in  an  early  issue.  Physi- 
cians should  remember  in  the  meantime  that 
every  action  of  the  Association  has  had  the 
approval  of  the  House  of  Delegates;  that 
every  step  has  been  in  the  interest  of  advanc- 
ing medical  science  and  the  quality  of  medi- 
cal service  for  all  the  people;  that  the  House 
of  Delegates  has  already  authorized  the 


Board  of  Trustees  to  fight  this  case  to  the 
courts  of  last  resort  to  determine  the  issue. 


Effects  of  Emotional  Upheavals 

The  effect  that  such  emotions  as  fear, 
shock,  hate,  affection  and  the  like  have  on 
the  mental  makeup  of  a person,  especially  a 
child,  is  as  important  as  the  role  environment 
plays  in  the  life  of  an  individual,  Forrest  N. 
Anderson,  M.  D.,  Los  Angeles,  points  out  in 
his  article  on  the  glandular  reactions  to  emo- 
tional upheavals  in  The  Journal  of  the  Amer- 
ican Medical  Association  for  Dec.  31. 

Personality  changes  can  be  as  easily 
caused  by  emotional  factors  as  those  short- 
termed  reactions  which  are  caused  by  fever. 

The  consideration  of  treatment  of  person- 
ality changes  due  to  emotional  or  glandular 
upsets  must  involve  the  mind  and  the  body 
as  a whole. 

If  the  child  is  to  receive  a chance  to  de- 
velop the  happy,  disciplined  and  aggressive 
qualities  so  necessary  to  wholesome  person- 
ality, one  must  determine  his  basic  interests 
and  find  out  what  is  valid  and  worth  while  in 
the  child’s  own  world. — Hygeia. 


for  r^All 

DIATHERMY  WORK 
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,n  . . SHORT  WAVE 
DIATHERMY 

The  durable  construction  and  ample  capacity  of  the 
Burdick  Short  Wave  Diathermy  make  it  possible  to  ad- 
minister all  types  of  medical  diathermy. 


CUFF  ELECTRODES.  Where  the  area  under  treatment  permits,  the  cuff  method  of  applica- 
tion is  preferred,  as  recent  tests  have  shown  that  the  cuff  electrode  application  produces  greater 
heating  effect  than  is  obtained  with  pad  electrodes  placed  opposite  each  other.  Cuff  electrodes  are 
included  as  standard  equipment  with  Burdick  Short  Wave  Diathermy  Units. 

Accepted  by  the  Council  on  Physical  Therapy  of  the  A.  M.  A. 


The  Haschenburger  Co.,  Inc., 

Lincoln,  Nebr. 

Please  send  descriptive  literature  regarding  the  new  Burdick  SWD-5  Short  Wave  Diathermy. 

Name 

Address City 
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Anesthesia  for  Bad  Risk  Patients* 

k.  c.  McCarthy,  m.  d. 

Anesthetist  to  Flower,  Mercy,  Toledo  and  Lucas  County  Hospitals 

Toledo,  Ohio. 


SAFETY  OF  GENERAL  ANESTHESIA 

The  choice  of  anesthesia  for  bad  risk  pa- 
tients involves  consideration  of  the  relative 
safety  of  anesthetics  generally.  There  is  no 
agreement  by  authorities  on  the  subject  nor 
do  statistics  give  reliable  information  as  to 
which  is  the  safest  general  anesthesia.  For 
instance,  Gwathmey*1)  states  “Nitrous  oxid 
given  with  oxygen  ranks  far  above  either 
choloroform  or  ether  so  far  as  safety  to  life 
is  concerned.  In  point  of  after-effects,  it 
takes  precedence  over  all  other  agents  since 
it  is  practically  free  from  sequelae  if  admin- 
istered with  a fair  degree  of  care.”  J.  F. 
Baldwin*2)  on  the  other  hand  considered  ni- 
trous oxid  to  be  by  far  the  most  dangerous 
anesthesia  in  common  use  and  would  not  al- 
low it  to  be  employed  under  any  circum- 
stances. 

In  the  consideration  of  the  safety  of  the 
anesthetic,  the  question  of  morbidity  as  well 
as  mortality  is  introduced.  It  is  conceivable 
that  an  anesthetic  which  might  be  relatively 
safe  as  far  as  mortality  is  concerned,  could 
produce  prolonged  postoperative  disability. 
On  the  other  hand,  a more  powerful  agent, 
while  producing  relatively  little  after-effects 
might  be  capable  of  greater  immediate  harm. 
In  an  interpretation  placed  upon  postopera- 
tive morbidity  it  is  often  difficult  to  say  ac- 
curately just  what  part  the  anesthesia  plays 
and  it  is  obvious  that  a great  deal  of  person- 
al bias  must  enter  into  any  such  considera- 
tion. 

In  considering  mortality  from  various 

*From  the  Department  of  Anesthesia,  Lucas  County  Hospital. 
Presented  by  invitation  as  a part  of  a Symposium  on  Anesthe- 
sia before  the  Mid-West  Clinical  Society.  October  28th,  1938, 
Omaha,  Nebraska. 


anesthetics,  we  are  on  a little  firmer  ground 
for  usually  careful  investigation  and  autopsy 
studies  are  made  as  to  the  cause  of  postoper- 
ative death.  It  is  frequently  difficult  though, 
to  assign  a just  role  to  anesthesia,  for  again 
considerable  personal  interpretation  is  nec- 
essary and  there  is  no  doubt  that  this  per- 
sonal factor  is  responsible  for  much  of  the 
wide  divergence  of  opinion  as  to  the  relative 
safety  of  the  various  anesthetics.  For  in- 
stance, Waters*3)  makes  a careful  analysis  of 
all  postoperative  deaths  and  tries  to  base  the 
responsibility  on  the  anesthetic  where  such 
seems  to  be  indicated.  Other  observers 
classify  anesthetic  deaths  only  those  deaths 
that  occur  while  the  patient  is  on  the  oper- 
ating table.  It  would  seem  to  the  author  that 
a logical  classification,  one  that  might  be  ap- 
plied to  all  cases,  would  be  to  call  an  anes- 
thetic death  any  that  occurred  while  the  pa- 
tient is  under  the  influence  of  the  anesthetic, 
from  any  cause  whatever,  whether  he  has 
left  the  surgery  or  not,  and  whether  the 
anesthetic  be  general  or  local.  If  the  patient 
dies  while  under  the  influence  of  the  anes- 
thetic, it  has  been  poorly  chosen  or  has  been 
injudiciously  administered.  It  certainly  has 
not  done  its  part  in  protecting  him  against 
the  trauma  of  surgery.  Classification  on 
this  basis  will  remove  all  personal  bias  and 
will  include  most  anesthetic  deaths. 

The  source  from  which  statistics  have 
been  compiled  no  doubt  has  a great  bearing- 
on  this  divergence  of  opinion  of  various  au- 
thors as  to  the  cause  of  anesthetic  deaths; 
statistics  may  be  compiled  from  hospital  rec- 
ords, from  the  records  of  the  anesthetist 
himself,  or  from  vital  statistics  of  a city  or 
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other  political  subdivision.  These  latter,  we 
would  think  would  be  practically  useless  for 
purposes  of  analysis  because  there  would  be 
a strong  tendency  to  assign  some  other 
cause  than  anesthesia  to  a death  whenever 
this  was  possible  for  the  public  records.  The 
hospital  records  do  not  have  quite  this  same 
fault,  as  they  are  semi-private  but  even  here 
the  anesthetist  may  try  to  put  the  blame  on 
the  surgeon  whenever  possible  and  vice 
versa.  Where  the  anesthetist  or  surgeon 
compiles  and  presents  his  own  records,  parti- 
cularly if  they  show  a higher  mortality  than 
the  hospital  or  public  records,  we  are  more 
likely  to  get  an  honest  picture. 

TABLE  A 

Mortality  of  Various  Anesthetic  Agents 

Nitrous  Ethyl  Chloro- 


Oxide  Ether  Chloride  form  Spinal 

Webster  1-20.000  1-16,000  1-10,000  1-3,000  1-  500 

Gwathmey  1-  8,585  1-  5,623  1-2,048  1-  650 

Borotone  1-  2,814  1-  888  1-  311 

Henson  1-  7,552  1-  6,273  1-  202  1-3.842  1-2,340 

Poe  1-10,000  1-2,500  1-3,000 

Rood  & Webber 1-  5,000  1-2,000 

Author  1-  1,019  1-  1,287  1-  291 


There  is  presented  in  Table  A,  a summary 
of  the  mortality  records  of  various  anesthet- 
ic agents  taken  from  a number  of  different 
sources.  As  may  be  seen  there  is  no  agree- 
ment as  to  the  mortality  rate  from  various 
anesthetics  nor  which  is  the  best  anesthetic. 
The  mortality  rate  for  ether  various  from 
one  in  888  (Bortone)  to  one  in  16,000  (Web- 
ster) and  nitrous  oxid  from  1 in  1,019  (Mc- 
Carthy) to  one  in  20,000  (Webster).  There- 
fore, it  is  impossible  to  say  from  any  analy- 
sis of  statistics  that  any  one  anesthetic 
agent  per  se  is  safer  than  another.  Certain 
conclusions,  however,  can  be  drawn  from 
these  figures.  All  are  agreed  that  chloro- 
form is  the  most  dangerous  of  general  anes- 
thetics. It  has  been  abandoned  by  most 
modern  surgical  clinics  and  little  justifica- 
tion can  be  found  for  its  use  today. 

The  consensus  of  opinion  is  that  spinal 
anesthesia,  which  has  received  a tremendous 
build-up  lately,  is  certainly  no  safer  than 
general  anesthesia,  when  a cross  section  is 
taken  of  all  the  anesthesias  given  in  a com- 
munity or  a hospital  with  varied  services. 

TABLE  B 

Relationship  between  Experience  of  the  Anesthet- 
ist and  the  Mortality  Rate.  (Bortone). 

Cases  Deaths  Mortality 

Specialists  in  Anesthesia 12,177  4 1 in  3,044 

Nurse-Technicians  15,701  7 1 in  2,233 

Untrained  Physicians  11,203  13  1 in  869 

While  these  figures  are  by  no  means  conclu- 
sive, ether  anesthesia  given  under  ordinary 
circumstances  does  not  seem  to  have  that 


large  margin  of  safety  that  is  always  men- 
tioned in  the  textbooks. 

Probably  the  most  important  factor  in  the 
safety  of  an  anesthetic  is  the  person  who  ad- 
ministers it.  There  can  be  no  doubt  that  the 
personal  factor  is  much  more  important  than 
the  agent  itself.  In  support  of  this,  we  might 
examine  the  figures  given  by  Bortone  (Table 
B).  In  some  43,000  anesthetics  reported 
from  twenty-two  New  Jersey  Hospitals  in 
1931  he  found  that  where  the  anesthetic  was 
administered  by  a physician  without  special 
training  there  was  a death  rate  for  all  anes- 
thetic agents  of  1 in  869  cases.  Where  the 
anesthesia  was  given  by  an  especially  trained 
technician  the  death  rate  was  1 in  2233  but 
where  an  experienced  physician  adminis- 
tered the  anesthesia,  the  death  rate  was 
only  1 in  3,044.  It  is  noteworthy  in  this  sur- 
vey that  most  of  the  deaths  incurred  by  the 
untrained  physicians  were  with  ether,  which 
we  are  always  told  can  be  given  with  safety 
by  anyone. 

REGIONAL  ANESTHESIA 

A great  many  surgeons  when  confronted 
with  choice  of  anesthesia  for  a bad  risk  pa- 
tient simply  evade  the  whole  subject  by 
using  regional  anesthesia,  considering  that 
if  the  patient  is  not  subjected  to  general 
anesthesia,  that  everything  has  been  done  to 
insure  a favorable  outcome  of  the  operation. 
There  is  not  an  iota  of  proof  to  indicate  that 
regional  anesthesia  is  safer  in  a handicapped 
individual  than  a properly  administered  gen- 
eral anesthetic.  As  a matter  of  fact,  there 
is  plenty  of  evidence  to  show  that  it  is  con- 
siderably more  dangerous.  Hanson  in  a sur- 
vey of  thirty-four  New  York  City  hospitals 
from  1933  to  1936  collected  over  750,165  gen- 
eral anesthetics  with  111  deaths  or  15  per 
hundred  thousand.  From  this  same  group  of 
hospitals  there  were  238,233  local  and  re- 
gional anesthesias  with  56  deaths  or  23  per 
hundred  thousand.  In  Table  C is  summar- 
ized the  comparative  death  rate  of  local  and 

TABLE  C 

A comparison  of  the  Mortality  from  General  and 
Regional  Anesthesia. 


Cases  Deaths  Mortality 

per  100,000 


Henson 

General 

750,165 

111 

15 

(New  York  City) 

Regional 

238,233 

56 

23 

Borotone 

General 

39,081 

24 

61 

(New  Jersey) 

Regional 

10,758 

14 

130 

Lucas  County 

General 

9,770 

13 

134 

Hospital  (Ohio) 

Regional 

5,333 

10 

183 

general  anesthesia  taken  from  a number  of 
published  reports  including  our  own  experi- 
ence. It  may  be  seen  that  the  death  rate 
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for  regional  anesthesia  in  most  instances  is 
approximately  fifty  per  cent  higiier  than 
that  for  general  anesthesia. 

Of  course  the  question  may  be  raised  that 
only  the  bad  risk  cases  were  given  local  anes- 
thesia and  therefore  this  would  increase  the 
mortality  rate.  This  is  no  doubt  true,  but 
there  must  also  have  been  a vast  army  of 
very  minor  and  insignificant  cases  that  were 
operated  upon  under  local  anesthesia  which 
would  do  doubt  tend  to  overcome  this  appar- 
ent discrepancy. 

The  purpose  of  this  rather  boring  presen- 
tation of  statistics  is  simply  to  indicate  that 
no  one  anesthesia  is  ideal  for  all  cases,  we 
cannot  say  that  if  we  give  our  patients  local 
anesthesia  we  are  doing  all  that  is  possible 
to  protect  them  against  the  insult  and 
trauma  of  surgery,  but  that  each  case  must 
be  considered  on  its  merits  and  a decision 
reached  as  to  the  anesthesia  to  be  employed. 

There  are  three  people  who  enter  into  this 
discussion,  the  patient,  the  surgeon  and  the 
anesthetist.  In  the  patient  we  have  a num- 
ber of  factors  to  weigh.  We  must  think  of 
the  anesthesia  in  the  light  of  the  pathologi- 
cal condition  present,  which  must  be  treated 
by  surgical  means.  We  must  consider  the 
character  of  the  operation,  for  certain  pro- 
cedures require  much  more  profound  relaxa- 
tion than  others,  and  certain  agents  are 
particularly  well  adapted  to  certain  opera- 
tions. We  must  assess  the  patient’s  physical 
disability  aside  from  the  surgical  pathology. 
The  choice  of  anesthesia  must  take  into  ac- 
count abnormalities  and  decompensations  of 
the  cardio-vascular,  respiratory  and  genito- 
urinary systems.  We  must  not  forget  that 
the  patient  is  a human  being  subject  to  emo- 
tions and  not  simply  clinical  material.  Men- 
tal trauma  can  cause  as  much  suffering  as 
actual  physical  pain. 

We  must  consider  the  surgeon  in  our 
choice  of  anesthesia,  taking  into  account  his 
manual  dexterity  and  temperament.  There 
is  no  doubt  that  many  men  can  operate  with 
ease  under  the  relaxation  afforded  by  certain 
anesthetics  that  would  seriously  handicap 
others.  While  the  anesthetist’s  first  duty  is 
to  carry  the  patient  through  the  operation 
with  the  least  amount  of  shock,  trauma  or 
physical  impairment  possible,  he  must  not 
forget  that  if  the  surgeon  is  handicapped  by 
poorly  chosen  or  badly  administered  anes- 
thesia, the  success  of  the  operation  may  be 
seriously  jeopardized. 


We  must  have  regard  to  the  individual 
who  is  to  administer  the  anesthesia,  evalu- 
ating his  experience  with  various  anesthetic 
agents  and  also  the  equipment  available  for 
his  use.  Many  of  the  more  complicated 
gaseous  agents  cannot  be  utilized  to  fullest 
satisfaction  if  the  anesthetist  is  untrained  in 
their  use  or  if  he  is  handicapped  by  obsolete 
or  inadequate  apparatus. 

PREOPERATIVE  TREATMENT 

Careful  preparation  of  the  patient  for  sur- 
gery will  frequently  greatly  simplify  the 
anesthetic  problem.  Thorough  study  of  all 
aspects'  of  the  case,  adequate  treatment  of 
disabilities  thus  discovered  and  intelligent 
selection  of  the  optimum  time  for  operation 
add  much  to  the  safety  of  the  procedure. 

The  use  of  adequate  preoperative  hypnotic 
medication  has  many  advantages  to  the 
handicapped  individual.  The  psychic  stimu- 
lation associated  with  the  trip  to  the  oper- 
ation room  and  the  induction  of  anesthesia  is 
largely  eliminated.  Straining,  breath-holding 
and  struggling  during  induction  of  anesthe- 
sia is  much  less.  Less  of  the  anesthetic 
agent  may  be  used  and  better  relaxation  ob- 
tained. 

If  local  or  regional  anesthesia  is  used, 
careful  preparation  of  the  patient  will  in 
many  cases,  make  all  the  difference  between 
success  or  failure.  A great  contrast  is  pro- 
vided between  the  prepared  patient  lying 
calm  and  relaxed,  oblivious  to  minor  stimuli 
and  the  un-narcotized  who  frets  himself  into 
near  hysteria  necessitating  supplementary 
general  anesthesia  under  very  unfavorable 
circumstances. 

Adequate  premedication  is  essential  for 
the  safe  administration  of  nitrous  oxid  in  all 
but  the  most  minor  cases.  By  thus  lowering 
the  patient’s  oxygen  requirements  we  are 
able  to  give  this  gas  without  risk  of  danger- 
ously curtailing  the  oxygen  intake.  By  wid- 
ening the  margin  of  anesthesia  it  will  make 
all  the  more  volatile  and  rapidly  eliminated 
agents  easier  to  give. 

CLASSIFICATION  OF  ANESTHETICS 

In  discussing  the  choice  of  anesthesia  for 
a particular  patient,  we  must  make  a survey 
of  the  common  anesthetic  agents  so  that 
their  advantages  or  shortcomings  may  be 
appreciated,  for  none  is  perfect.  These  are 
tabulated  in  Table  D.  It  may  be  noted  that 
nitrous  oxid  is  rapidly  eliminated  and  causes 
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little  physical  disturbance  but  gives  poor  re- 
laxation and  may  be  accompanied  by  some 
anoxemia.  Ethylene,  while  slightly  more 
potent,  still  has  many  of  the  disadvantages 
of  nitrous  oxid,  and  in  our  practice  has  prac- 
tically been  displaced  by  other  agents.  We 
believe  that  the  popularity  of  this  gas  is  on 
the  wane.  Cyclopropane  is  a powerful  agent, 
has  littlp  toxicity  but  causes  respiratory  de- 


give ether,  which  causes  a certain  amount  of 
pulmonary  congestion,  where  that  condition 
already  exists.  Cyclopropane  has  many  ad- 
vantages on  account  of  the  high  percentage 
of  oxygen  with  which  it  may  be  diluted,  but 
it  is  our  feeling,  at  the  present  time,  that 
the  cardiac  irregularities  that  are  often  as- 
sociated with  this  gas,  particularly  the  ease 
with  which  some  hearts  go  into  fibrillation, 


Toxicity 

Nitrous  Oxid Nil 

Ethylene Slight 

Cyclopropane Slight 

Ether Fairly  high 

Local Slight 

Spinal High Excellent 

pression  and  in  some  patients  noticeable  car- 
diac arhythmias.  Ether,  while  easy  to  ad- 
minister produces  marked  systemic  disturb- 
ance and  numerous  complications.  Local  and 
regional  analgesia  is  low  in  toxicity  but  is 
often  inefficient  or  impractical.  Spinal 
blocks  are  associated  with  considerable  vaso 
motor  and  respiratory  depression  but  pro- 
duce excellent  anesthesia  in  selected  cases. 
These  characteristics  must  be  kept  in  mind 
in  choosing  the  anesthesia  for  handicapped 
or  bad  risk  patients. 

A bad  risk  patient  might  be  defined  as  one 
who  is  handicapped  by  some  serious  physical 
disability,  or  is  suffering  from  serious  surgi- 
cal pathology.  Of  the  many  disabilities  that 
handicap  the  surgical  patient,  we  will  have 
time  to  deal  with  only  some  of  the  common 
and  more  important.  The  opinions  advanced, 
as  to  the  choice  of  anesthesia  in  these  condi- 
tions are  necessarily  tinged  with  consider- 
able personal  bias. 

HEART  DISEASE 

Disorders  of  the  heart  probably  give  more 
concern  to  the  patient’s  medical  attendant 
than  any  other  physical  disability.  How- 
ever, from  the  anesthetic  standpoint,  heart 
disease  is  not  especially  important  unless 
there  is  marked  decomposition  or  the  patient 
is  suffering  from  serious  coronary  disease. 
We  feel  that  a patient  suffering  from  heart 
failure  is  not  a fit  subject  for  surgery,  for 
his  heart  is  unable  to  maintain  sufficient  cir- 
culation even  when  at  rest.  If  it  is  neces- 
sary that  surgery  be  carried  out,  however, 
the  anesthesia  must  be  chosen  with  great 
care  and  administered  with  extreme  caution, 
for  the  additional  burden  of  the  anesthetic 
and  the  surgery  may  be  too  much  for  the  al- 
ready failing  circulation.  We  do  not  like  to 


Respiratory 

Depression  Inflammability 

_Nil — 

..Slight + 

_ Marked -f- 

.. Moderate -j- 

..Nil — 

Marked Marked — 

makes  it  second  choice.  Our  preference  is 
for  local  anesthesia  without  epinephrin,  sup- 
plemented by  such  light  nitrous  oxid  and 
oxygen  that  no  anoxemia  develops,  but  the 
patient  is  kept  at  absolute  physical  and  men- 
tal rest.  The  flexibility  of  this  anesthetic 
makes  it  ideal  in  situations  where  emergen- 
cies are  frequently  encountered. 

Coronary  disease  has  been  shown(9>  to  be 
aggravated  by  anoxemia  and  alleviated  by 
oxygen  therapy(10).  Here  we  are  especially 
anxious  that  the  blood  be  well  oxygenated  at 
all  times  for  attacks  of  angina  can  be  initiat- 
ed by  sub  oxygenation  of  the  patient.  Cy- 
clopropane, is  therefore,  our  first  choice  in 
this  condition.  It  must  not  be  forgotten  that 
the  benefits  of  high  oxygenation  may  also  be 
obtained  in  ether  anesthesia  by  using  this 
gas  as  a vehicle  for  ether  vapor. 

HYPERTENSION 

All  anesthetics  raise  the  blood  pressure 
during  the  induction  stage,  the  degree  of 
hypertension  produced  depends  upon  the 
length  of  induction,  the  technic  employed, 
the  presence  of  preanesthetic  hypnotic  drugs 
and  the  character  of  the  anesthetic  used.  In 
hypertension  there  is  commonly  cardiac  dam- 
age and  also  more  or  less  renal  insufficiency. 
Therefore,  an  anesthetic  should  be  chosen 
that  has  no  toxic  effects  upon  the  heart  or 
kidneys,  and  has  a very  short  induction. 
Ether  is  thus  eliminated.  We  feel  that  nit- 
rous oxid  most  perfectly  fulfills  these  re- 
quirements, however,  if  extensive  surgery  is 
planned,  cyclopropane  is  used.  The  fallacy 
that  nitrous  oxid  raises  the  blood  pressure 
has  been  disproved  by  many  thousands  of 
observations.  It  probably  arose  because 
nitrous  oxid,  being  used  formerly  for  only 
short  operations,  observations  of  blood  pres- 


TABLE  D 

Classification  of  Anesthetics  (after  Hewer) 

Muscular  Rate  of  Circulatory 

Relaxation  Elimination  Depression 

Poor Very  rapid Nil 

Fair Rapid Slight 

Good Rapid Nil 

Good Slow Moderate 

Poor Slight 
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sure  were  commonly  made  during  induction, 
when  of  course,  the  blood  pressure  would  be 
raised. 

PULMONARY  TUBERCULOSIS 

It  is  well  established  that  the  administra- 
tion of  ether  to  patients  suffering  from  ac- 
tive or  incipient  tuberculosis  will  aggravate 
their  disease.  We  have  records  of  five  cases 
where  ether  was  given  to  patients  having  an 
unsuspected  lesion,  in  all  the  disease  was 
markedly  aggravated  and  two  died  from  an 
acute  tubercular  process.  If  the  respiratory 
efficiency  is  greatly  curtailed  by  cavitation, 
adhesions,  pneumothorax  or  other  complica- 
tions, it  will  be  difficult  to  administer  nit- 
rous oxid  without  producing  some  anoxemia. 
Cyclopropane  is,  therefore,  our  choice  in 
these  cases. 

OBESITY 

The  obese  patient  is  notoriously  hard  to 
anesthetize,  large  quantities  of  general  anes- 
thesia are  necessary;  he  soaks  up  ether  “like 
a sponge,”  yet  good  relaxation  must  be  ob- 
tained or  the  surgeon  will  have  difficulty  in 
carrying  out  his  work.  If  surgery  is  at  all 
extensive  and  the  patient  otherwise  in  good 
condition,  we  prefer  spinal  anesthesia,  for 
it  is  so  much  easier  to  get  good  relaxation 
with  this  agent,  and  the  danger  of  overdos- 
age with  general  anesthesia  is  very  real.  If 
spinal  anesthesia  is  used,  one  must  be  care- 
ful that  extreme  degrees  of  Trendelenburg 
position  are  not  employed,  for  the  obese  pa- 
tient is  seriously  embarrassed  by  the  head 
down  position,  as  it  places  a great  load  upon 
his  circulation  and  interferes  with  respira- 
tion to  a dangerous  degree. 

ANEMIA 

If  the  hemoglobin  is  below  sixty  percent, 
we  do  not  think  the  patient  is  a good  subject 
for  elective  surgery.  If  the  hemoglobin  is 
below  thirty  percent  any  operation  is  contra- 
indicated and  blood  transfusion  should  be 
done  to  raise  it  to  a safer  level.  As  the  oxy- 
gen carrying  capacity  of  the  blood  is  reduced, 
cyclopropane,  which  allows  the  use  of  higher 
concentrations  of  oxygen  than  nitrous  oxid, 
is  preferable,  for  with  nitrous  oxid  the  pa- 
tient very  easily  slips  into  deep  anoxemia 
from  which  resuscitation  may  be  difficult. 
Ether,  which  produces  considerably  more 
systemic  disturbance  than  either  of  these 
gases,  we  think  is  contra-indicated.  Region- 
al anesthesia  has  a good  many  advantages, 
in  the  patient  with  severe  anemia,  as  all  gen- 
eral anesthetics  have  a tendency  to  interfere 
with  the  oxygen  exchange. 


SHOCK 

A patient  suffering  from  shock  has  many 
of  the  characteristics  of  severe  anemia  ex- 
cept that  he  has  not  had  the  opportunity  to 
establish  any  equilibrium.  We  feel,  there- 
fore, that  even  cyclopropane  may  be  too  pow- 
erful and  depressing  for  these  individuals, 
and  the  lightest  and  least  toxic  anesthesia  at 
our  disposal,  nitrous  oxid,,  is  used.  It  has 
abundantly  proven  its  worth  since  it  was  in- 
troduced during  the  war  for  an  anesthetic  in 
cases  of  surgical  shock  and  we  are  loath  to 
abandon  it.  Usually  there  is  little  difficulty 
in  obtaining  good  relaxation  in  these  pa- 
tients, but  it  may  be  supplemented  with  local 
infiltration  if  desirable. 

UREMIA  AND  ECLAMPSIA 

These  conditions  are  classified  together, 
for  from  the  anesthetic  standpoint  there  is 
little  difference.  These  patients  are  very 
prone  to  overdosage  from  anesthesia  for  poi- 
soned as  they  are  by  their  own  toxins  they 
do  not  tolerate  the  additional  toxemia  of  an- 
esthesia. We  feel  that  ether  is  definitely 
contra-indicated.  The  least  toxic  drug  pos- 
sible should  be  chosen,  yet  one  with  suffi- 
cient flexibility  so  that  it  may  be  instantly 
varied  to  suit  any  emergency.  In  fulfilling 
these  requirements,  we  consider  that  nitrous 
oxid  has  first  place  and  cyclopropane  second. 
Local  anesthesia  is  valuable  in  selected  cases. 

EXTREMES  OF  AGE 

Old  people  do  not  tolerate  ether  anes- 
thesia, it  is  easy  to  overdose  them  and  pro- 
longed anesthetic  depression  is  very  apt  to 
lead  to  pulmonary  edema  and  pneumonia. 
These  patients  are  easy  to  anesthetize  with 
gases  and  we  would  think  that  nitrous  oxid 
is  the  anesthetic  of  choice  for  very  light  an- 
esthesia may  be  used,  yet  excellent  relaxa- 
tion obtained. 

SMALL  CHILDREN 

We  cannot  emphasize  too  strongly  that 
small  children  should  not  be  subjected  to  any 
unpleasant  experiences  during  their  first  an- 
esthesia. How  often  do  we  see  them  forci- 
bly restrained  and  ether  poured  on  generous- 
ly until  mingled  asphyxia  and  anesthesia 
produce  unconsciousness.  Such  an  experi- 
ence is  bound  to  implant  in  their  minds  a 
well-founded  horror  of  anesthesia  for  the 
rest  of  their  lives.  We  think  it  is  of  utmost 
importance  that  children  should  have  a 
pleasant  induction  with  one  of  the  gases, 
shifting  to  ether  if  desired.  We  do  not  see 
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any  reason  why  children  should  not  have  the 
benefit  of  premedication.  Babies  may  be  in- 
duced and  carried  with  open  ether,  for  the 
period  of  induction  is  so  short  that  ether 
acts  very  nearly  as  rapidly  as  one  of  the 
more  volatile  gases.  Furthermore,  the  gases 
present  certain  technical  problems  that 
makes  their  administration  difficult  in  very 
small  children,  for  due  to  their  small  blood 
volume  they  are  easy  to  saturate  and  desat- 
urate  with  a volatile  anesthetic,  and  smooth 
maintenance  may  be  difficult. 

Some  of  the  pathological  problems  that 
complicate  the  anesthetic  from  a surgical 
standpoint  now  demand  consideration.  The 
best  anesthetist  is  one  who  has  had  surgical 
training  so  that  he  can  be  an  active  member 
of  the  surgical  team  and  appreciate  the  prob- 
lems of  the  surgeon.  If  he  is  unable  to  do 
this,  he  is  no  better  than  a technician. 

BRAIN  SURGERY 

Patients  subjected  to  craniectomy  are  us- 
ually in  very  poor  physical  condition,  many 
of  them  are  in  coma,  yet  the  operations  are 
prolonged,  there  is  frequently  much  hemor- 
rhage and  shock,  and  respiratory  depression 
is  common.  The  maintenance  of  the  aseptic 
field  presents  problems  to  the  anesthetist 
and  the  positions  in  which  the  patients  are 
placed  are  frequently  not  conducive  to  good 
anesthesia,  or  efficient  respiration.  The 
endotracheal  technic  offers  so  many  advan- 
tages in  cranial  surgery  that  it  is  difficult 
to  see  how  we  could  do  without  it,  for  we 
have  perfect  control  of  the  respiration  no 
matter  in  what  position  the  patient  may  be, 
and  it  allows  us  to  remove  our  apparatus 
from  the  surgical  field.  The  endotracheal 
catheter  is  usually  introduced  by  the  blind 
trans-nasal  method  of  Magill,  laryngoscopy 
is  used  when  this  method  proves  difficult. 
Nitrous  oxid  and  oxygen  is  the  anesthesia  of 
choice  in  our  practice  for  it  allows  us  to  use 
the  surgical  diathermy  without  fear  of  ex- 
plosion, and  enables  us  to  carry  the  patient 
in  very  light  anesthesia  for  prolonged  per- 
iods of  time  without  fear  of  vomiting  or 
straining  increasing  the  intracranial  pres- 
sure. The  low  degree  of  toxicity  possessed 
by  nitrous  oxid  seems  to  aid  in  preventing 
shock  for  in  a series  of  cases  reported  some 
time  ago,  we  found  that  the  incidence  and 
mortality  from  shock  were  considerably  less 
than  with  ether,  and  that  pumonary  compli- 
cations were  nil(11>. 

THYRO-TOXICOSIS 

The  increased  metabolism  associated  with 


hyperthyroidism  causes  an  increase  in  the 
patient’s  oxygen  intake.  The  oxygen  that 
the  patient  receives  therefore,  must  on  no 
account  be  curtailed.  The  problem  is  further 
complicated  by  the  presence  of  respiratory 
obstruction  and  myocardial  damage.  We  do 
not  like  to  give  cyclopropane  if  there  is  a 
marked  myocardial  degeneration,  nor  in  the 
presence  of  respiratory  obstruction,  for  it 
has  been  our  experience  that  the  administra- 
tion an  anesthetics  under  positive  pressure  is 
very  effective  in  improving  a poor  airway, 
and  this  is  not  practical  with  cyclopropane, 
which  at  the  present  time  must  be  given  in 
a completely  closed  low  pressure  system. 
Very  light  nitrous  oxid  is  an  effective  anes- 
thetic in  thyroidectomy  for  great  relaxation 
is  not  necessary  and  the  positive  pressure 
under  which  nitrous  oxid  may  be  given  en- 
ables us  to  easily  overcome  any  obstruction 
to  breathing.  We  feel  that  if  the  patient  is 
at  all  toxic  he  should  not  be  subjected  to 
local  anesthesia,  for  it  must  be  familiar  to 
all  how  profoundly  minor  psychic  disturb- 
ances may  affect  these  individuals.  It  is 
very  common  to  see  the  patient  develop  a 
very  rapid  pulse  and  high  pulse  pressure, 
simply  waiting  for  the  operation  to  com- 
mence. The  induction  of  general  anesthesia 
will  quiet  this  individual  down  and  a com- 
plete operation  can  be  successfully  carried 
out. 

CHEST  OPERATIONS 

Opening  the  pleural  cavity  profoundly  af- 
fects the  respiratory  function.  The  lung  ex- 
pands at  each  inspiration  only  because  the 
atmospheric  pressure  applied  through  the 
trachea  and  bronchi  is  greater  than  the  pleu- 
ral pressure.  This  inflates  the  lungs  as  the 
chest  becomes  larger.  When  the  negative 
intra-pleural  pressure  is  destroyed  by  open- 
ing the  pleural  cavity,  the  pressure  on  the 
pleural  and  bronchial  side  of  the  lung  is  then 
the  same  and  the  lung  will  not  function,  in 
fact  it  will  collapse.  This  causes  profound 
disturbances  in  pulmonary  ventilation,  pul- 
monary circulation  and  the  relationship  of 
all  the  structures  of  the  mediastinum;  lead- 
ing to  serious  or  even  fatal  circulatory  em- 
barrassment. At  first  an  attempt  was  made 
to  overcome  these  difficulties  by  enclosing 
the  patient  in  a negative  pressure  chamber, 
so  that  the  negative  pressure  on  the  pleural 
side  of  the  lung  could  be  maintained,  while 
the  head  projected  through  a rubber  collar 
into  the  room  where  atmospheric  pressure 
was  present.  This  cumbersome  apparatus 
soon  was  replaced  by  the  method  of  giving 
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the  patient  the  anesthesia  under  pressure, 
either  through  a tracheal  tube  or  a tightly 
fitting  face  mask.  The  use  of  positive  pres- 
sure has  revolutionized  lung  surgery,  for  it 
has  allowed  us  to  do  away  with  the  cumber- 
some pressure  chambers  and  by  administer- 
ing the  anesthetic  under  pressure,  we  can 
keep  the  lung  expanded  and  allow  efficient 
ventilation  and  circulation  to  take  place.  The 
introduction  of  cyclopropane  has  been  a 
further  advance  in  lung  surgery.  On  ac- 
count of  the  very  large  quantities  of  oxygen 
that  may  be  given  with  this  gas,  it  is  now 
of  minor  importance  whether  the  lung  be  ex- 
panded or  not,  in  fact  it  makes  the  surgeon’s 
task  easier  to  have  a quiet  non-functioning 
lung  and  this  anesthetic  is  employed  for  ex- 
tensive intra-pleural  surgery.  If  a cautery 
is  to  be  used  on  the  lung,  nitrous  oxid  under 
pressure  is  still  employed. 

RESPIRATORY  OBSTRUCTION 
Nothing  presents  such  a problem  to  the 
anesthetist  as  a surgical  procedure  in  the 
face  of  severe  respiratory  obstruction,  parti- 
cularly when  accompanied  by  toxemia.  Such 
conditions  as  Ludwig’s  Angina  or  that 
brawny  induration  associated  with  cellulitis 
of  the  neck  make  the  induction  of  general 
anesthesia  fraught  with  difficulty  and  dan- 
ger. Local  anesthesia,  on  the  other  hand,  of- 
fers no  advantages  in  overcoming  respira- 
tory obstruction,  and  in  the  face  of  cellulitis 
is  apt  to  be  inefficient  and  to  spread  infec- 
tion. While  recognizing  that  cyclopropane 
has  its  advantages  in  this  condition,  yet  we 
feel  that  the  light  transient  anesthesia  af- 
forded by  nitrous  oxid,  particularly  the  facil- 
ity with  which  positive  pressure  may  be  used 
to  maintain  an  adequate  airway,  and  the  ease 
with  which  resuscitation  may  be  carried  out 
by  oxygen  insufflation  gives  it  first  place  in 
our  practice  in  these  conditions.  If  the 
operation  is  to  be  at  all  extensive,  the  nasal 
endotracheal  tube  is  used. 

INTESTINAL  OBSTRUCTION 
The  persistent  vomiting  associated  with 
bowel  obstruction  makes  the  administration 
of  general  anesthesia  hazardous,  for  many 
patients  have  been  drowned  by  aspirated 
stomach  contents.  Preoperative  lavage  will 
not  completely  remove  this  danger,  for  the 
stomach  fills  up  rapidly.  If  the  patient’s  con- 
dition permits  an  exploratory  operation, 
spinal  anesthesia  is  used,  if  this  appears  to 
be  too  dangerous  a simple  enterostomy  un- 
der local  infiltration  is  carried  out. 


PROLONGED  SHOCKING  OPERATIONS 

Such  procedures  as  the  combined  abdomi- 
nal perineal  resection  of  the  rectum,  or  ex- 
tensive intestinal  resections  and  anastamoses 
call  for  close  co-operation  between  the  sur- 
geon and  the  anesthetist.  Good  relaxation 
over  a long  period  is  necessary,  and  consider- 
able surgical  shock  is  common.  We  feel  that 
under  these  circumstances,  spinal  anesthesia 
has  advantages  that  general  anesthesia  does 
not  offer.  Shock  at  the  time  of  operation 
is  usually  less  and  good  relaxation  can  be 
obtained  without  subjecting  the  patient  to 
prolonged  general  anesthesia.  The  use  of 
pontocain  or  nupercain  will  furnish  an 
anesthesia  sufficiently  long  for  the  comple- 
tion of  most  surgical  procedures.  The  de- 
layed reaction  from  spinal  anesthesia  is 
something  that  must  be  considered  in  these 
cases,  many  patients  who  go  along  through 
the  operation  with  little  or  no  surgical  shock, 
develop  marked  vaso-motor  depression  some 
hours  after  the  operation  is  completed  and 
the  patient  is  not  under  such  close  observa- 
tion. This  needs  very  prompt  and  conscien- 
tious treatment. 

CONCLUSION 

We  have  tried  to  cover  in  a necessarily 
sketchy  and  inadequate  manner  some  of  the 
problems  confronting  the  anesthetist  in  his 
selection  of  the  anesthetic  used  for  bad  risk 
patients.  We  have  tried  to  make  certain 
points,  which  are  as  follows : 

1.  There  is  no  ideal  anesthetic. 

2.  Ether  cannot  be  safely  given  to  any- 
body by  anyone. 

3.  Local  or  regional  anesthesia  is  by  no 
means  the  anesthetic  of  choice  for  all  bad 
risk  patients. 

The  choice  of  the  anesthetist  is  much  more 
important  than  the  choice  of  the  anesthetic 
agent.  A consideration  of  certain  physical 
disabilities  and  pathological  conditions  have 
been  presented  with  the  author’s  recommen- 
dation and  personal  preference  for  the  anes- 
thesia in  these  various  conditions.  An  at- 
tempt has  been  made  to  indicate  the  prob- 
lems to  be  met  and  the  advantages  the  parti- 
cular agent  affords  in  meeting  it.  It  must 
be  again  emphasized  that  the  choice  of  the 
anesthesia  depends  on  so  many  factors,  in- 
volving as  it  does  the  anesthetist  and  sur- 
geon as  well  as  the  patient,  that  each  prob- 
lem must  be  individualized  and  the  best 
choice  can  only  be  made  by  a careful  con- 
scientious study  of  all  the  factors  involved. 
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HEREDITARY  FACTOR  IN  DISEASE 

An  arresting  example  of  the  hereditary 
factor  in  disease,  revealed  through  the  study 
of  two  brothers  with  perforating  ulcers  of 
the  feet,  is  contained  in  the  significant  his- 
tory of  numerous  defects  in  four  generations 
of  one  family,  reported  by  Leandro  M.  Tocan- 
tins, M.  D.,  and  Hobart  A.  Reimann,  M.  D., 
Philadelphia,  in  The  Journal  of  the  American 
Medical  Association  for  June  4. 

In  these  four  generations  eighteen  people 
were  affected.  The  predominating  disorders 
were : ulcers  of  the  feet,  impaired  reflexes  of 
the  eyes,  arms  and  legs,  cleft  palate,  harelip, 
and  decreased  or  increased  sensation  to  the 
stimuli  of  heat  and  touch.  Epileptic-like  at- 
tacks also  occurred  in  a few  instances. 

The  authors  believe  the  defects  are  best  at- 
tributed to  some  malfunction  of  the  germ 
plasm  at  conception,  resulting  in  defective 
development  in  the  central  nervous  system. 

The  defects  tended  to  show  themselves  in 
adolescence.  Each  of  the  afflicted  persons 
had  one,  a few  or  all  of  these  conditions  dur- 
ing this  period.  In  addition,  four  sisters  of 
the  brothers  with  perforating  ulcers  of  the 
feet  are  less  than  13  years  of  age  and  no 
doubt  the  condition  may  later  develop  in  one 
or  more  of  them. 

The  relatives  who  developed  these  condi- 
tions are:  the  paternal  grandfather  of  the 
brothers  mentioned  above,  their  father,  two 
paternal  uncles,  two  paternal  aunts,  four  sis- 
ters. a brother,  four  paternal  cousins  and  a 
nephew. 

In  the  two  brothers  (27  and  24  years  of 
age)  the  condition  began,  at  the  age  of  17,  as 
a small  blister  on  the  sole  of  one  foot  followed 
within  a couple  of  weeks  by  one  on  the  sole  of 
the  other  foot.  The  blister  broke  down,  an 
ulcer  formed  and  enlarged  and  a piece  of  bone 
was  extruded  about  a month  after  the  onset. 


The  feet  began  to  shorten  and  become  rigid 
and  apparently  fixed  at  the  ankle. 

At  present  the  skin  of  the  feet  perspires 
excessively.  On  the  sole  of  each  foot  there  is 
a punched  out  ulcer  with  a moist  granulating 
base  and  sharply  limited  margins.  Sensa- 
tion to  temperature  and  touch  is  greatly  di- 
minished. The  reflexes  are  equal  and  over- 
active.  The  abdominal,  genital  and  heel  re- 
flexes are  absent.  The  metatarsals  and  toe 
joints  are  very  much  deformed  and  largely 
destroyed.  The  smaller  bones  of  the  lower 
part  of  the  legs  shows  a little  roughening  and 
thickening  along  their  margins. 

One  of  the  afflicted  aunts,  aged  46,  is  the 
only  one  in  the  group  who  has  all  of  the  pre- 
dominating defects.  She  was  born  with  a 
harelip  and  complete  cleft  palate.  For  the 
last  six  years  she  has  had  several  ulcers  on 
the  plantar  surface  of  the  left  big  toe  and  on 
the  sole  of  the  same  foot.  The  ulcers  are  not 
as  large  as  those  of  her  nephews,  but  they 
have  many  of  their  external  characteristics ; 
they  have  healed  and  broken  out  several 
times  in  the  last  fewT  years.  Her  reflexes  are 
overactive  and  there  is  loss  of  sensation  to 
touch,  in  some  places  amounting  to  anesthes- 
ia, with  almost  complete  loss  of  temperature 
sense  over  all  the  toes  and  the  plantar  sur- 
face of  the  left  foot  and  up  to  a point  just  be- 
low the  ankle.  In  the  right  foot  similar 
changes  were  observed,  but  over  a more  re- 
stricted area.  She  had  only  one  child.  This 
baby  was  born  with  a harelip  and  complete 
cleft  palate  and  died  soon  after  birth. 

Of  the  generation  of  the  patients’  grand- 
parents little  is  known.  However,  the  pa- 
tients and  their  grandmother  had  been  told 
that  the  patients’  great  grandfather  died  at 
about  the  age  of  80  and  that  just  before  he 
died  gangrene  of  the  feet  developed.  Up  to 
that  time,  however,  he  had  had  no  ulcers  of 
the  feet. 
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The  rational  use  of  intravenous  solutions 
not  infrequently  presents  a rather  perplex- 
ing problem,  perplexing  because  of  the  varia- 
ble factors  presented  in  so  many  of  the  cases 
which  come  under  our  care.  With  our  in- 
creasing knowledge  of  renal  physiology  and 
renal  disease,  blood  chemistry  and  the  role  it 
plays  in  its  relation  to  renal  physiology ; with 
our  awareness  of  the  necessity  of  maintain- 
ing a water  balance  in  the  tissues,  the  prob- 
lem has  become  less  complex.  And  we  now 
proceed  in  the  use  of  parenteral  solutions 
with  a certain  degree  of  specificity. 

The  rational  use  of  various  solutions  in 
the  varying  specific  needs  encompasses  a 
rather  exhaustive  compendium.  As  a con- 
sequence this  paper  will  be  limited  to  one  or 
two  of  the  most  common  pictures — namely, 
water  balance  and  the  renal  insufficiency 
acidosis  syndrome. 

WATER  BALANCE 

The  fundamentals  of  body  water  balance 
are  essential  to  a proper  understanding  of 
the  more  exhaustive,  specific  indications  in 
parenteral  medication.  It  is  just  what  the 
term  implies — the  maintenance  of  a proper 
balance  in  the  water  content  of  the  various 
tissues  of  the  body.  The  water  content  level 
of  the  body  is  approximately  70%  of  the 
total  body  weight.  This  water  content  level 
is  acquired  from  the  fluids  we  drink  (50%) 
and  from  the  solid  food  of  a routine  mainte- 
nance diet  (50%).  Body  water  content  loss 
occurs  through  (1)  Excretion  of  waste  mate- 
rials in  solution  by  the  kidneys,  (2)  Vapori- 
zation from  the  body  surfaces  by  body  heat, 
(3)  Loss  through  intestinal  excreta.  The 
excretion  loss  is  dependent  largely  upon  body 
water  content  available;  whereas,  the  vapor- 
izing process  is  little  effected  by  the  amount 
of  body  water  available,  but  takes  what  wa- 
ter it  needs  from  the  tissues  irrespective  of 
the  amount  of  content.  In  hot,  sultry 
weather  a lot  of  water  is  drunk  and  is  main- 
ly used  by  the  sweating  or  vaporizing  mech- 
anism, and  the  urine  output  remains  scanty 
and  concentrated.  With  lessened  water  con- 
sumption the  urine  output  may  drop  to  al- 
most nothing,  as  the  water  still  continues  to 
be  vaporized  from  the  skin  and  lungs  until  a 

*Read  before  the  Lancaster  County  Medical  Society  on  March 
7,  1939. 


conceivable  critical  dehydration  and  death 
could  occur.  Hence,  water  from  vaporization 
may  be  thought  of  as  having,  “preferential 
rights  on  available  body  water.”  The  quan- 
tity of  water  excreted  by  the  kidneys  in  their 
normal  function  will  be  dependent  upon  wa- 
ter available  after  preferential  processes 
have  been  cared  for.  With  the  usual  and  or- 
dinary drinking  and  eating  processes  of  life 
the  balance  between  intake  and  output  of 
fluid  is  largely  maintained  by  the  kidneys. 
It  is  extremely  important  to  remember  that 
on  this  basis  a satisfactory  supply  of  water 
is  shown  by  a good  urine  output,  and  as  a 
corollary,  a small  volume  of  urine  of  high 
specific  gravity  indicates  insufficient  avail- 
able water.  Water  balance  becomes  import- 
ant in  surgery  when  for  any  reason  the  pa- 
tient is  unable  to  take  in  sufficient  fluids  by 
mouth,  and  the  required  water  has  to  be 
ordered  by  the  physician.  Quantitative 
knowledge  of  the  loss  processes  which  have 
to  be  provided  for  is  then  important  if  this 
balance  is  to  be  maintained  by  the  adminis- 
tration of  parenteral  solutions.  For  the  most 
part  the  very  conditions  which  prevail  for  a 
day  or  two  in  the  preparation  of  a patient  for 
a major  surgical  operation  assure  definite 
dehydration  of  the  patient.  The  intake  of 
fluid  food  is  generally  restricted,  additional 
abnormal  losses  of  fluids  occur  through 
enemas  and  cathartics,  and  following  the 
operation  there  is  a very  marked  additional 
vaporization  loss  through  a four  or  five-hour 
period  when  the  patient  is  bundled  in  blan- 
kets and  tends  to  perspire  freely.  Such  wa- 
ter loss  appears  to  me  to  be  needless  and  cer- 
tainly imposes  a definite  hazard  upon  the 
patient  besides  making  them  very  uncom- 
fortable. Every  effort  should  be  made  to 
hydrate  the  patient  to  the  extent  of  a normal 
water  balance  before  his  operation  and  to 
maintain  the  balance  throughout  and  after 
the  operation  by  proper  parenteral  solution. 
Abnormal  losses  of  fluid  occur  in  the  surgi- 
cally sick  patient.  Vomitus,  loss  of  blood, 
drainage  from  fistuli,  diarrhea,  exudation 
from  inflamed  surfaces,  etc.  Such  losses 
are  known  as  absolute  losses,  but  they  carry 
out  no  physiological  function.  Such  losses 
should  be  estimated  in  so  far  as  possible  and 
charted  by  the  physician  and  the  nurses, 
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making  such  data  available  for  water-bal- 
ance calculations.  The  physiological  losses 
are,  of  course,  coincidentally  recorded. 

When  it  is  necessary  to  administer  fluids 
parenterally  to  a patient  there  should  be 
some  logically  organized  process  of  thought 
in  deciding  on  the  kind  and  the  amount  of 
fluid  to  give.  A poor  output  of  urine  is  not 
infrequently  attributed  to  reflex  or  toxic  re- 
pression of  kidney  function;  whereas  the 
real  cause  is  not  enough  water.  Dehydra- 
tion in  a patient  seen  for  the  first  time  is 
easily  recognized ; whereas  it  is  easy  to  over- 
look the  same  signs  when  they  occur  in  a pa- 
tient one  is  seeing  every  day  and  who  is  ap- 
parently receiving  a good  supply  of  water. 
He  may  be  actually  dehydrating  because  of 
abnormal  fluid  losses.  Of  the  many  causes 
of  anuria  or  oliguria  none  should  be  con- 
sidered until  water  exchange  has  been 
checked  over  and  the  possible  etiologic  fac- 
tor of  dehydration  eliminated.  The  amount 
of  water  ordinarily  necessary  to  maintain 
fliuds  at  their  normal  level  in  the  body  is 
not  enough  to  maintain  this  level  where  ab- 
normal losses  are  occurring.  It  has  been 
quite  acceptably  determined  that  when  the 
signs  of  dehydration  appear,  body  fluids  to 
the  extent  of  6%  of  the  body  weight  have 
been  lost.  The  same  observer  in  an  accepta- 
ble study  based  on  a large  number  of  experi- 
ments details  that  the  ordinary  non-septic 
patient  has  a 2500  cc.  daily  water  require- 
ment ; whereas  the  septic  patient  has  a mini- 
mal 3500  cc.  daily  water  requirement  to 
maintain  a water  balance.  When  evidence  of 
dehydration  is  present,  not  only  must  the 
6%  fluid  loss  be  supplied  if  the  tissues  are 
to  be  properly  hydrated,  but  coincidentally 
the  water  requirement  for  vaporization  and 
secretory  losses  must  be  supplied.  For  ex- 
ample, in  the  average  patient  who  will  weigh 
around  140-150  pounds  presenting  the  signs 
of  dehydration,  your  knowledge  of  water  bal- 
ance immediately  tells  you  that  there  has  oc- 
curred a loss  of  body  fluid  to  at  least  6% 
of  the  body  weight.  In  your  mind’s  eye  you 
immediately  calculate  that  there  has  been 
a 3000  cc.  to  3500  cc.  body  fluid  loss  which 
must  be  supplied  if  the  patient  is  to  be  prop- 
erly hydrated.  More  than  this  the  patient 
will  need  1500  to  2000  cc.  daily  for  vaporiza- 
tion purposes,  plus  an  additional  1000  to  1500 
cc.  daily  water  requirement  for  excretory 
loss.  Without  elaborate  deduction  it  is  easy 
to  estimate  then  that  this  dehydrated  pa- 
tient will  need  in  the  neighborhood  of  7000 


cc.  daily  fluid  intake  in  the  beginning  to  re- 
store the  water  balance.  While  at  first 
glance  this  seven-quart  volume  appears  to  be 
a lot  of  fluid  in  any  one  day,  to  one  who  has 
closely  observed  the  trend  of  treatment  of 
dehydrated  patients  such  an  amount  of  fluid 
does  not  appear  astounding.  Rather,  the 
physician  knows  that  not  infrequently  much 
larger  volumes  are  necessary  before  the 
urine  output  becomes  satisfactory.  In  many 
cases  of  prostatic  disease  dehydration  re- 
sults because  the  patient  has  difficulty  in 
voiding  and  stops  drinking.  There  is  little 
or  no  vomiting.  In  such  instances  water  is 
the  chief  need.  Not  infrequently  in  various 
types  of  surgical  cases  water  is  lost  by  vom- 
iting and  diarrhea.  Herein  appreciable 
amounts  of  Sodium  Chloride  likewise  have 
been  lost  and  must  be  replaced  if  the  water 
is  to  be  retained  to  establish  a proper  water 
balance.  This  applies  to  the  run-of-the-mill 
medical  or  surgical  patients  suffering  from 
dehydration,  whose  blood  nitrogen,  blood 
chemistry,  and  urine  studies  do  not  bespeak 
a significant  degree  of  renal  insufficiency. 
This  latter  type  of  patient  so  frequently  falls 
to  the  care  of  the  internist  and  the  urologist. 

In  most  patients  with  obstructive  uro- 
pathy,  Urologists  find  that  patient  with  def- 
inite symptoms  of  reduced  kidney  function. 
Especially  is  this  true  in  bladder-neck  ob- 
structions from  prostatic  disease.  Accom- 
panying the  disturbance  of  the  balance  of 
body  fluids,  there  is  a definite  increase  in 
blood  urea  and  a coincident  low  kidney  func- 
tion. Often  there  is  a superimposed  urinary 
tract  sepsis  which  has  materially  added  to 
the  viciousness  of  the  dehydration  cycle 
through  the  markedly  increased  vaporization 
loss  of  fluid  which  accompanies  sepsis.  While 
for  the  most  part  it  is  well  known  that  de- 
compression drainage  of  the  bladder  and 
abundant  fluid,  reverses  the  picture  very 
considerably  in  a few  days;  however,  it  is 
also  well  recognized  that  in  a good  many  of 
these  patients  this  preoperative  drainage 
period  reaches  a maximum  improvement 
level  beyond  which  the  urea  content  of  the 
blood  will  not  decrease,  the  general  condition 
does  not  seem  to  further  improve  and  the 
symptoms  of  lack  of  fluid  balance  remain. 

So  frequently  the  prostatic  obstructive  pa- 
tients brought  in,  in  so-called  uremic  coma 
are  not  in  uremic  coma  at  all.  Evaluation 
of  the  blood  nitrogen  content  reveals  it  with- 
in the  normal  or  only  slightly  elevated.  This 
fact  should  be  kept  well  in  mind  at  all  times. 
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And  in  all  patients  suffering  with  an  ob- 
structive uropathy,  with  the  dehydration, 
renal  insufficiency  syndrome;  the  Co2  com- 
bining power  of  the  blood  stream  should  be 
checked  in  anticipation  of  an  acidosis.  It 
will  be  found  under  50%. 

It  is  an  interesting  observation  that  a 
great  many  elderly  people  with  a bladder- 
neck  obstruction  have  a chronically  high, 
sometimes  inordinately  high,  blood  nitrogen 
retention  level,  with  a very  definitely  fixed 
specific  gravity  of  their  urine,  and  a rela- 
tively well-fixed  24-hour  quantity  output. 
These  patients  do  and  have  lived  in  this,  to 
the  physician,  decidedly  abnormal  realm 
without  a great  deal  of  noticeable  disturb- 
ance until  some  extraneous  something  inter- 
vened, such  as  an  acute  retention,  or  a syste- 
mic infection,  or  spontaneous  evacuation  of 
a large  residual  from  the  bladder;  whereup- 
on the  chronic  blood  chemistry  and  renal  in- 
balance is  acutely  exacerbated  and  the  pa- 
tient goes  into  coma. 

The  parenteral  injection  of  Sodium  R-Lac- 
tate  solution  in  the  dehydrated  renal  insuffi- 
ciency, acidotic  individual  not  infrequently 
presents  a picture  almost  as  dramatic  as 
though  it  were  taken  from  the  “Tales  of  the 
Arabian  Nights.”  The  development  of  ure- 
mia is  not  unexpected  in  any  condition,  nor 
is  it  an  infrequent  complication  in  urologic 
practice.  We  have  seen  and  continued  to  see 
individuals  lapse  into  a uremic  state  in  spite 
of  what  was  considered  adequate  attention 
to  fluid  and  food  intake,  and  to  proper  me- 
chanical correction  of  some  urologic  diffi- 
culty, in  whom  an  unsuspected  acidosis  ap- 
peared to  have  been  the  predominant  factor 
in  the  failure  of  that  patient  to  respond  to 
treatment.  Response  of  these  desperately 
sick  patients  with  high  non-protein  nitrogen 
and  a low  Co,  combining  power  to  the  intra- 
venous and  subcutaneous  injection  of  calcu- 
lated amounts  of  Sodium  R-Lactate  in  most 
instances  has  been  dramatic,  particularly  so 
where  the  renal  insufficiency  developed 
rather  acutely. 

Individuals  suffering  from  a chronic  Gro- 
merulonephritis  in  which  a considerable 
amount  of  kidney  substance  has  been  lost 
may  during  periods  of  stress  from  infection, 
or  improper  eating,  or  inadequate  water  con- 
sumption, or  bouts  of  vomiting,  suddenly  de- 
velop acidosis.  The  same  is  true  of  people 
with  anatomical  abnormalities  of  the  kid- 
neys. The  same  may  be  said  for  men  with 


large  prostates  in  regard  to  a loss  of  kidney 
substance.  The  whole  thing  is  a part  of  the 
uremic  picture.  The  malaise,  anorexia,  vom- 
iting, and  semi-stupor  of  pre-uremic  or  ure- 
mic states  is  as  a rule  easy  to  identify.  While 
experience  has  taught  the  clinical  signs  of 
acidosis,  of  which  rapid  breathing  is  the 
most  important,  yet  it  is  easily  overlooked. 
Since  realization  has  come  to  us  that  in  some 
of  these  cases  there  was  an  associated  aci- 
dosis and  noted  the  rapidity  of  improvement 
under  the  parenteral  injection  of  Sodium 
R-Lactate  solution,  all  forms  of  renal  insuf- 
ficiency in  which  there  was  an  indifferent  or 
no  response  to  ordinary  fluid  administra- 
tion and  diuretics,  have  taken  on  additional 
interest. 

Much  credit  is  due  Hartmann  and  his  asso- 
ciates for  their  insistence  that  regardless  of 
the  cause,  loss  of  water  is  almost  certain  to 
be  associated  with  loss  of  certain  chemicals 
or  electrolytes,  notably,  chloride,  sodium,  po- 
tassium, and  bicarbonate.  The  great  reser- 
voir of  electrolytes  in  the  intracellular  fluid 
is  adequate  to  carry  a sick  individual  through 
ordinary  strain,  but  even  this  reservoir  may 
be  depleted  in  certain  emergencies  and  the 
kidneys  through  injury  or  disease  are  unable 
to  excrete  fixed  acid  and  reabsorb  bicarbon- 
ate. In  such  a case  parenteral  administra- 
tion of  solutions  furnishing  sodium,  calcium, 
potassium,  and  bicarbonate  without  having 
to  rely  too  much  on  kidney  activity  may  be 
a life-saving  device. 

Let  us  look  for  a moment  to  what  has  been 
the  accepted  form  of  treatment  of  a uremic 
patient.  Such  a patient  is  in  coma  or  semi- 
stupor, depending  upon  the  degree  of  uremia. 
He  takes  fluids  by  mouth  very  poorly  or  not 
at  all.  His  tongue  is  thick,  dry.  His  skin  is 
dry.  His  urinary  output  has  dropped  con- 
siderably, although  he  is  not  necessarily  anu- 
ric.  In  most  instances  he  receives  saline 
solution  under  the  skin  or  glucose  solution 
intravenously,  and  oftimes  both.  His  fluid 
requirements  are  met  in  this  way  after  a 
fashion,  at  least,  and  he  gets  some  food. 
Furthermore,  it  is  assumed  that  because  of 
the  diuretic  effect  of  the  glucose  solution, 
the  kidney  activity  will  be  whipped  up  with 
a consequent  drop  in  the  accumulation  of 
blood-stream  waste  products  associated  with 
the  uremia.  This  universally  accepted  but 
rather  indiscriminate  method  of  procedure  is 
indefensible,  but  not  without  some  risk  in 
that  it  is  perfectly  possible  to  overload  the 
system  with  Chloride  in  the  presence  of  a de- 
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hydration  without  Chloride  deficiency.  One 
wouldn’t  think  of  giving  25.5  grams  of  Sod- 
ium Chloride  by  mouth  daily  which  is  the 
amount  present  in  3000  cc.  of  physiological 
salt  solution  given  by  vein.  Such  excesses 
of  salt  are  given  all  too  frequently  parenter- 
ally  in  our  hospitals  at  the  present  time.  So 
far  as  the  Glucose  solution  is  concerned,  it 
provides  fluid,  available  glycogen,  and  some 
diuresis.  It  does  not,  however,  supply  any 
of  the  lost  electrolytes.  I have  seen  urologic 
post-operative  patients  develop  uremia  and 
associated  acidosis  in  the  face  of  adequate 
saline  and  glucose  administration.  The  sub- 
stitution of  Ringer’s  solution  for  the  ordi- 
nary saline  solution  will  overcome  this  ob- 
stacle in  perhaps  most  of  the  cases.  For  in 
Ringer’s  Solution  we  have  a fluid  which  is 
similar  in  its  clinical  proportions  to  the  blood 
plasma  or  the  intracellular  fluid.  Ringer’s 
Solution  alone,  however,  is  not  so  helpful  in 
the  presence  of  a lowered  alkaline  reserve,  or 
acidosis,  because  of  the  fact  that  the  amount 
of  Bicarbonate  present  in  this  solution  is 
much  less  than  in  normal  blood  plasma  or 
intracellular  fluid.  Bicarbonate  cannot  be 
added  to  Ringer’s  Solution  because  of  the 
precipitation  of  Calcium  Carbonate.  Sodium 
Bicarbonate  could  be  given  parenterally  to  an 
individual  with  severe  acidosis,  but  it  has 
been  found  that  if  given  in  effective 
amounts,  it  usually  produces  too  rapid  an  ef- 
fect, often  shifting  the  patient  from  an  un- 
compensated acidosis  to  an  uncompensated 
alkalosis. 

Furthermore,  the  sterilization  of  a Bicar- 
bonate Solution  for  intravenous  or  other  use 
offers  technical  difficulties.  It  can  be  said 
of  Sodium  Lactate  that  the  conversion  of 


Sodium  Lactate  into  Sodium  Bicarbonate  is 
sufficiently  slow  to  permit  quantitative  res- 
toration of  diminished  body  fluid  (Sodium 
Bicarbonate)  by  a single  dose.  That  it  is 
nonirritating  and  can  be  sterilized  readily  by 
boiling. 

Sodium  R-Lactate  should  not  be  confused 
with  the  ordinary  commercial  Sodium  Lac- 
tate. Solutions  suitable  for  oral  administra- 
tion, known  as  Sodium  Lactate,  liquid,  are 
now  available.  Ampules  containing  Sodium 
R-Lactate  for  intravenous  and  subcutaneous 
use  have  been  on  the  market  for  some  time. 

CONCLUSION 

(1)  Maintenance  of  a water  balance  in  the 
tissues  is  necessary  in  the  proper  conduct  of 
surgical  cases.  (2)  Acidosis  to  a varying  de- 
gree is  present  in  a considerable  number  of 
patients  who  have  either  temporary  or 
permanent  impairment  or  renal  function. 
(3)  To  a moderate  degree  such  acidosis  may 
be  circumvented  by  the  oral  administration 
of  Sodium  R-Lactate  in  the  treatment  of 
renal  insufficiencies.  (4)  Greater  degrees  of 
such  acidosis  may  be  more  successfully  com- 
bated by  the  intravenous  and  subcutaneous 
administration  of  Molar  Sodium  R-Lactate 
Solution  or  the  use  of  a combined  Lactate 
Ringer’s  Solution.  (5)  A single  balancing 
injection  of  Sodium  R-Lactate  Solution  not 
infrequently  is  all  that  is  necessary  to  bring 
a patient’s  uremia  under  control.  (6)  The 
use  of  Sodium  R-Lactate  or  Lactate  Ringer’s 
Solution  intravenously  without  desirable 
laboratory  information  may  be  effectively 
employed  to  combat  an  acidosis  and  aid  in 
the  treatment  of  a renal  insufficiency. 


The  prevention  of  tuberculosis  is  not  mere- 
ly a public  health  problem  but  also  a power- 
ful social  and  economic  factor  which  affects 
the  economic  structure  of  the  entire  nation. 

“At  a time  when  all  values  have  tumbled 
and  numerous  assets  have  to  be  classified  as 
frozen,  the  health  and  productivity  of  the 
people  remain  the  outstanding  and  most  tan- 
gible resources  of  a nation  and  it  would  be 
the  short-sighted  policy  of  the  penny-wise 
and  dollar-foolish  to  curtail  preventive  health 
measures  for  the  sake  of  economy,”  says  Dr. 
Karl  Fischel  of  Saranac  Lake. 

The  tuberculosis  problem  is  closely  linked 
with  other  momentous  issues  of  the  day,  and 
the  tuberculosis  death  rate  of  the  future  is, 


therefore,  bound  to  be  affected  by  the  solu- 
tion of  other  problems,  be  it  unemployment, 
inflation,  commodity  prices  or  disarmament. 
(From  an  essay  awarded  the  Leon  Bernard 
Memorial  prize  for  1938  by  the  International 
Union  Against  Tuberculosis)  Fischel,  Karl, 
Bull,  de  l’Union  contre  Tuberc.,  1939,  16. 

Eight  more  cases  of  tuberculous  appendici- 
tis were  added  recently  to  the  report  of  the 
151  already  in  the  literature  prior  to  May, 
1937.  The  clinical  course  of  the  disease  tends 
to  chronicity,  with  recurrent  attacks  usually 
milder  than  the  pyogenic  types  of  appendi- 
citis. Earlier  recognition  and  early  opera- 
tion are  urged.  Card,  T.  A.,  Cal.  West.  Med., 
1939,  50. 


Skin  Defects  Repaired  With  Grafts" 

EARL  A.  CONNOLLY,  M.  D.  and  WERNER  P.  JENSEN,  M.  D., 
Omaha,  Nebraska 


Superficial  and  small  skin  defects  readily 
heal  themselves,  but  large  defects  demand 
surgical  repair.  The  simpler  this  can  be  ac- 
complished the  better.  Undercutting  and 
approximating  the  edges  without  undue  ten- 
sion is  simple  and  satisfactory  in  many  in- 
stances. At  times  relaxing  incisions  or 
shifting  of  flaps  permits  closure  of  denuded 
areas.  However,  unless  the  wound  is  free 
of  infection,  this  method  is  contraindicated. 
A recent  case  due  to  human  bite  with  subse- 
quent loss  of  skin  appeared  to  be  healthy  but 
infection  was  reactivated  after  undercutting 
and  suture. 

If  skin  must  be  transplanted  success  de- 
pends upon  selection  of  the  proper  method  in 
each  individual  case  plus  meticulous  after 
care.  Unless  the  surgeon  is  willing  to  devote 
himself  to  the  preoperative  and  postopera- 
tive care,  failure  is  apt  to  occur  as  in  no 
branch  of  surgery  is  closer  personal  supervi- 
sion required. 

The  transplanted  skin  should  as  closely  as 
possible  approximate  that  of  the  lost  surface. 
The  transplanted  skin  never  acquires  the 
character  of  the  surrounding  skin  but  re- 
tains its  previous  characteristics ; thus  thick- 
ness and  whether  hairy  or  not  should  be  giv- 
en consideration. 

Fresh  wounds  if  clean  may  be  grafted  at 
once,  otherwise  it  is  necessary  to  await  the 
appearance  of  healthy  granulation.  This 
usually  can  be  brought  about  by  rest  and 
moist  dressings.  If  the  surrounding  tissue 
and  base  of  the  wound  is  thick  and  inelastic, 
it  will  be  advantageous  and  often  necessary 
to  excise  the  thickened  area.  Local  and  sys- 
temic disease,  as  varicose  veins  or  syphilis, 
must  be  treated  either  prior  to  or  simultane- 
ous with  plastic  surgery.  Here,  it  may  be 
well  to  caution  against  the  prolonged  use  of 
the  fluoroscopic  screen  in  the  search  for  for- 
eign bodies.  I (E.  A.  C.)  believe  that  many 
physicians  using  x-ray  equipment  are  not 
familiar  with  the  danger  of  exposure  to  un- 
filtered x-rays.  I have  had  five  patients 
with  deep  and  extensive  burns  due  to  x-ray 
which  required  pedicle  grafts  to  heal. 

In  general  there  are  three  types  of  grafts : 

1.  Free  thin  grafts. 

•Read  before  Omaha-Midwest  Clinical  Society,  Omaha,  Oct. 
24-28,  1938. 


2.  Free  thick  grafts. 

3.  Pedicle  grafts. 

Free  thin  grafts  (Ollier-Thiersch  or  Razor 
Grafts) — These  grafts  are  shaved  off  with  a 
razor  and  applied  to  the  defect.  It  is  best  to 
cover  the  entire  area,  even  overlapping  the 
edges.  The  grafts  should  be  transferred  di- 
rectly from  the  razor  to  the  wound  as  they 
adhere  much  better  than  if  dropped  in  salt 
solution.  Frequently  ulcers  have  been 
dressed  with  ointments.  Three  or  four  days 
prior  to  grafting,  ointments  should  be  discon- 
tined  and  wet  dressings  used  as  grease  pre- 
vents proper  adherence  of  the  graft.  Over 
the  grafted  area,  Parresined  lace  mesh  is  ap- 
plied and  held  in  position  with  adhesive  or 
collodion ; then  a layer  of  gauze,  either  plain 
or  vaselinized,  held  in  position  by  a bandage 
producing  steady  constant  pressure.  Mois- 
tened sea  sponges  mold  themselves  to  the 
contour  of  the  part  and  are  useful  in  main- 
taining adequate  pressure  on  the  grafts.  The 
site  from  which  the  grafts  are  obtained  is 
dressed  with  vaseline  gauze.  Dressings 
should  not  be  changed  for  seven  to  ten  days 
unless  there  is  excessive  discharge. 

Thick  split  grafts:  The  above  mentioned 
grafts  only  contained  epithelium,  but  thick 
split  grafts  contain  nearly  the  whole  thick- 
ness of  the  derma.  The  thicker  the  grafts 
are  cut,  the  more  closely  will  they  resemble 
normal  skin. 

Small  deep  skin  grafts:  These  grafts  are 
very  useful,  being  a combination  of  thin  and 
full  thickness  grafts.  They  have  the  advan- 
tage of  full  thickness  grafts  in  that  they  can 
stand  trauma,  but  should  not  be  used  on  ex- 
posed surfaces  as  they  result  in  a tessellated 
scar  which  is  disfiguring.  They  have  the  ad- 
vantage of  thin  or  Thiersch  grafts  in  the 
ease  of  obtaining  an  almost  certain  adher- 
ence. In  addition  large  areas  can  be  planted 
with  skin  from  a relatively  small  surface. 

Free  whole  thickness  (Wolfe-K rause 
Grafts) — These  are  ideal  grafts  but  the  indi- 
cations are  very  limited.  They  consist  of 
the  whole  thickness  of  the  skin  but  contain 
no  subcutaneous  tissue.  They  are  cut  to  ex- 
act pattern  but  remembering  there  is  always 
some  shrinking.  They  are  then  sutured  in 
place  using  end  on  mattress  sutures.  The 
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grafts  should  be  perforated  to  prevent  the 
accumulation  of  blood  or  serum  which  would 
separate  the  graft  and  prevent  adherence. 
Adequate  constant  pressure  must  be  exerted 
to  maintain  the  graft  in  place  for  at  least  ten 
days.  They  are  used  to  immediately  cover 
loss  of  skin  if  the  wound  is  clean.  At  times 
an  area  may  be  excised  and  then  covered  at 
once  with  a whole  thickness  graft. 

Pedicle  Grafts — Whenever  there  is  a loss 
of  skin  and  subcutaneous  tissue  so  that  bone, 


Fig.  I-A 

tendon,  or  nerve  is  exposed,  pedicle  grafts 
alone  are  indicated.  In  order  to  increase  the 
vascular  system  in  a pedicle  flap  and  so  to 
insure  against  necrosis,  a portion  of  the  flap 
or  pedicle  may  be  raised  from  its  bed  at  a 
preliminary  operation.  In  preparing  a pedi- 
cle it  is  my  custom  to  make  parallel  incisions 
raising  the  flap  and  suturing  it  back  in  its 
bed;  this  is  termed  a delayed  flap.  Subse- 
quently, after  about  ten  days,  the  entire 
pedicle  is  raised.  To  avoid  the  usual  infec- 
tion of  the  raw  surface  of  the  simple  pedicle 
flap  and  also  to  increase  the  vascularization, 
Gillies  devised  the  tubed  pedicle  flap;  this 
consists  in  raising  the  flap  and  then  suturing 


the  raw  surface  together  to  form  a so-called 
satchel  handle.  In  about  ten  days,  the  dis- 
tal end  is  separated  and  then  sutured  into 
its  new  bed.  In  about  three  weeks  the  prox- 
imal end  is  severed,  shaped  to  fit  the  defect 
and  sutured. 

Case  1.  S.  F.,  age  7.  This  boy’s  clothes  caught 
fire,  April  30,  1935.  His  clothes  were  pulled  off 
and  lard  applied  to  the  burns.  Lard  was  cleaned  off 
and  tannic  acid  used.  There  were  second  and  third 
degree  burns  of  leg  and  thigh. 


Fig.  I-B 


May  6,  1935 — Purulent  drainage. 

May  10,  1935 — Tub  baths — eschar  gradually  re- 
moved. 

May  18,  1935 — Thiersch  grafts  to  popliteal  space. 
Molded  plaster  splint  to  maintain  extension.  Ham- 
string tendons  were  exposed. 

June  7,  1935 — Thiersch  grafts  to  leg. 

June  28,  1935 — Small  deep  grafts  to  anterior  sur- 
face of  leg. 

July  29,  1935 — Pinch  grafts  to  lateral  and  anteri- 
or surface  of  left  leg. 

Patient  was  made  to  walk  and  exercise 
leg,  but  splint  was  applied  at  night  because 
of  tendency  to  contract  deformity. 

Excellent  function  result  photograph  of 
present  condition. 
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Case  2.  Mrs.  McC.,  age  65.  Index  finger  caught 
in  washing  machine  wringer.  Finger  was  denuded 
of  the  distal  two-thirds  of  the  skin.  As  the  wound 
was  fresh  and  clean,  an  immediate  full  thickness 
free  graft  was  taken  from  anterior  surface  of  upper 
one-third  of  thigh  and  sutured  in  place. 


Fig.  II 


The  cosmetic  and  functional  result,  per- 
fect. The  indications  for  this  type  of  graft 
are  sharply  limited  but  when  applicable  it  is 
the  ideal  graft. 

Case  3.  R.  L.,  age  31.  This  young  man  re- 
ceived an  extensive  x-ray  bum  of  the  lateral  surface 
of  the  right  foot  and  ankle  subsequent  to  prolonged 
exposure  to  x-rays  during  the  removal  of  buckshot. 
An  extremely  painful  ulcer  had  been  present  for 


Fig.  III-A 

over  two  years  resisting  all  forms  of  therapy  in- 
cluding skin  grafting  at  a well  known  State  Uni- 
versity Hospital. 

May  24,  1937 — Tube  flaps  eight  inches  in  length 
prepared  on  left  thigh. 

June  26,  1937 — Distal  end  of  flaps  sutured  to 
foot. 


Three  weeks  later,  proximal  end  severed  and  at- 
tached. The  pedicle  graft  covered  the  denuded  area 
completely  but  shortly  after,  an  area  of  scar  tissue 
higher  on  the  ankle  broke  down. 

November  27,  1937 — A tube  flap  was  obtained 
from  the  leg  just  above  the  site  of  the  ulcer. 


Fig.  III-B 


December  29,  1937 — The  most  cephalad  portion 
was  severed.  The  graft  was  then  rotated  and  su- 
tured in  place. 

Photograph  Ill-a,  shows  prepared  tubed  flap. 

Photograph  Ill-b,  shows  attachment  of  the  pedicle 
graft  to  the  side  of  the  foot. 


Fig.  III-C 


Photograph  III-c,  shows  attachment  of  both  pedi- 
cle flaps  and  source  from  which  upper  graft  was 
obtained.  The  pedicle  has  not  been  detached  as  it 
is  flat  and  thin. 

Case  4 (a  and  b).  B.  J.,  age  15.  This  boy  gave 
a history  of  running  a needle  into  his  right  foot 
on  September  9,  1936.  A physician  attempted  to  re- 
move the  needle  with  the  aid  of  a fluoroscope;  after 
several  hours  work  the  foreign  body  was  removed. 
Twelve  days  later,  the  sole  of  the  foot  turned  red 
and  a day  or  two  later  a large  blister  formed.  Fol- 
lowing this,  the  entire  sole  of  the  foot  became  a 
very  painful  ulcer  which  resisted  all  efforts  di- 
rected towards  healing. 

June  23,  1937 — First  examined.  There  was  a 
sloughing  ulcerating  x-ray  burn  of  the  entire  sole 
of  the  right  foot  with  a flexion  deformity  and  an- 
kylosis of  the  great  toe. 
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This  ulcer  had  resisted  all  treatment  and  was  ex- 
tremely painful. 

June  23,  1937 — A pedicle  flap  was  prepared  from 
the  left  thigh,  undermined  and  then  replaced. 

July  1,  1937 — The  flap  was  raised;  raw  edges  su- 
tured together,  forming  a flap.  Thiersch  grafts 
were  then  applied  to  the  site  from  which  the  graft 
was  raised. 

November  23,  1937 — Pedicle  graft  which  had  been 
folded  and  sutured  was  incised  and  unfolded  and  the 
edges  freshened.  The  scar  on  the  medial  surface  of 
the  foot  was  excised  and  the  free  edge  undermined. 


Fig.  TV-A 


The  right  foot  was  brought  to  the  left  thigh  and 
the  distal  end  of  the  pedicle  flap  sutured  in  place. 
A plaster  spica  cast  was  applied. 

A pulmonary  infarct  with  subsequent  empyema 
necessitating  rib  resection  complicated  this  proce- 
dure. 


Fig.  IV-B 


December  28,  1937 — The  old  scar  was  excised  from 
the  plantar  surface  of  the  entire  foot  and  the  pedicle 
flap  excised  from  base  and  sutured  into  place.  Three 
perforations  were  made  in  the  flap  for  drainage. 


The  result  in  this  case  has  been  perfect. 
He  walks  without  pain  or  limp.  A letter  was 
received  seven  months  later  asking  permis- 
sion to  play  football;  states,  he  can  run  one 
hundred  yards  in  twelve  seconds. 


Case  5.  C.  F.,  age  18.  June  28,  1929.  This 
young  man  had  his  wrist  torn  and  crushed  in  a 
printing  press.  There  was  loss  of  skin  on  the  palm- 


Fig.  v 

ar  surface  of  the  wrist  four  inches  in  diameter 
with  laceration  and  severance  of  all  the  flexor  ten- 
dons, annular  ligament,  median  nerve,  radial  ar- 
tery, and  a fracture  of  the  lower  end  of  the  radius. 
After  debridement,  the  radial  artery  was  ligated  and 
the  tendons  sutured.  The  median  nerve  could  not 
be  found.  In  spite  of  a grossly  contaminated  wound, 
a free  full  thickness  graft  was  attempted  as  it  was 
necessary  to  cover  the  tendons.  As  anticipated,  the 
free  full  thickness  graft  was  a failure. 

July  24,  1929 — Pocket  flap  made  in  right  lumbar 
region. 

August  3,  1929 — Skin  edges  loosened  on  wrist  and 
hand  inserted  beneath  flap  and  attached  with  inter- 
rupted dermal.  Plaster  cast  applied. 

August  14,  1929 — Thiersch  grafts  from  right  scap- 
ular to  cover  thenar  and  hypothenar  eminences. 

August  17,  1929 — Both  ends  of  the  pocket  flap 
were  detached  and  attached  to  the  lower  and  upper 
ends  of  the  undermined  and  freshened  edges  of  the 
wound. 

September  11,  1929 — Thiersch  grafts  covering 
granulation  on  medial  and  lateral  surface  of  wrist 
and  site  of  limb  of  pocket  graft. 

Result : Excellent  function  in  spite  of 

median  nerve  paralysis.  Works  without  in- 
convenience as  pressman  of  newspaper. 


Of  8,654  veterans  of  the  World  War  hos- 
pitalized for  tuberculosis  in  six  months,  71% 
were  far  advanced,  23%  moderately  ad- 
vanced and  only  6%  were  minimal.  Matson, 
R.  C.,  U.  S.  Vet.  Ad.  Phys.  Conf.  1938. 


Few  physicians  die  of  tuberculosis  despite 
the  fact  that  they  are  constantly  exposed  to 
it.  Knowledge  defends  them  as  it  may  yet 
defend  other  groups  in  the  population  when 
properly  educated  in  self-protection. 


A Consideration  of  Nervousness  at  the 
Menopause 

RICHARD  H.  YOUNG,  M.  D. 

Omaha,  Nebraska. 


In  spite  of  the  many  factors  involved  in 
the  production  of  nervousness  in  women,  this 
common  complaint  is  often  linked  with  men- 
strual or  menopausal  manifestations.  Too 
frequently,  nervousness  in  women  between 
the  ages  of  thirty  and  forty  is  glibly  reduced 
to  a “premature  menopause.”  Where  the  age 
range  is  between  forty  and  fifty-five,  the 
“menopause”  offers  a handy  explanation,  and 
nervousness  after  the  age  of  fifty-five  may 
be  attributed  to  “getting  over  the  meno- 
pause.” 

The  relegation  of  nervousness  to  the  cessa- 
tion of  menstruation  certainly  deserves  care- 
ful appraisal.  In  this  paper,  the  attempt 
will  be  made  to  discuss  first,  the  menopause 
from  the  standpoint  of  the  associated 
changes  as  they  affect  the  body  and  the  in- 
dividual; second,  the  nervous  symptomatolo- 
gy that  occurs  at  the  time  of  the  menopause ; 
third,  diagnostic  points  that  deserve  consid- 
eration ; and  lastly,  plans  for  treatment. 

CHANGES  OCCURRING  AT  THE  TIME  OF 
THE  MENOPAUSE 

The  menopause  refers  to  the  cessation  of 
menstruation,  but  this  manifestation  is  only 
one  sign  of  the  involutional  changes  that 
take  place.  From  a physiological  standpoint, 
the  cessation  in  follicular  activity  is  accom- 
panied by  changes  in  other  endocrine  organs, 
as  well.  Usually  the  estrin  content  of  the 
blood  is  decreased,  and  there  is  a marked  in- 
crease in  gonadotropic  hormone,  indicating 
an  acceleration  in  anterior  pituitary  activity. 
Also,  both  hyperthyroidism  and  hypothyroid- 
ism occur  at  this  time.  Virilism,  increased 
facial  hair,  a change  in  voice,  atrophy  of  the 
genital  tract  and  obesity,  are  associated  con- 
ditions. 

Besides  the  above-mentioned  physiological 
manifestations  of  the  menopause,  there  are 
certain  personality  readjustments  that  must 
take  place.  Much  has  been  written  about 
the  personality  adjustment  that  comes  with 
puberty  and  adolescence,  but  there  is  very 
little  that  deals  with  the  menopause.  In  par- 
ticular, the  psychological  implications  of  the 
menopause  have  been  neglected.  The  meno- 
pausal period  so  frequently  allows  the  arous- 
al of  old  personality  problems  that  first  made 


their  appearance  at  the  time  of  onset  of  men- 
struation. 

If  one  goes  back  to  early  mythology  or  ex- 
plores the  folk-lore  of  the  different  cultures, 
women  are  linked  with  mystical  powers  by 
virtue  of  menstruation.  Havelock  Ellis  has 
remarked  that  everywhere  menstruating 
women  were  supposed  to  be  possessed  by 
spirits  and  charged  with  mysterious  forces. 
The  cessation  of  the  menstrual  flow  implies 
a castration  experience,  in  the  sense  that  the 
woman  no  longer  has  the  ability  to  bear  chil- 
dren. The  loss  of  this  power,  plus  the  loss 
of  certain  other  less  well-formulated  forces 
associated  with  menstruation,  has  a definite 
effect  upon  the  sexual  adjustment.  In  an 
unmarried  woman,  the  loss  may  be  more 
keenly  felt  as  a potential  force  that  has 
never  been  utilized  being  gone  forever.  In 
the  last  analysis,  the  goal  towards  which  the 
libidinous  feelings  are  directed  is  family  for- 
mation, and  any  experience  that  influences 
child-bearing  calls  for  modification  of  the 
sexual  life  of  the  woman. 

With  the  menopause,  there  is  usually  a 
slow  decline  in  the  sexual  pace.  Frequently, 
this  is  ushered  in  by  a temporary  increase  in 
sexual  drive  that  precedes  the  menopausal 
changes.  This  increase  in  libido  may  pre- 
sent a difficult  problem  to  the  woman  in 
sexual  adjustment,  particularly  if  the  needs 
are  not  recognized  by  the  husband. 

Other  personality  changes,  as  irritability, 
apprehensiveness  and  aggressiveness,  have 
been  described.  In  some  women  there  ap- 
pears to  be  a definite  decrease  in  interests  or 
an  apparent  lack  of  driving  force. 

Besides  the  personality  changes  due  direct- 
ly to  the  menopause,  there  are  certain  other 
factors  that  appear  at  this  life  period  which 
are  not  connected  with  the  menopausal 
change.  Most  women  at  about  the  age  of 
forty-five  to  fifty  experience  a change  in  the 
family  life.  Children,  who  for  years  have 
been  dependent  and  who  have  absorbed  a 
great  share  of  interest  and  affection,  emanci- 
pate themselves  from  the  family  and  find 
new  love  objects.  The  result  is  that  the  wo- 
man again  experiences  a lack  of  satisfaction, 
which,  without  plasticity  of  the  personality 

257 


258 


NERVOUSNESS  AT  MENOPAUSE:  YOUNG 


Nebr.  S.  M.  Jour. 
July.  1929 


and  an  ability  to  find  new  interests,  may 
make  for  difficulties  in  personal  adjustment. 
Other  stress  or  strain,  such  as  the  loss  of  a 
husband,  or  financial  reverses,  is  harder  to 
meet  at  this  time  of  life  because  the  oppor- 
tunity for  re-establishment  of  security  wanes 
with  the  years. 

In  a certain  type  of  personality  there  oc- 
curs at  this  period  a trend  in  thinking  which 
might  be  termed  an  unhappy  rumination  over 
past  events  with  strong  feelings  of  regret 
over  these  experiences.  With  this  there  is 
the  wish  to  relive  a part  of  their  life  to  great- 
er advantage — a type  of  thinking  so  often 
found  in  the  involutional  depressions. 

NERVOUS  SYMPTOMS  WITH  THE 
MENOPAUSE 

The  nervous  symptoms  that  appear  at  the 
time  of  the  menopause  are  of  two  main  types, 
those  that  are  minor  and  directly  related  to 
the  menopausal  changes,  and  the  other  larg- 
er group,  whose  relationship  to  the  meno- 
pause is  merely  temporal. 

The  nervous  symptoms  most  commonly  re- 
lated to  the  menopause  are  those  of  essen- 
tially vegetative  origin,  and  include  hot 
flashes,  sweating  spells,  feeling  of  internal 
nervousness  and  palpitation.  Associated  with 
these  sensations  are  feelings  of  tenseness 
that  express  themselves  in  the  emotional  life 
of  the  individual,  as  apprehensiveness,  irrita- 
bility, swings  in  mood,  an  easy  tearfulness, 
and  an  inability  to  meet  stress  and  strain.  In 
addition  to  these  minor  symptoms,  the  psy- 
chosis, involutional  melancholia,  has  been 
classed  as  a menopausal  disorder  by  Werner 
and  his  associates*  *>.  This  relationship  is 
questioned,  and  will  be  discussed  later. 

Other  nervous  symptoms  occur  at  the  time 
of  the  menopause,  but  as  has  been  stated,  it 
is  probable  that  the  relationship  is  only  tem- 
poral. 

Nervous  symptoms  may  be  classed  into 
two  groups,  the  minor  or  psychoneurotic,  and 
the  major  or  psychotic  type: 

The  psychoneurotic  symptoms  are  chiefly 
those  of  a tension  and  anxiety  type,  with 
panicky  outbursts  and  attending  somatic 
symptoms,  such  as  drawing  pains  in  the  back 
of  the  neck,  tight  feelings  in  the  throat,  suf- 
focation sensations  in  the  chest,  and  pound- 
ing of  the  heart — chiefly  symptoms  above 
the  diaphragm. 

The  psychotic  symptoms  involve  the  indi- 


vidual in  a more  sweeping,  widespread  man- 
ner, causing  loss  of  sleep,  appetite  and 
weight.  The  symptomatology  varies  with 
the  class  of  psychosis.  Probably  most  pre- 
valent are  the  depressive  reactions,  with  in- 
tense feelings  of  sadness  and  hopelessness, 
suicidal  preoccupations,  and  ideas  of  a self- 
condemnatory  and  self-depreciatory  type. 
Another  psychotic  reaction  is  the  paranoid 
development,  which  so  frequently  centers 
about  the  delusion  of  the  husband’s  infidel- 
ity. Less  frequent  are  false  beliefs  about 
the  oppressive  activity  of  neighbors.  At 
times,  psychotic  symptoms  of  an  unrelated 
organic  psychosis  may  appear  at  this  period, 
with  a symptomatology  that  includes  irrita- 
bility, errors  in  judgment,  memory  deficits 
and  widespread  changes  in  the  personality 
makeup. 

THE  PROBLEM  OF  DIAGNOSIS 

In  evaluating  the  minor  or  neurotic  symp- 
toms of.  the  menopause,  the  prime  query 
should  be  whether  or  not  the  patient  has  ex- 
perienced neurotic  symptoms  in  the  past.  Al- 
most invariably  patients  do  not  develop  a 
neurosis  for  the  first  time  in  their  lives  after 
the  age  of  forty-five.  If  a woman  is  able  to 
go  through  forty-five  years  of  her  life  with- 
out neurotic  symptoms,  she  will  not  subse- 
quently develop  a neurosis  on  a psychongenic 
basis.  Using  this  simple  diagnostic  rule,  it 
may  be  said  that  women  with  a negative  neu- 
rotic history  who  complain  of  minor  nervous 
symptoms  at  the  menopause  have  a symp- 
tomatology related  to  the  associated  physio- 
logic menopausal  changes.  Women  in  this 
class  constitute  a relatively  small  group. 

The  majority  of  women  with  minor  types 
of  nervousness  are  patients  who  have  been 
psychoneurotic  for  years,  and  have  experi- 
enced an  exacerbation  of  symptoms  with  the 
climacterium.  Frank(2>  and  his  associates 
state  that  the  more  nervous  and  more  malad- 
justed before  the  menopause,  the  more  se- 
vere the  symptoms. 

The  major  types  of  nervous  reactions  may 
be  distinguished  by  their  more  sweeping  na- 
ture, their  involvement  of  the  whole  person- 
ality. This  is  shown  by  the  loss  of  sleep 
and  weight,  the  mood  change  and  content  of 
thought.  The  schizophrenic  or  dementia 
praecox  type  of  reaction  can  be  distinguished 
by  the  oddities  and  incongruities  in  behavior 
that  usually  carry  back  to  early  adult  life. 
The  paranoid  developments  can  be  detected 
by  the  nature  of  the  false  beliefs. 
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Organic  psychoses  may  simulate  in  early 
stages  the  minor  type  of  menopausal  nerv- 
ousness. In  such  cases,  there  is  usually  the 
history  of  a good  past  performance,  with 
freedom  from  neurotic  traits.  With  the  on- 
set of  nervousness  and  behavior  change  in  a 
woman  of  forty-five  to  fifty-five  with  a nega- 
tive past  history,  an  organic  psychosis,  due 
to  brain  disease,  and  particularly  paresis, 
should  be  suspected.  The  presence  of  an  in- 
tellectual deficit  and  positive  spinal  fluid  con- 
firms such  a diagnosis.  The  frequency  with 
which  women  in  this  age  group,  suffering 
from  paresis,  have  had  their  nervous  symp- 
toms related  to  the  menopause,  has  been  com- 
mented upon  by  Campbell (3). 

The  depressive  psychoses  are  diagnosed  by 
the  evidence  of  sadness,  retardation  of  activi- 
ty, self-condemnatory  thinking,  loss  of  sleep 
and  weight,  plus  the  other  symptoms  men- 
tioned in  the  section  on  Nervous  Symptoms 
with  the  Menopause.  The  diagnosis  of  in- 
volutional melancholia  is  usually  made,  chief- 
ly because  the  women  are  in  the  involutional 
period.  However,  involutional  melancholia 
constitutes:  a very  small  nosological  group, 
and  consists  of  those  depressed  reactions 
which  are  characterized  by  agitation,  a harp- 
ing hypochondriasis,  and  well-rutted  patterns 
of  depressive  thinking.  There  is  no  more 
reason  to  class  as  involutional  all  depressions 
at  this  period  than  there  is  the  anxiety 
states,  hypertension,  or  any  other  disease 
that  occurs  at  the  menopause.  Many  of  the 
depressions  occurring  at  the  time  of  the  cli- 
macterium are  almost  exactly  the  same  in 
symptomatology,  even  to  the  content  of  de- 
lusional beliefs,  as  the  depressions  experi- 
enced earlier  in  life. 

PLAN  OF  TREATMENT 

Treatment  must  be  based  upon  a proper 
diagnosis,  and  while  it  is  impossible  to  clas- 
sify the  cases  into  diagnostic  pigeon-holes,  a 
broad  classification  will  be  attempted  for 
the  sake  of  formulating  plans  for  therapy. 

1.  Nervousness  due  to  the  vegetative 
changes  associated  with  the  menopause.  For 
some  time  now,  there  has  been  a wholesale 
use  of  the  follicular  hormone  as  the  chief 
therapeutic  agent  in  this  group.  The  differ- 
ent pharmaceutical  houses  have  assiduously 
circularized  the  medical  profession  with  in- 
formation and  favorable  reports  of  various 
authors.  This  is  an  attractive  type  of  thera- 
py because  the  use  of  any  substance  extract- 
ed from  the  gonads  has  a strong  emotional 
appeal — an  appeal  because  of  implied  rejuve- 


nation effect  and  a veiled  promise  of  post- 
ponement of  the  loss  of  sexual  power.  Sev- 
eral years  ago  there  was  editorial  comment(4) 
that  physicians,  not  to  be  outdone  by  their 
colleagues,  demand  the  hormones  (from  the 
manufacturers)  as  rapidly  as  they  can  be 
separated  from  the  tissues,  blood  or  excreta 
of  animals  or  man,  and  proceed  to  inject 
them  into  patients. 

There  is  reason  for  the  use  of  estrogenic 
substance,  in  that  the  estrin  titre  is  low  dur- 
ing the  menopause,  and  its  injection  causes  a 
decrease  in  the  excessive  amount  of  gonado- 
tropic substance.  However,  estrin  injected 
is  expensive,  quickly  excreted,  and  the  bene- 
ficial results  obtained  are  temporary.  Where 
a trial  is  given,  it  is  necessary  to  use  30,000 
to  50,000  units  weekly,  and  after  an  initial 
period  of  intramuscular  injection  with  relief, 
smaller  doses  may  be  given  and  the  substance 
administered  orally.  Several  authors  have 
raised  the  question  as  to  the  possible  carcino- 
genic action  of  estrogenic  substance,  but  this 
is  at  present  merely  a conjecture.  Unfor- 
tunately, there  is  a paucity  of  reports  on  the 
poor  and  complicated  results  of  treatment 
with  the  estrogenic  substance. 

Other  considerations  for  treatment  must 
include  the  use  of  small  inhibitory  doses  of 
x-ray  to  the  pituitary,  in  an  effort  to*  cut 
down  the  over-activity  of  the  anterior  pitui- 
tary hormones.  This  treatment  is  without 
danger,  and  is  recommended  by  Collins, 
Thomas  and  Menville(5>.  Cold  effervescent 
drinks  offer  momentary  relief  from  the  hot 
flashes.  Belladonna  alone,  or  in  combination 
with  ergot  derivatives,  has  been  commended 
for  the  vegetative  manifestations ; and  Camp- 
bell (3>  has  used  Lugol’s  solution  in  cases 
which  appeared  to  have  hyperthyroid  mani- 
festations. Sedatives  for  this  type  of  nerv- 
ous reaction  are  not  recommended.  An  ex- 
cellent statement  from  Ehrenfest’s(6)  review 
of  the  subject  concludes  with  these  remarks 
on  treatment  of  this  type  of  nervousness, 
“For  the  majority  of  worried,  frightened  and 
emotionally  disturbed  women,  pre-menopaus- 
al  or  post-menopausal,  a quiet,  encouraging 
and  occasionally  reiterated  explanation  of  the 
situation  proves  the  most  helpful  and  effec- 
tive sedative.” 

2.  Psychoneurosis  with  exacerbation  at 
the  time  of  the  menopause.  In  this  group 
are  the  largest  number  of  women  who  com- 
plain of  minor  types  of  nervousness  at  the 
menopause.  For  these  cases,  the  chief  thera- 
peutic attack  must  be  made  along  psycho- 
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therapeutic  lines.  Simple  measures,  such  as 
a careful  consideration  of  the  complaints  and 
history,  a thorough  examination,  a complete 
explanation  of  the  nature  of  the  disorder,  re- 
assurance, a discussion  of  the  personal,  emo- 
tional and  situational  factors  of  stress  and 
strain,  with  help  in  planning  for  a more  sat- 
isfying existence,  accomplish  results  with 
these  patients  that  far  exceed  those  obtained 
with  medication.  Sedative  tub  baths  for  half 
an  hour  twice  a day,  and  massage,  are  better 
than  sedative  medication.  Estrogenic  sub- 
stance is  only  a secondary  or  supplementary 
type  of  treatment,  and  at  that,  of  doubtful 
benefit. 

The  anxious  patient  needs  repeated  reas- 
surance and  frank  discussion  of  the  emotion- 
al problems,  frequently  in  the  psychosexual 
field,  that  are  producing  the  tension.  In  the 
anxious  and  tense  woman,  every  effort  must 
be  made  to  re-establish  security  and  to  find 
satisfying  activities  and  interests  towards 
which  her  driving  forces  and  energies  may  be 
directed. 

3.  Depressive  Psychoses.  The  depressive 
psychoses  that  occur  at  the  time  of  the  meno- 
pause should  first  of  all  be  hospitalized.  A 
depressed  patient  is  unable  to  meet  the  ordi- 
nary life  situations,  and  becomes  increasing- 
ly more  depressed  and  frequently  suicides. 
Werner(1>  and  his  associates  have  presented 
a strong  claim  for  the  treatment  of  depres- 
sions during  the  involutional  period  with 
Theelin.  However,  this  work  has  not  been 
confirmed. 

In  our  practice,  the  prognosis  of  the  de- 
pressive reactions  has  been  improved  and  the 
period  of  hospitalization  immeasurably  short- 
ened by  the  use  of  the  metrazol  treatment, 
which  was  first  utilized  in  cases  of  the 
schizophrenic  psychosis.  Our  use  of  metra- 
zol in  the  depressions  was  reported  at  the  A. 
M.  A.  last  June(7),  and  subsequent  experience 
has  reenforced  our  favorable  impression  of 
this  type  of  treatment.  We  have  treated  14 
women  with  depressions,  with  an  age  range 
of  from  40  to  60,  with  the  complete  recovery 
of  78%,  the  improvement  of  22%,  and  failure 
with  the  treatment  in  none. 

The  convulsive  treatment,  while  disturbing 
to  the  patients,  shortens  the  course  of  treat- 
ment from  months  to  weeks.  The  average 
treatment  period  is  about  3 weeks.  An  addi- 
tional short  period  is  necessary  for  psycho- 
therapeutic work  and  stabilization  of  the 
good  feelings. 


4.  Paranoid  developments.  Treatment  of 
such  disorders  is  along  psychiatric  lines  with 
the  patient  hospitalized.  Insulin  and  metra- 
zol have  become  valuable  adjuncts  to  the  old- 
er psychotherapeutic  methods. 

5.  Organic  psychoses.  Again  hospitaliza- 
tion is  required  with  treatment  depending 
upon  the  type  of  organic  disease  present. 

SUMMARY 

In  this  article,  an  attempt  has  been  made 
to  draw  attention  to  the  menopausal  period 
as  one  of  importance  in  the  life  history  of  the 
individual.  Changes  occur  at  this  time  that 
have  profound  influence  at  both  the  physio- 
logical and  the  higher  psychic,  or  psychobio- 
logical  levels  of  functioning.  The  changes  in 
functioning  produce  effects  that  influence 
the  functioning  of  the  parts  and  the  function- 
ing of  the  body  as  a whole.  One  of  the  symp- 
toms of  change  is  a type  of  symptomatology 
that  can  be  classed  as  “nervousness.”  In  the 
evaluation  of  this  complaint,  it  is  necessary 
to  view  the  total  complaint  picture  and  to 
study  thoroughly  the  situation  in  which  it 
developed.  Care  must  be  taken  to  discover 
whether  or  not  the  nervous  symptoms  are  of 
recent  origin,  long-standing  in  nature,  or  an 
exacerbation  of  former  neurotic  difficulties. 

From  a diagnostic  standpoint,  it  must  be 
decided  whether  nervousness  is  major  or 
minor  in  type  and  how  much  of  the  symptom- 
atology is  due  to  the  physiological  change  of 
the  menopause,  and  how  much  might  be  at- 
tributed to  other  factors,  physical,  situation- 
al and  emotional. 

Treatment  must  be  along  broad  lines  which 
take  into  consideration  all  the  facts  in  any 
given  case.  Such  a plan  will  include,  when 
indicated,  the  use  of  drugs  whose  effect  is 
chiefly  upon  the  vegetative  nervous  system, 
administration  of  endocrine  products,  situa- 
tional alteration,  and  work  with  the  person- 
ality problems  involved. 
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The  Office  Treatment  of  Minor 
Ano-Rectal  Lesions'" 

LOUIS  E.  MOON,  M.  D., 

Omaha. 


The  office  treatment  of  minor  ano-rectal 
lesions  is  discussed  because  of  their  compara- 
tive frequency  and  their  usual  inadequate 
treatment.  Because  of  the  briefness  of  this 
discussion,  no  time  will  be  devoted  to  symp- 
toms, etiology,  and  diagnosis.  I am  assum- 
ing that  a proper  diagnosis  has  been  made 
before  treatment  is  started.  This  admoni- 
tion as  set-out  by  Louis  J.  Hirschman,  in  one 
of  his  recent  books  is  cited.  “The  first  thing 
that  one  should  remember  before  commenc- 
ing the  treatment  of  any  pathological  condi- 
tion found  in  the  region  of  the  anus  and  the 
rectum  is  that  until  a careful  exploration  of 
the  entire  rectal  cavity  has  been  made  and 
every  part  of  it  examined  with  the  eye,  he 
has  not  made  a diagnosis  and  has  no  right 
to  treat  the  patient.”  Satisfactory  results 
are  obtained  only  when  an  accurate  diagnosis 
has  been  made. 

1.  External  thrombotics. 

A thrombotic  hemorrhoid  is  the  result  of 
a rupture  of  a blood  vessel  in  the  perianal 
tissue  and  is  usually  just  beneath  the  skin. 
It  may  occur  in  an  internal  hemorrhoid  and 
be  submucous,  but  our  treatment  concerns 
external  thromboses  only.  They  occur  singly 
or  multiple  and  vary  in  size  from  a wheat 
kernel  to  a black  walnut  and  are  bluish  in 
color.  They  belong  outside  the  anal  canal, 
and  no  attempt  should  be  made  to  push  them 
into  the  anus  or  rectum. 

Etiology:  Thromboses  come  on  as  the  re- 
sult of  a strain.  This  may  be  incident  to  a 
hard  stool,  or  a loose  watery  stool,  or  may 
result  from  lifting  or  any  sudden  strenuous 
exertion.  The  tissues  are  less  elastic  than 
normal  because  of  the  presence  of  infection 
in  adjacent  crypts. 

Treatment:  Palliative  and  operative. 

Palliative  treatment  consists  of  the  appli- 
cation of  a soothing  ointment,  the  use  of 
mineral  oil  by  mouth,  and  the  frequent  use 
of  heat  either  by  hot  sitz  baths  or  by  hot 
packs. 

Operative  treatment  consists  of  the  exci- 
sion of  the  blood  clots  and  the  thrombosed 
veins.  Attempts  to  aspirate  the  blood  from 
these  areas  are  frequently  made,  but  it  is 

*Read  before  Omaha  Mid-West  Clinical  Society,  Omaha,  Octo- 
ber, 1938. 


not  a good  procedure.  The  method  of  exci- 
sion consists  of  placing  the  patient  on  his 
side  on  which  the  thrombosis  is  located.  The 
skin  is  painted  with  tincture  of  merthiolate, 
and  three  to  five  cubic  centimeters  of  V2  Per 
cent  novocaine  without  adrenalin  is  injected 
lateral  to,  and  beneath,  the  thrombus,  and 
finally  a few  minims  are  injected  into  the 
mucosal  surface  internal  to  the  clot  in  the 
anal  canal.  This  injection  will  usually  ex- 
pose the  crypt  in  that  area.  Sufficient  time 
is  allowed  to  elapse  to  let  the  anesthesia  be- 
come effective.  An  elliptical  incision  is  then 
made  about  the  thrombus,  through  the  skin. 
The  outer  tip  of  the  tissue  to  be  excised  is 
then  lifted  with  a thumb  forceps  and  a dis- 
section with  a sharp  curved  scissors  is  made 
beneath  the  thrombosed  vessels,  lifting  them 
out  in  toto.  Hemostasis  is  usually  unneces- 
sary. A wick  of  gauze  or  tape  one-fourth 
inch  wide  and  one-half  inch  long  is  laid  in 
the  incision  to  prevent  sealing  of  the  wound 
edges.  Eucupin  ointment  is  applied  and  a 
pressure  dressing  is  put  in  place.  Mineral  oil 
is  given  by  mouth,  and  hot  sitz  baths  are 
used  the  following  day.  These  people  may 
return  to  clerical  work  and  they  will  be  more 
comfortable  than  they  were  proceeding  oper- 
ation. 

Fissure  in  Ano:  This  is  an  anal  ulcer  or 
break  at  the  anal  margin  and  is  usually  situ- 
ated in  the  mid-line  posterior  and  is  charac- 
terized by  anal  spasm,  pain  at  stool,  and  se- 
vere smarting  and  burning  lasting  from  one 
to  several  hours  after  stool.  A slight  protru- 
sion is  usually  present  at  the  lower  end  of 
the  ulcer.  A very  small  amount  of  bleeding 
is  usually  noticeable  on  the  toilet  paper.  Free 
bleeding  as  with  piles  is  unusual. 

Palliative  Office  Treatment:  These  pa- 

tients want  relief  from  pain,  and  they  refuse 
to  have  any  operative  procedure  and  do  not 
wrant  to  lose  any  time  from  work.  In  the 
past  it  was  the  custom  to  attempt  to  heal 
fissures  by  the  application  of  silver  nitrate 
solutions.  Such  treatment  really  disables 
the  patient,  if  he  is  not  already  so.  Never 
apply  silver  if  you  desire  to  make  the  patient 
more  comfortable.  It  is  your  desire  to  ob- 
tain a form  of  treatment  that  will  immediate- 
ly make  the  patient  more  comfortable  and 
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will  allow  him  to  resume  his  duties  at  once. 
Local  infiltration  about  the  anus  with  1/2  per 
cent  novocaine  and  a forcible  stretching  is 
often  suggested,  but  the  patient  will  not  be 
able  to  return  to  work  on  the  following  day. 
Local  incision  of  the  fissure  with  relief  of 
spasm  can  be  done  in  the  office  but  that  too 
will  cause  a disability.  However,  the  injec- 
tion of  an  anesthetic  in  oil,  with  a prolonged 
action,  beneath  the  base  of  the  fissure  and 
into  the  sphincter  muscle  will  give  relaxation 
and  relief  from  pain  for  several  days  or 
weeks  and  will  often  allow  a fissure  to  com- 
pletely heal  over. 

The  method  of  procedure  is  as  follows: 

Instruments  and  solutions  necessary: 

One  5 cc.  Luer  syringe. 

One  % inch  fine  gauge  needle. 

One  21/2  inch  eighteen  gauge  needle. 

One  5 cc.  ampoule  of  Abbott’s  Butecaine. 

5 cc.  of  V2  per  cent  novocaine. 

The  patient  is  placed  on  his  right  side  on 
the  table  with  the  knees  flexed.  The  perianal 
region  is  painted  with  tincture  of  merthio- 
late.  A small  skin  wheal  is  raised  IV2  to  2 
inches  posterior  to  the  anal  margin.  A small 
amount  of  14  Per  cent  novocaine  is  infiltrated 
into  the  perianal  tissue.  The  5 cc.  syringe  is 
filled  with  the  Butecaine  in  oil  and  the  large 
214-inch  eighteen  gauge  needle  is  used  to  in- 
ject this  solution.  The  index  finger  of  the 
left  hand  is  inserted  into  the  anus  and  it  is 
used  as  a guide  for  the  injection  of  the  oil 
into  the  muscle  and  under  the  fissure.  The 
5 cc.  are  distributed  in  a fan  shaped  manner, 
being  careful  not  to  pool  any  of  the  solution. 
Rarely  the  patient  will  have  some  pain  for 
fifteen  minutes  to  one  hour  after  the  injec- 
tion. On  the  following  day  the  patient  will 
return  stating  that  he  has  had  a stool  with- 
out discomfort  and  that  the  sensation  of  pain 
and  soreness  has  been  completely  relieved. 

This  same  procedure  may  be  used  at  times 
for  pruritus.  It  is  not  advisable  to  use  this 
treatment  for  pruritus  until  the  ordinary 
methods  of  treatment  have  been  used. 

The  treatment  which  the  patient  is  to 
carry  out  at  home  after  the  injection  of 
Butecaine  is  as  follows : He  is  to  take  mineral 
oil  an  ounce  morning  and  evening.  He  is 
to  take  a hot  sitz  bath  after  any  stool  or 
twice  a day.  Eucupin  ointment  is  to  be  used 
externally  twice  a day.  All  foods  are  to  be 
cooked,  and  all  fruit  juices  and  carbonated 
drinks  and  milk  are  forbidden.  By  following 
this  regime  many  patients  obtain  relief  over 
a long  period  of  time. 


Office  Treatment  of  Internal  Hemor- 
rhoids : Treatment  is  necessitated  either  for 
bleeding  or  protrusion  or  for  both.  Piles  do 
not  produce  severe  pain,  and  when  pain  is 
present,  one  must  suspect  the  presence  of  an 
inflammatory  lesion.  External  thrombotic 
piles  do  produce  pain,  but  their  treatment 
has  been  outlined. 

Assuming  again  that  you  have  made  a 
correct  diagnosis  and  that  the  patient  has 
internal  hemorrhoids  and  that  no  infection 
or  open  ulceration  is  present,  you  may  pro- 
ceed to  treat  the  internal  hemorrhoids  as 
follows: 

Instruments : 

One  Hirschman  anoscope. 

One  3 cc.  tuberculin  type  Luer  syringe. 

One  bayonet  adapter  and  extension. 

One  li/9-inch  eighteen  gauge  rustless 
needle. 

5 per  cent  phenol  in  a vegetable  oil. 

Eucupin  ointment. 

The  patient  is  placed  on  his  side  in  an  ex- 
aggerated Sims’  position.  The  anoscope  is 
inserted  with  the  aperture  opposite  the  pile 
to  be  treated  and  the  obturator  is  removed. 
The  point  of  injection  is  above  the  hemor- 
rhoidal mass  and  not  into  it.  Tincture  of 
merthiolate  is  applied.  The  needle  is  inserted 
through  the  mucosa  and  the  submucosa  down 
to  but  not  into  the  muscle.  The  point  of  the 
needle  is  lifted  if  it  is  free  beneath  the  mu- 
cosa. If  this  is  so,  from  1 to  3 cc.  of  5 per 
cent  phenol  is  injected  slowly.  After  the  in- 
jection the  needle  is  allowed  to  remain  in  po- 
sition for  one  to  two  minutes  so  there  will  be 
no  bleeding  on  the  withdrawal  of  the  needle. 
The  point  of  injection  is  again  painted  with 
the  tincture  of  merthiolate,  and  an  ounce  of 
eucupin  ointment  is  left  in  the  rectum.  There 
may  be  some  pain  or  bearing  down  for  one 
or  two  hours  after  the  injection.  Heat  may 
be  applied  externally  and  aspirin,  five  grains, 
by  mouth  may  be  taken. 

The  follow  up  treatment  will  be  the  same 
as  that  outlined  for  fissure  in  ano  and  should 
be  carried  out  as  long  as  the  patient  returns 
for  treatment. 

Only  one  hemorrhoid  should  be  injected 
at  a sitting.  Injection  should  be  made  four 
to  seven  days  apart.  From  six  to  ten  treat- 
ments are  usually  necessary  to  effect  relief. 
However,  injections  should  continue  as  long 
as  redundant  tissue  is  present.  This  method 
of  treatment  does  not  effect  a permanent 
cure  but  often  gives  relief  over  a long  period 
of  time. 


Roentgenology  of  the  Heart* 

C.  C.  HARDY,  M.  D., 

Omaha 


Examination  of  the  heart  and  aorta  by 
means  of  the  Roentgen  ray  adds  valuable  in- 
formation to  the  study  of  heart  disorders. 

The  most  used  and  best  single  method  is 
fluoroscopy.  This  method  reveals  the  gen- 
eral outline,  the  size  and  mechanism  of  the 
heart  and  vessels.  By  rotating  the  patient 
the  various  chambers  can  be  outlined  and 
their  action  noted.  A permanent  record  can 
be  made  with  the  fluoroscope  by  means  of  or- 
thodiography. 

A simple  method  is  to  detach  the  fluoro- 
scopic screen  from  the  carrier  which  moves 
it  with  the  x-ray  tube.  The  screen  is  fast- 
ened stationary  and  pressed  firmly  to  the  pa- 
tient’s chest.  The  x-ray  tube  must  be  cen- 
tered exactly  in  relation  to  the  shutters.  The 
shutter  is  closed  until  a small  square  is  pro- 
jected on  the  screen.  The  border  of  the  heart 
shadow  is  followed,  centering  in  the  small 
square,  and  marked  directly  on  the  glass  of 
the  screen.  The  silhouette  thus  obtained  is 
transferred  by  tracing  on  semi-transparent 
paper. 

Roentgenography  of  the  heart  requires  a 
fast  exposure  to  avoid  blurring  of  the  out- 
lines. We  have  found  l/10th  second  to  be 
satisfactory.  To  avoid  excessive  enlarge- 
ment of  the  heart  shadow  by  the  divergent 
rays  the  tube-film  distance  should  be  at 
least  six  feet.  The  exposure  should  be  made 
at  the  end  of  quiet  expiration  because  deep 
inspiration,  as  used  for  lung  detail,  distorts 
the  heart  shadow.  Care  should  be  taken  to 
have  the  x-ray  tube  correctly  centered  to  the 
midline  of  the  patient  as  variations  in  angle 
may  cause  error  in  heart  outline.  The  film 
taken  in  the  posterior  anterior  position  re- 
veals the  silhouette  as  follows:  From  above 
on  the  right  side  we  have  a straight  vertical 
contour,  usually  coinciding  with  the  spine 
shadow,  representing  the  innominate  vein. 
This  shadow  continues  downward  as  the 
lateral  border  of  the  superior  vena  cava.  Next 
a slight  convex  corresponds  to  the  lateral 
outline  of  the  distal  portion  of  the  ascending 
aorta.  A second  convex  curve  extending  to 
the  diaphragm  is  the  outline  of  the  right 
atrium.  On  the  left  side  a short  vertical 
shadow  below  the  clavicle  is  from  the  sub- 

*Read  before  Omaha-Midwest  Clinical  Society,  October,  1938, 
Omaha. 


clavian  vein.  Next  a short  oval  shadow  is 
formed  by  a portion  of  the  aortic  arch.  The 
shadow  of  the  descending  aorta  extends 
downward  into  the  main  heart  shadow.  A 
slight  convex  shadow  overlaps  the  descend- 
ing aortic  outline  and  is  caused  by  the  pul- 
monary artery  and  upper  part  of  the  right 
ventricle.  Then  a long  curved  shadow  ex- 
tending into  the  lung  field  and  down  to  the 
diaphragm  depicts  the  left  ventricle. 

Oblique  views  are  necessary  to  reveal  out- 
lines that  are  hidden  in  the  plain  film.  The 
right  anterior  oblique  view  reveals:  Anteri- 
orly : The  anterior  margins  of  the  distal  por- 
tion of  the  ascending  aorta.  Next  a slight 
bulge  indicating  the  pulmonary  artery  and 
conus  arteriosus.  The  remaining  shadow 
curves  slightly  anteriorly  and  finally  sharply 
reversed  to  the  diaphragm.  This  is  formed 
by  the  right  ventricle.  Dorsally  the  right 
anterior  oblique  view  reveals:  A vertical 
straight  shadow  of  the  superior  vena  cava. 
Next  is  a shadow  of  the  descending  thoracic 
aorta.  A slightly  convex  shadow  extends 
downward  to  the  diaphragm  formed  by  the 
left  and  right  atrium  respectively. 

The  left  anterior  oblique  view  reveals : An- 
teriorly: From  above  a straight  line  formed 
by  the  innominate  vein  and  superior  vena 
cava.  Then  follows  the  convex  arch  of  the 
ascending  aorta.  The  remaining  shadow  is 
the  outline  of  the  right  ventricle.  Dorsally 
a short  straight  shadow  of  the  left  carotid 
artery  is  followed  by  the  upper  border  of  the 
aortic  arch  which  curves  posteriorly  forming 
the  descending  thoracic  aorta.  The  bulging 
outline  extending  to  the  diaphragm  is  formed 
by  the  left  atrium  and  ventricle. 

Measurements  may  be  made  from  tele- 
roentgenogram or  from  othodiagrams.  The 
long  diameter  of  the  heart  is  the  distance 
from  the  junction  of  the  vascular  and  cardiac 
outline  to  the  furthermost  point  of  the  apex 
or  lower  left  pole.  The  average  variation  in 
the  normal  adult  male  is  from  11  to  15.5  cm. 
The  broad  diameter  is  measured  at  right 
angles  to  the  long  diameter,  one  line  extend- 
ing from  the  right  cardiophrenic  angle  added 
to  another  extending  to  the  junction  of  the 
pulmonary  and  left  ventricular  margin.  The 
average  variation  in  the  adult  male  is  8 to  11 
cm.  There  is  a slight  magnification  of  the 
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shadow  in  films  taken  at  six  feet  varying  be- 
tween six  and  ten  per  cent  depending  on  the 
thickness  of  the  chest. 

Roentgenkymography  of  the  heart  is  still 
rather  new  in  this  vicinity  and  only  this  year 
a commercial  machine  has  been  put  on  the 
market.  In  this  method  a lead  grid  is  inter- 
posed between  the  patient  and  film.  The  grid 
consists  of  lead  strips  12  mm.  wide  separated 
by  spaces  0.4  mm.  wide  extending  horizon- 
tally over  the  entire  film  area.  The  grid  is 
stationary,  but  the  film  is  moved  vertically 
or  at  right  angles  to  the  grid  strips.  The 
film  is  moved  almost  the  width  of  the  lead 
strip  in  a time  interval  of  one  second,  thus 
recording  one  or  more  complete  cycles  of  the 
heart.  Any  lateral  movement  of  the  silhou- 
ette will  be  recorded  as  a wave.  If  there  is 
no  lateral  movement  at  any  particular  point 
the  record  will  be  a straight  vertical  line. 
The  form  of  the  recorded  wave  is  thus  varied 
by  the  lateral  movements  of  the  section  of 
the  heart  at  each  slit,  and  by  the  speed  of 
this  movement.  A sharply  peaked  wave  rep- 


resents a rapid  movement  and  an  extremely 
rapid  movement  will  record  a straight  hori- 
zontal line.  A domelike  record  indicates  a 
slow  movement.  The  crest  of  the  wave  in- 
dicates the  end  of  diastole  and  the  trough 
the  maximum  systole.  The  altitude  of  the 
wave  indicates  the  amplitude  of  movement 
and  the  abscissa  the  duration  of  movement. 
Being  recorded  at  the  same  relative  time  the 
relationships  of  the  various  segments  are 
directly  comparable.  Outlines  of  the  sil- 
houette may  be  made  by  connecting  respec- 
tive points  measured  off  from  the  dividing 
line  between  each  segment  along  the  heart 
border.  Thus  outlines  may  be  made  at  any 
selected  portion  of  the  heart  cycle. 

I have  outlined  the  most  common  used 
methods  of  Roentgen  examination  of  the 
heart.  There  are  a few  more  complicated 
methods  which  are  used  in  connection  with 
electrocardiograph  and  pulse  recording  in- 
struments. These  require  elaborate  syn- 
chronizing apparatus  and  are  not  available 
to  most  laboratories. 


Apnea  of  the  Newborn  and  Associated 
Cerebral  Injury;  Clinical  and 
Statistical  Study 

According  to  Frederic  Schreiber,  Detroit 
(Journal  A.  M.  A.,  Oct.  1,  1938),  from  Jan.  1, 
1928  to  Dec.  31,  1937,  685  patients  were  seen 
in  whom  a relationship  was  suspected  be- 
tween the  manner  of  birth  and  the  later 
neurologic  manifestations  of  damage  to  the 
brain.  Most  of  these  patients  were  seen  at 
the  Children’s  Hospital  of  Michigan,  Detroit. 
Of  the  685  children,  131  were  seen  because  of 
convulsions,  sixty-nine  because  of  spasticity, 
130  for  mental  retardation,  248  because  of 
combinations  of  these  symptoms  and  the  re- 
maining 107  for  miscellaneous  neurologic 
conditions.  Cases  subject  to  suspicion  of 
postnatal  infection  or  trauma  were  excluded 
from  the  group,  as  were  those  in  which  con- 
genital or  familial  factors  might  have  signifi- 
cance in  cerebral  symptomatology.  Finally, 
the  group  was  limited  to  those  infants  born 
in  one  county  during  the  ten  year  period. 
These  restrictions  left  500  cases.  Approxi- 
mately 70  percent  of  these  patients,  whose 
birth  records  were  available,  had  a history  of 
apnea.  There  was  a history  of  precipitate, 
breech,  twin  or  premature  delivery  for  155  of 
the  500  infants;  345  were  full  term  infants. 
In  those  of  the  group  of  155  about  whom  data 


were  obtainable,  approximately  64  percent 
had  apnea  at  birth,  11  percent  had  late  apnea 
and  18  percent  had  both  early  and  late  apnea. 
The  total  incidence  of  apnea  in  this  group 
was  72  percent.  In  the  group  of  345  full 
term  infants,  the  incidence  of  apnea  in  the 
cases  presenting  a known  history  was  at 
birth,  62  percent;  late,  9 percent;  early  and 
late,  17  per  cent,  and  total,  69  per  cent.  The 
depressing  effect,  on  the  respiratory  center, 
of  birth  analgesics  given  in  greater  than 
pharmacologic  doses  bears  a direct  relation- 
ship to  the  degree  of  apnea.  The  extent  of 
the  apnea  has  a direct  relationship  with  the 
severity  of  the  cerebral  symptoms  after 
birth.  The  severity  of  the  cerebral  symp- 
toms is  in  direct  relation  to  the  amount  of 
damage  to  the  brain  tissue.  From  these  re- 
lationships it  appears  that  analgesics  given  in 
greater  amounts  than  the  pharmacologic  dos- 
age may  in  many  instances  be  the  causing 
factor  of  fetal  anoxemia,  with  resultant  cere- 
bral damage  in  the  infant. 


The  “going  without  breakfast”  idea  should 
be  frowned  on ; for  business  men  and  women, 
the  forenoon  should  be  the  most  productive 
part  of  the  day. — Hygeia. 


Oral  Leukoplakia 

LEO  P.  COAKLEY,  M.  D. 
Omaha. 


Due  to  chronic  irritation,  the  mucous 
membrane  of  the  mouth  becomes  thickened 
and  may  result  in  a white  patch  or  leukopla- 
kia. This  thickening  of  mucous  membrane 
is  a local  defense  reaction  to  the  various  ir- 
ritations, within  the  mouth,  and  should  be 
regarded  as  a pre-cancerous  lesion  as  it  bears 
a definite  relationship  to  the  various  types 
of  epithelioma  found  in  this  region. 

DISTRIBUTION 

The  usual  sites  for  leukoplakia  to  occur 
are  the  lateral  margins  and  tip  of  tongue,  in- 
ner surface  of  the  cheek  and  occasionally  the 
gum  margins.  The  affection,  however,  is 
not  confined  to  the  mouth  alone  as  it  is  quite 
common  on  the  vulva  and  occasionally  occurs 
in  the  vagina,  uterus,  urethra,  bladder,  and 
pelvis  of  the  kidney.  Recently  Sharp(1>  re- 
ported a series  of  cases  of  leukoplakia  of  the 
esophagus.  Moon(2>  demonstrated  a rather 
extensive  leukoplakia  of  the  rectum  at  a 
meeting  of  the  Tumor  Clinic  of  St.  Joseph’s 
Hospital,  Omaha. 

Leukoplakia  is  not  a common  condition.  It 
occurs  rarely  before  the  age  of  twenty.  The 
usual  age  is  between  forty  and  sixty. 

ETIOLOGY 

As  in  other  hyper  keratotic  lesions  occur- 
ing  elsewhere  in  the  body,  chronic  irritation 
is  the  greatest  etiological  factor. 

TOBACCO 

Most  authors  are  agreed  that  tobacco  in 
all  its  forms  is  the  predominant  source  of 
local  irritation  within  the  mouth.  The  prod- 
ucts of  combustion  of  the  tobacco  are  the  ir- 
ritants and  therefore  leukoplakia  is  more 
common  in  pipe  smokers  where  the  combus- 
tion of  the  tobacco  is  incomplete  and  a great 
many  irritants  given  off. 

It  is  a significant  fact  that  the  affection 
is  seen  more  often  in  men  who  in  general 
consume  more  tobacco  in  one  form  or  an- 
other, than  women.  At  least  this  relation- 
ship has  been  true  in  the  past. 

DENTAL  CARIES 

The  carious  teeth  and  the  loose  teeth, 
whose  importance  as  an  etiological  factor  in 
leukoplakia  and  malignancy  has  been  stressed 
by  Bloodgood,  cause  a great  amount  of 


mechanical  irritation,  which  with  the  super- 
imposed infection  is  responsible  for  a large 
percentage  of  local  irritated  lesions.  Re- 
peated trauma  of  the  buccal  mucous  mem- 
brane due  to  mal-occlusion  results  also  in 
local  irritation.  These  lesions  are  the  fore- 
runner of  leukoplakia. 

DENTAL  FILLINGS 

Lain(3>  has  shown  that  a great  percentage 
of  glossitis  and  mucous  membrane  changes 
within  the  mouth  are  due  to  poisonous  con- 
stituents of  various  dental  plates  (mercury 
sulphide).  Dissimilar  metals  used  as  dental 
fillings  which  in  the  presence  of  saliva  as  an 
electrolyte  would  constitute  a galvanic  bat- 
tery. 

Patients  whose  mouth  contained  two  or 
more  metals  of  dissimilar  potentialities  reg- 
istered 1 to  10  degrees  of  galvanic  current. 

Hollander(4)  reports  three  cases  of  annoy- 
ing lesions,  such  as  glossitis  and  leukoplakia, 
which  cleared  up  quite  readily  after  the  re- 
moval of  dental  fillings  and  amalgum. 

SYPHILIS 

Leukoplakia  is  not  a syphilitic  process, 
however  in  a series  of  48  cases,  Fox(5)  found 
that  65%  had  a positive  Wassermann  or  a 
history  of  antecedant  infection.  He  is  of  the 
opinion  that  syphilis  is  a predisposing  cause 
in  a majority  of  cases.  In  contrast  to  this 
Hazen  and  Eichenlaub(6)  have  found  that 
“Syphilis  represents  an  accidental  rather 
than  a causative  factor  in  the  disease.” 

There  are  many  cases  on  record  who  con- 
tracted syphilis  after  the  leukoplakia  had 
been  present  for  some  time.  Anti-luetic 
treatment  has  no  beneficial  effect  upon  the 
lesion  but  on  the  other  hand  there  are  in- 
stances where  the  lesion  rapidly  changed  to 
a malignancy,  due  no  doubt  to  the  increased 
irritation,  or  stimulation  from  the  arsenic 
compounds  used  in  the  treatment. 

In  the  literature  there  are  many  reports 
supporting  both  sides  of  this  question,  how- 
ever the  majority  of  authors  are  of  the  opin- 
ion that  60-80%  of  patients  with  leukoplakia 
have  syphilis. 

ULCERS 

Ulcerations  either  tuberculous  or  luetic  are 
regarded  by  many  as  an  etiological  factor. 
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There  are  many  factors  in  the  etiology  of 
leukoplakia  of  which  chronic  irritation  is 
predominant,  however,  there  is  an  unknown 
factor  which  calls  forth  such  an  abnormal  re- 
sponse of  the  mucous  membrane  of  one  indi- 
vidual and  not  others.  Geschickter  has  sug- 
gested that  this  unknown  factor  is  a lack  of 
Vitamin  A. 

PATHOLOGY 

Normally  the  epithelium  of  the  buccal  mu- 
cous membrane  is  a stratified  squamous 
type,  lying  on  a connective  tissue  stroma 
which  is  thrown  up  into  papillae.  It  differs 
from  skin  in  the  absence  of  cornification, 
nuclei  being  present  in  the  most  superficial 
cells  while  the  granular  and  keratinized  lay- 
ers are  absent. 

Leukoplakia  shows  a greatly  thickened 
epidermis  with  excessive  cornification,  sim- 
ple thickening  of  the  rete  malpighii  and  an 
excessive  keratinization  of  the  epithelium  be- 
tween the  papillae  of  the  supporting  tissue. 
The  microscopic  picture  resembles  very 
closely  that  of  normal  skin.  It  is  due  to  the 
new  formed  stratum  corium  that  the  lesion 
appears  white. 

TYPES  OF  LEUKOPLAKIA 

Clinically  leukoplakia  may  be  divided  into 
two  separate  and  distinct  types.  This  classi- 
fication is  of  value  particularly  in  regard  to 
treatment  and  a better  understanding  of  the 
type  and  seriousness  of  the  lesion  being 
treated. 

These  lesions,  no  doubt  have  the  same  eti- 
ological factors  and  may  have  the  same 
pathological  picture  but  vary  in  the  gross 
appearance  and  the  amount  of  cornification. 

The  type  I lesion  is  pearly-grey-white, 
smooth  and  has  many  small  superficial  fur- 
rows running  throughout.  The  area  is  ir- 
regular in  outline,  dull  and  lusterless  as  com- 
pared to  the  surrounding  mucous  membrane. 
On  palpation  the  lesion  is  soft,  pliable  and 
fades  into  the  surrounding  mucous  mem- 
brane. 

As  a rule  there  are  no  subjective  symp- 
toms from  this  type  of  lesion,  but  occasion- 
ally there  may  be  a small  superficial  ulcera- 
tion surrounded  by  an  area  of  inflammation 
which  may  give  rise  to  some  slight  discom- 
fort. 

Due  to  the  lack  of  subjective  symptoms  it 
is  difficult  to  obtain  a history  as  to  the  dura- 
tion of  the  lesion  and  they  are  usually  seen 


by  the  dentist  or  otolaryngologist  during  the 
course  of  routine  examination. 

Type  II  appears  as  a dry  lusterless,  dirty 
yellow-white  lesion.  They  vary  in  size  from 
a small  warty  nodule  to  an  extensive  lesion 
involving  the  entire  tongue  and  cheek.  The 
center  is  raised.  Fissures  and  excorations 
are  seen  running  throughout.  The  lesion  is 
irregular  in  outline  and  the  edges  well  de- 
fined from  the  surrounding  mucous  mem- 
brane. 

Subjectively  there  is  a feeling  of  stiffness 
in  the  area  and  a sensation  of  dryness  and 
thristiness.  There  may  also  be  some  discom- 
fort due  to  the  size  of  the  growth  and  the 
infection  present. 

On  palpation  the  area  is  dry,  firm  and 
“leathery.”  Pain  is  elicited  due  to  the  infec- 
tion and  inflammatory  reaction  of  the  tis- 
sues. 

Although  these  clinical  types  may  be  sep- 
arate in  certain  individuals  they  may  how- 
ever occur  together  and  various  degrees  of 
leukoplakia  may  be  seen  in  the  same  indi- 
vidual. 

RELATIONSHIP  TO  CANCER 

Leukoplakia,  according  to  Bloodgood(8>  is 
the  most  common  benign  lesion  that  occurs 
in  the  mouth,  but  as  a pre-cancerous  lesion 
it  ranks  second  only  to  bad  teeth. 

It  is  well  known  that  leukoplakia,  particu- 
larly Type  II,  has  a tendency  to  form  fis- 
sures, ulcers  and  later  malignancies.  This 
does  not  mean  that  a majority  of  cases  will 
terminate  in  a malignancy  but  the  lesion 
should  be  treated  as  potentially  such. 

Type  I,  in  which  there  is  a small  amount 
of  hypertrophy  and  cornification,  no  tenden- 
cy to  form  fissures  and  ulcers,  may  be  re- 
garded as  practically  benign.  This  type  of 
lesion  may  persist  over  a period  of  years 
without  showing  any  appreciable  change  and 
will  clear  up  considerably  upon  removing  the 
cause  of  the  irritation. 

Type  II,  in  which  there  is  a large  amount 
of  hypertrophy  and  cornification,  has  a 
greater  tendency  of  ulceration  and  tissue 
formation.  It  is  at  the  base  of  the  ulcers 
with  their  superimposed  infection,  that  the 
malignancy  tends  to  develop.  This  type  of 
lesion  should  always  be  regarded  as  poten- 
tially malignant. 

TREATMENT 

Carcinoma  of  the  mouth,  following  leuko- 
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plakia,  is  a preventable  disease  if  in  the 
course  of  the  affection  constant  observation 
is  maintained  and  proper  methods  of  treat- 
ment instituted. 

The  use  of  tobacco  should  be  prohibited. 
Infected  and  carious  teeth  should  be  re- 
moved and  all  sources  of  mechanical  irrita- 
tion corrected. 

The  type  I lesion,  as  long  as  it  shows  no 
tendency  to  form  fissures  and  ulcers,  re- 
quires no  treatment  other  than  to  remove 
the  cause.  If,  however,  there  is  a tendency 
to  ulcerate,  the  lesion  should  be  destroyed. 

The  small  type  II  lesions  should  be  excised 
either  with  the  knife  or  scissors.  A small 
area  of  normal  mucous  membrane  should 
also  be  excised  and  the  base  cauterized  with 
Surgical  Diathermy.  Tissue  removed  should 
be  examined  for  any  evidence  of  malignant 
change. 

The  lesions  in  which  there  is  a large 
amount  of  fissures  and  ulcerations,  biopsy 
from  the  ulcerated  area  should  be  obtained 
and  the  lesion  thoroughly  destroyed. 

Surgical  diathermy  is  the  method  of 
choice.  This  may  be  accomplished  quite  sat- 
isfactorily under  local  anasthesia. 

In  the  past  many  types  of  chemical  cau- 
tery, particularly  silver  nitrate,  have  been 
recommended  as  a treatment  for  leukoplakia. 
This  type  of  treatment  is  to  be  condemned 
as  the  chemical  acts  as  an  increased  irrita- 
tion or  stimulation  and  a non-malignant  le- 
sion will  rapidly  change  to  a malignant. 


X-ray  and  radium  have  been  used  quite 
extensively  and  no  doubt  have  a decided 
beneficial  effect  on  the  type  I lesion.  The 
large  inoperable  type  II  lesion,  in  which  the 
destruction  would  be  too  extensive,  radium 
is  the  method  of  choice.  In  small  doses 
radium  has  a definitely  stimulating  effect 
therefore  in  treating  leukoplakia  the  dosage 
should  be  that  used  in  the  treatment  of  car- 
cinoma of  the  mouth. 

CONCLUSIONS 

1.  Leukoplakia  is  not  a common  condition. 

2.  Leukoplakia  is  always  secondary  to 
some  irritation  within  the  mouth. 

3.  Carcinoma  of  the  mouth  following  leu- 
koplakia is  a preventable  disease. 

4.  There  are  two  clinical  types : Type  I,  be- 
nign and  Type  II,  potentially  malignant. 

5.  Treatment  of  choice  is  surgical  diather- 
my. 
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THE  DOCTORS  MEET 

The  American  Medical  association,  known  for  its 
conservatism,  is  being  faced  with  some  radical  pro- 
posals. That  precedent-breaking  ground-giving  may 
be  forced  on  the  association  is  foreseen  by  many. 
The  two  principal  changes  in  prospect  are  the  seat- 
ing of  a woman  delegate  and  the  opening  of  the  as- 
sociation gates  to  Negro  practitioners.  There  are 
8,000  to  9,000  women  practicing  medicine  in  the 
country  but  they  are  too  scattered  to  be  able  to  elect 
delegates  to  the  governing  house.  In  order  that 
they  may  be  represented,  the  New  York  group  is 
asking  that  special  consideration  be  given  them  and 
that  they  be  granted  a place. 

Negro  doctors  have  been  denied  membership  in 
the  association.  There  are  now  5,000  Negro  doctors 
in  the  country  and  the  demand  that  they  be  admitted 
to  the  association  is  growing.  The  New  York  dele- 
gation, the  largest  representation  at  the  convention, 
is  championing  their  cause. 

A number  of  other  significant  matters  of  policy 
will  be  brought  up  before  the  convention  of  medical 
men,  which  is  the  legislative  body  for  a group  of 
some  112,000  of  America’s  doctors  and  which  has 
some  extra-legal  authority  in  some  states.  The  ever 


pressing  question  of  socialized  medicine  will  be  dis- 
cussed and,  perhaps,  some  action  will  be  taken. 

Such  matters  as  the  implications  and  interpreta- 
tions of  a bill  concerning  compulsory  health  insur- 
ance and  the  matter  of  hospitalization  will  certainly 
come  before  the  meeting. 

Generally  speaking  the  association  has  long  been 
ultra-conservative.  It  has  been  slow  to  recognize 
change  and  has  been  determined  that  medicine  shall 
be  on  a private  basis.  The  demand  for  some  conces- 
sions on  this  latter  point  is  great  and  has  been  grow- 
ing rapidly.  The  result  is  not  desertion  of  this  point 
of  view  but  a growing  demand  among  doctors  that 
some  concession  be  made  to  stop  the  onwai’d  march 
of  public  demand. 

The  association  will  probably  consider  long  and 
carefully  the  question  of  spending  wisely  the  tax 
money  for  medical  care  of  the  poor,  a proposition 
the  association  has  endorsed  in  principle.  The  ma- 
ternal and  child  welfare  provisions  of  the  Wagner 
bill  will  probably  be  considered  thoroughly. 

The  current  convention  of  the  medical  association 
is  taking  up  some  propositions  which  may  be  revolu- 
tionary in  character.  It  is  approaching  them  cau- 
tionsly  as  is  its  wont. — From  the  Journal,  Lincoln. 
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EDITORIAL 

THE  WAGNER  HEALTH  SYMPHONY 

We  understand  at  the  time  of  this  writing 
that  the  Wagner  Health  Bill  is  likely  to  be 
overlooked  by  this  session  of  Congress.  That 
this  bill  is  a pernicious  piece  of  unnecessary 
governmental  expenditure  has  been  reiter- 
ated so  many  times  that  it  is  almost  ambigu- 
ous to  continue  the  argument.  However,  in 
view  of  the  importance  of  the  problem,  we 
feel  justified  in  calling  the  attention  of  the 
profession  to  the  threatening  implications  of 
this  attempted  legislation.  In  spite  of  the  at- 
tempts on  the  part  of  our  state  and  federal 
representatives  to  cut  corners  in  an  effort  to 
keep  expenditures  within  the  bounds  of  de- 
cency, the  senator  from  New  York  seems  to 
be  sold  on  the  idea  that  money  spent  for  so- 
cialized medicine  is  justified.  The  senator 
overlooks  the  fact  that  scratching  the  sur- 
face of  public  welfare  by  spending  millions  of 
dollars  annually  for  medical  care  and  hos- 
pital extravagance  is  no  cure-all  for  present 
day  economic  dislocation.  He  reminds  us  of 
the  shortsighted  social  worker  who  attri- 
butes unemployment  to  lack  in  medical  care 
in  spite  of  the  fact  that  such  care  is  practi- 
cally always  within  the  reach  of  the  patient. 
The  private  practitioner  in  his  office  or  in 


the  clinic  is  ever  ready  to  extend  help  where 
such  help  is  considered  necessary. 

We  again  suggest  to  those  interested  in  re- 
lief of  suffering  that  monies  invested  in  bet- 
ter food  and  housing  facilities  for  the  under- 
privileged will  constitute  a better  invest- 
ment than  would  the  wild  expenditures  for 
the  socialization  of  medicine  in  the  United 
States. 

On  page  273  is  a summary  of  the  implica- 
tions of  the  Wagner  Health  Bill  adopted  by 
the  House  of  Delegates  of  the  American 
Medical  Association  at  its  last  session.  Need- 
less to  say,  every  thinking  physician  and  lay- 
man endorses  the  sentiment  expressed  there- 
in. 


PREVENTABLE  DEATHS  IN  NEBRASKA 

According  to  statistics  issued  by  Dr.  P.  H. 
Bartholomew  of  the  State  Health  Depart- 
ment, see  page  277,  children  are  still  dying 
from  diphtheria.  The  figures,  as  figures  go 
nowadays,  are  not  impressive  to  be  sure,  yet 
the  incidence  of  diphtheria,  small-pox  and 
whooping  cough  are  discouragingly  high  if 
we  consider  that  no  child  needs  to  have  any 
one  of  these  diseases.  These  three  infectious, 
contagious  diseases  are  definitely  prevent- 
able. It  is  admitted  that  immunization  pro- 
cedures are  of  comparatively  recent  origin, 
and  that  perhaps  some  of  us  have  been  diffi- 
dent in  urging  innoculations  for  children  in 
the  past.  However,  it  is  not  conceivable  that 
in  this  era  of  preventive  medicine  any  phy- 
sician in  active  practice  would  overlook  the 
importance  of  immunization  against  these 
three  diseases.  That  there  are  parents  who 
are  fanatical  or  ignorant,  or  both,  is  unfor- 
tunate. There  is,  however,  a means  of  ap- 
proaching these  selfish  individuals  on  the 
basis  that  they  have  no  moral  right  to  sub- 
ject their  children  to  threatening  diseases 
because  of  parental  stubborness  or  short- 
sightedness. 

The  Nebraska  State  Medical  Association 
has  made,  and  is  continuing  to  make,  a stren- 
uous effort  to  bring  wholesome  information 
to  the  people  of  this  Commonwealth  on  the 
blessings  of  immunizations  and  the  import- 
ance of  their  application.  It  would  be  well 
for  every  practicing  physician  in  the  state  to 
take  it  upon  himself  to  convince  the  parents 
of  every  child  that  diphtheria,  whooping 
cough  and  small-pox  are  preventable  dis- 
eases. 
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ANNOUNCEMENTS 


Examinations — American  Board  of  Ob- 
stetrics and  Gynecology 

The  American  Board  of  Obstetrics  and 
Gynecology  announces  that  at  the  recent  ex- 
aminations held  by  the  Board  at  St.  Louis, 
Missouri,  on  May  13,  14,  15,  and  16  two  hun- 
dred and  fifty-nine  candidates  were  exam- 
ined. Two  hundred  and  twenty-eight  candi- 
dates were  successful  in  the  examinations 
and  were  certified  by  the  Board,  twenty-nine 
candidates  failed,  and  two  examinations  were 
not  completed  by  the  candidates. 

At  the  annual  meeting  of  the  Board,  held  in  St. 
Louis  on  May  12,  1939,  it  was  found  necessary,  on 
account  of  increased  administration  expenses,  to  in- 
crease the  application  and  examinations  fees.  Ef- 
fective immediately,  these  are  to  be  as  follows:  Ap- 
plication fee  $15.00,  payable  upon  submission  of  ap- 
plication for  review  by  Board.  Examination  fee 
$75.00,  payable  upon  notification  of  candidate  of  ac- 
ceptance of  the  application  and  assignment  for  ex- 
amination. Neither  fee  is  returnable.  This  in- 
crease does  not  apply  to  candidates  whose  applica- 
tions were  filed  prior  to  May  12,  1939. 

The  next  written  examination  and  review’  of  case 
histories  (Part  I)  for  Group  B candidates  will  be 
held  in  various  cities  of  the  United  States  and  Can- 
ada on  Saturday,  December  2,  1939,  at  2:00  p.  m. 
The  Board  wishes  to  announce  that  it  will  hold  only 
one  Group  B,  Part  I,  examination  in  this  and  subse- 
quent years.  Candidates  who  successfully  complete 
the  Part  I examinations  proceed  automatically  to  the 
Part  II  examinations  held  later  in  the  year. 

Applications  for  admission  to  Group  B,  Part  I, 
examinations  must  be  on  file  in  the  Secretary’s  of- 
fice not  later  than  October  4,  1939. 

The  general  oral  and  pathological  examinations 
(Part  II)  for  all  candidates  (Groups  A and  B)  will 
be  conducted  by  the  entire  Board,  meeting  in  Atlan- 
tic City,  N.  J.,  on  June  7,  8,  and  9,  1940,  immediately 
prior  to  the  annual  meeting  of  the  American  Medi- 
cal Association  to  be  held  in  New  York  City  from 
June  10  to  14,  inclusive. 

Applications  for  admission  to  Group  A,  Part  II 
examinations  must  be  on  file  in  the  Secretary’s  of- 
fice not  later  than  March  15,  1940. 

For  further  information  and  application  blanks, 
address  Dr.  Paul  Titus,  Secretary,  1015  Highland 
Building,  Pittsburgh  (6),  Pennsylvania. 


The  University  of  Wisconsin  Medical 
School  is  to  conduct  an  Institute  for  the  Con- 
sideration of  the  Blood  and  Blood-forming 
Organs,  September  4-6,  1939.  The  program 
is  to  include  papers  and  round-table  discus- 
sions by  European  and  American  workers  in 
the  field  of  hematology.  In  addition  to  the 
discussions,  the  following  formal  papers  are 
to  be  presented : 


Dr.  L.  J.  Witts,  Oxford,  England,  Anemias  due  to 
Iron  Deficiency. 

Dr.  Cecil  J.  Watson,  Minneapolis,  The  Porphyrins 
and  Diseases  of  the  Blood. 

Dr.  Cornelius  P.  Rhoads,  New  York,  Aplastic 
Anemia. 

Dr.  E.  Meulengracht,  Copenhagen,  Denmark,  Some 
Etiological  Factors  in  Pernicious  Anemia  and  Relat- 
ed Macrocytic  Anemias. 

Dr.  Harry  Eagle,  Baltimore,  The  Coagulation  of 
Blood. 

Dr.  George  R.  Minot,  Boston,  Anemias  of  Nutri- 
tional Deficiency. 

Dr.  Russell  L.  Haden,  Cleveland,  The  Nature  of  the 
Hemolytic  Anemias. 

Dr.  Jacob  Furth,  New  York,  Experimental  Leuk- 
emia. 

Dr.  Claude  E.  Forkner,  New  York,  Monocytic 
Leukemia  and  Aleukocythemic  Leukemia. 

Dr.  Edward  B.  Krumbhaar,  Philadelphia,  Hodg- 
kin’s Disease. 

Dr.  Louis  K.  Diamond,  Boston,  The  Erythroblastic 
Anemias. 

Dr.  Edwin  E.  Osgood,  Portland,  Marrow  Cultures. 

Dr.  Charles  A.  Doan,  Columbus,  The  Reticulo-En- 
dothelial  System. 

Prof.  Hal  Downey,  Minneapolis,  Infectious  Mono- 
nucleosis. 

Dr.  Paul  Reznikoff,  New  York,  Polycythemia. 

Physicians  and  others  who  are  interested 
are  cordially  invited.  A detailed  program 
may  be  obtained  by  addressing  Dr.  Ovid  O. 
Meyer,  Chairman  of  Program  Committee, 
University  of  Wisconsin  Medical  School, 
Madison,  Wisconsin. 


The  18th  annual  scientific  and  clinical  ses- 
sion of  the  American  Congress  of  Physical 
Therapy  will  be  held  September  5,  6,  7,  8, 
1939  at  the  Hotel  Pennsylvania,  New  York 
City.  Preceding  these  sessions  the  Congress 
will  conduct  an  intensive  instruction  seminar 
in  physical  therapy  for  physicians  and  tech- 
nicians, August  30,  31,  September  1 and  2. 

Physicians  are  urged  to  plan  their  vacation  for 
these  periods  and  bring  their  families  to  New  York 
for  the  World’s  Fair.  Ample  time  has  been  provid- 
ed for  during  the  convention  to  visit  the  fair  and 
enjoy  the  various  activities  of  America’s  metropolis. 

While  the  convention  proper  will  have  numerous 
special  program  features  of  scientific  interest,  the 
added  attraction  of  the  World’s  Fair  should  make  it 
extremely  worth  while  for  every  physician  to  come 
to  New  York  and  spend  a most  profitable  vacation. 

The  instruction  seminar  should  prove  of  unusual 
interest  to  physicians  and  technicians.  The  clinics 
which  comprise  half  of  the  schedule  make  this  course 
outstanding  for  its  practical  value.  As  in  the  past 
outstanding  clinicians  and  teachers  will  participate. 
Registration  is  limited  to  100  and  is  by  application 
only.  For  information  concerning  seminar  and  pre- 
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liminary  program  of  convention  proper,  address 
American  Congress  of  Physical  Therapy,  30  North 
Michigan  Avenue,  Chicago. 


The  ninth  annual  Convention  of  the  Bio- 
logical Photographic  Association  will  be  held 
September  14-16th,  at  the  Mellon  Institute 
for  Industrial  Research,  Pittsburgh,  Pa.  The 
program  will  be  of  interest  to  scientific  pho- 
tographers, scientists  who  use  photography 
as  an  aid  in  their  work,  teachers  in  the  bio- 
logical fields,  technical  experts  and  serious 
amateurs.  It  will  include  discussions  of  mo- 
tion picture  and  still  photography,  photomi- 
crography, color  and  monochrome  films,  pro- 
cessing, etc.,  all  in  the  field  of  scientific  il- 
lustrating. Up-to-date  equipment  will  be 
shown  in  the  technical  exhibit ; and  the  Print 
Salon  will  display  the  work  of  many  of  the 
leading  biological  photographers  here  and 
abroad. 

The  Biographical  Photographic  Association  was 
founded  nine  years  ago  because  of  the  growing  need 
for  expert  illustrative  material  for  scientific  research 
and  teaching.  Many  workers  were  solving  their 
problems  in  their  own  way.  But  obviously  they 
were  wasting  their  time  and  effort  in  individually 
repeating  experiments  that  had  been  worked  out 
elsewhere.  The  B.  P.  A.  was  formed  to  act  as  a 
clearing  house  for  new  ideas,  to  pool  experiences,  re- 
cord standard  procedures  and  disseminate  informa- 
tion. Its  aims  were  scientific  and  all  services  have 
been  volunteered  by  officers  and  members  on  a non- 
profit basis. 

The  B.  P.  A.  Journal  is  published  quarterly,  con- 
stituting a Volume  of  about  250  pages,  which  is  furn- 
ished free  to  members.  Membership  privileges  in- 
clude an  authoritative  question  and  answer  service; 
also  the  right  to  borrow  loan  albums  and  exhibits  of 
scientific  prints  for  study  and  display. 

Further  information  about  the  Association 
and  the  Convention  may  be  obtained  by  writ- 
ing the  Secretary  of  the  Biological  Photo- 
graphic Association,  University  Office,  Ma- 
gee Hospital,  Pittsburgh,  Pennsylvania. 


PROCEEDINGS  OF  ANNUAL  ASSEMBLY 

(Continued  from  June  Issue) 

Mr.  Speaker,  Officers  and  members  of  the  House 
of  Delegates: 

As  one  of  your  two  delegates  to  the  American 
Medical  Association,  it  falls  to  my  lot  to  make  this 
report  to  you.  This  having  been  my  first  term  as 
your  representative  to  the  American  Medical  Asso- 
ciation, I feel  I must  tell  you  that  I am  honored  in 
this  privilege  to  represent  you,  especially  after  at- 
tending the  meeting  in  San  Francisco,  June  13-17 
and  the  Special  Meeting  in  Chicago,  September  16- 
17. 


I never  realized  the  size  of  the  organization  and 
the  orderly  methods  of  transacting  the  business  of 
the  Association,  an  Association  with  gross  earnings 
of  over  one  and  a half  million,  operating  expenses 
of  almost  one  million,  net  income  of  $122,242.92. 
$83,563.74  of  this  is  income  from  investments  and 
the  actual  net  operating  income  $38,679.18. 

My  first  reaction  at  the  session  of  the  House  of 
Delegates  was  like  that  of  a foreigner  in  a foreign 
land,  a neophyte  without  any  friends  of  influence. 
However,  I am  here  to  tell  you  that  the  American 
Medical  Association  is  a real  organization,  that  it  is 
a democratic  institution,  that  the  House  of  Delegates 
is  its  governing  body  through  its  elected  officers, 
and  that  it  is  your  Association.  The  House  of  Dele- 
gates transacts  a large  volume  of  business  and  there- 
fore, I will  not  go  into  the  activities  in  detail  because 
all  its  transactions  have  been  published  in  Volume 
III,  but  I will  mention  just  a few  of  the  highlights. 

After  organization  of  the  House  of  Delegates,  the 
address  of  the  President,  Dr.  J.  H.  Upham,  Presi- 
dent-elect Irvin  Abell  and  the  Speaker,  Dr.  N.  B.  Van 
Etten,  were  given.  They  were  well  received.  All 
three  concerned  themselves  mostly  with  social  eco- 
nomic problems  before  us  today  in  the  practice  of 
medicine.  All  three  addresses  are  highly  recom- 
mended to  you  for  your  consideration. 

The  Secretary,  Dr.  Olin  West,  submitted  his  well- 
written  report  about  the  affairs  of  the  Association. 
The  Board  of  Trustees  submitted  their  report  on  the 
condition  of  the  Association,  and  also  a resolution 
adopted  by  the  Board  on  the  death  of  Dr.  Geo.  H. 
Simmons,  who  served  the  Association  for  many  years 
as  Secretary,  Editor  and  General  Manager.  Reports 
of  the  various  bureaus  and  councils  were  also  pre- 
sented. Many  resolutions  were  introduced  by  dele- 
gates over  a variety  of  subjects,  from  use  of  Sulfan- 
ilamide, butter  as  a food,  Birth  of  a Baby  in  Motion 
Pictures,  Hospital  Insurance,  Fee  Schedules,  Medical 
Ethics  and  many  more. 

One  important  resolution  presented  by  Dr.  W.  R. 
Maloney  of  California,  was  a resolution  requiring  of 
foreign  graduates  full  citizenship  in  the  United 
States.  This  resolution  was  adopted  by  the  House 
of  Delegates. 

A resolution  was  introduced  by  Dr.  Spencer  Snede- 
cor  of  New  Jersey,  relative  to  the  writings  of  the 
Editor  of  the  Journal.  This  matter  was  considered 
in  the  Executive  Session  in  the  Committee  of  the 
Whole,  from  which  the  following  report  was  issued: 

The  Committee  of  the  Whole  recommends  that  the 
House  of  Delegates  express  its  complete  confidence 
in  and  respect  for  the  Editor  of  the  Journal  of  the 
American  Medical  Association,  wish  him  Godspeed  in 
going  forward  in  the  splendid  work  he  is  doing. 

Secondly,  the  Committee  of  the  Whole  recommends 
that  the  resolution  introduced  from  New  Jersey, 
relative  to  the  Editor  of  the  Journal,  be  defeated. 

The  House  of  Delegates  approved  the  first  and 
second  sections  of  the  report. 

Probably  the  most  important  address  was  the  one 
prepared  by  Miss  Josephine  Roche,  Chairman  of  the 
Interdepartmental  Committee  to  coordinate  Health 
and  Welfare  activities  of  the  Federal  Government, 
and  given  by  Dr.  W.  T.  Draper,  Public  Health  Serv- 
ice. This  address  was  the  first  official  communica- 
tion submitted  to  the  Association  by  this  Govern- 
mental Committee.  The  Reference  Committee,  to 
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which  this  address  was  referred,  reported  back,  con- 
ciliatory in  nature,  although  disagreeing  with  some 
statements  in  the  address.  This  same  program  was 
to  be  submitted  to  a National  Health  Conference  to 
which  our  officers  and  leaders  were  invited  to  at- 
tend. 

You  will  remembed  that  our  representatives  at- 
tended the  meeting  but  did  not  fare  so  well,  and  as  a 
result,  a special  session  of  the  House  of  Delegates 
was  called  last  September  16-17. 

The  election  of  officers  was  the  last  order  of  busi- 
ness. Dr.  Rock  Sleyster,  Wauwatosa,  Wisconsin, 
was  elected  President-elect.  Dr.  Olin  West  was  re- 
elected Secretary.  Dr.  H.  H.  Shoulders  of  Nashville, 
Tennessee,  was  elected  to  Speaker  of  the  House  and 
to  fill  the  vacancy  left  by  him  as  Vice-speaker,  Ne- 
braska received  recognition  in  the  election  of  Dr.  Roy 
W.  Fouts  as  Vice-speaker. 

Places  of  meetings  were  selected  as  follows: 

St.  Louis 1939 

New  York 1940 

Cleveland 1941 

A Special  Meeting  was  called  September  16-17  in 
Chicago,  to  consider  the  National  Health  Program, 
submitted  to  the  National  Health  Conference  by  the 
Interdepartmental  Committee.  As  you  will  remem- 
ber, this  subject  has  previously  been  touched  upon  in 
discussing  the  address  prepared  by  Miss  Josephine 
Roche,  Chairman  of  the  Interdepartmental  Commit- 
tee, appointed  by  the  President  in  1935,  after  pass- 
age of  the  Social  Security  Act.  Other  members  of 
the  Committee  were: 

Josephine  Roche,  Chairman. 

E.  L.  Bishop,  Executive  Secretary. 

A.  J.  Altmeyer,  Chairman  Social  Security  Board. 

Oscar  L.  Chapman,  Asst.  Secretary  of  the  Interior. 

C.  V.  McLaughlin,  Asst.  Secretary  of  Labor. 

M.  L.  Wilson,  Under  Secretary  of  Agriculture. 

Technical  Committee  on  Medical  Care 

Martha  Eliot,  Children’s  Bureau. 

I.  S.  Falk,  Social  Security  Board. 

J.  W.  Mountin,  Public  Health  Service. 

Geo.  St.  John  Perrott,  Public  Health  Service. 

Clifford  W.  Waller,  Public  Health  Service. 

This  Committee  brought  in  a program  with  five 
recommendations,  as  follows: 

Recommendation  1:  Expansion  of  public  health 

and  maternal  and  child  health  services. 

Recommendation  2:  Expansion  of  hospital  facili- 

ties. 

Recommendation  3:  Medical  care  for  the  medical- 

ly needy. 

Recommendation  4:  A general  program  of  medi- 

cal care. 

Recommendation  5:  Insurance  against  loss  of 

wages  during  sickness. 

Cost  of  program  $850,000,000  per  annum. 

In  order  to  consider  the  National  Health  Program, 
a committee  of  five  was  appointed  as  the  main  com- 
mittee. Each  one  on  this  Committee  was  appointed 
chairman  of  a sub-committee  of  five,  making  five 
committees.  Each  committee  to  hold  hearings  on 
one  recommendation  of  the  five  in  the  National 
Health  Program. 

The  Delegates  worked  hard  and  long  in  consider- 
ing the  various  phases  and  suggestions  in  dealing 
with  this  program.  There  were  hundreds  of  plans 


submitted,  but  after  due  deliberation  the  Committee 
made  a report  which  was  adopted  and  which  I recom- 
mend that  you  read,  which  was  published  in  the  Sep- 
tember 24  Journal,  page  1215. 

Recommendation  1:  It  starts  with  the  recom- 

mendation of  establishing  a Federal  Department  of 
health  with  a secretary  who  shall  be  a doctor  of 
medicine  and  a member  of  the  President’s  Cabinet. 

A Committee  was  appointed  by  the  Speaker  to 
confer  and  consult  with  proper  Federal  Representa- 
tives. 

This  report  is  but  a brief  synopsis  of  the  two 
meetings.  Full  details  have  been  published. 

Respectfully  submitted, 

K.  S.  J.  HOHLEN. 


WOMAN’S  AUXILIARY 

President — Mrs.  James  E.  M.  Thompson,  Lincoln. 
President-Elect — Mrs.  A.  D.  Brown,  Grand  Island. 
Secretary — Mrs.  Walter  W.  Carveth,  Lincoln. 
Treasurer — Mrs.  Harley  Anderson,  Omaha. 

First  Vice  President — Mrs.  Olin  J.  Cameron,  Omaha. 
Second  Vice  President — Mrs.  Allan  Campbell,  Lincoln. 


Announcement  that  the  July  Nebraska 
State  Medical  Journal  would  be  devoted  to  re- 
ports of  the  annual  meeting-  of  the  American 
Medical  Association  in  St.  Louis  called  for  a 
similar  response  from  the  Woman’s  Auxil- 
iary. 

Seldom  is  a woman’s  auxiliary  to  a men’s 
organization  received  and  entertained  with 
such  meticulous  detail  as  was  accorded  this 
group  by  the  hostesses,  the  Woman’s  auxil- 
iary to  the  St.  Louis  Medical  Society.  And 
seldom  is  one  state  so  honored  in  representa- 
tion as  was  Nebraska  this  year. 

Mrs.  C.  C.  Tomlinson  of  Omaha,  National 
president,  has  been  so  generous  during  the 
past  year  in  sharing  her  honor  with  her  co- 
auxiliary members  in  Nebraska,  that  we  ac- 
tually felt  a share  in  her  responsibilities  and 
realized  with  the  keenest  appreciation  the 
duties  and  privileges  which  came  to  her  in 
this  extraordinary  official  appearance.  A 
beautiful  exemplification  of  the  friendship 
and  confident  understanding  developed  from 
years  of  close  association  in  our  state  offices 
was  shown  in  the  able  support  given  her  by 
Mrs.  J.  Mac  Woodward,  of  Lincoln,  as  nation- 
al corresponding  secretary.  Our  state  aux- 
iliary remembered  both  these  honored  mem- 
bers at  the  Wednesday  meeting,  Mrs.  Wood- 
ward with  gardenias,  Mrs.  Tomlinson  with  an 
engraved  silver  bowl,  graciously  presented  by 
Mrs.  E.  W.  Rowe  in  behalf  of  the  Nebraska 
Auxiliary  as  a token  of  our  pride  and  loyalty. 

Convention  headquarters  were  at  Hotel 
Chase.  The  entire  mornings  were  given  to 
business  sessions  and  the  afternoons  to  social 
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activities  at  which  many  former  friendships 
were  renewed  and  new  acquaintances  made. 
Mrs.  Willard  Bartlett,  general  chairman  of 
arrangements,  held  the  same  position  of  re- 
sponsibility when  the  National  Auxiliary  was 
organized  during  the  meeting  of  A.  M.  A.  in 
St.  Louis  seventeen  years  ago.  Our  gracious 
entertainment  was  the  result  of  the  untiring 
efforts  of  Mrs.  Bartlett  and  her  well  organ- 
ized committees. 

The  visit  to  St.  Louis  County  private  gar- 
dens with  beautifully  appointed  tea  tables 
presided  over  by  truly  hospitable  hostesses  at 
each  stop,  the  Southern  Breakfast  at  the 
Chase  Hotel,  the  luncheon  at  the  St.  Louis 
Woman’s  Club  attended  by  over  400  women, 
the  annual  formal  luncheon  at  which  Dr. 
Rock  Sleyster,  newly  elected  president  of  the 
American  Medical  Association  was  guest 
speaker,  the  complimentary  buffet  supper 
and  style  show  in  honor  of  the  Founders  and 
of  the  National  president,  were  all  that  could 
be  asked  for  as  outstanding  social  occasions. 

Nebraska  was  well  represented  by  Auxil- 
iary members.  For  women  who  have  long 
worked  in  organized  groups  there  were  many 
new  ideas  for  developing  and  enlarging  their 
programs;  for  new  members  and  members- 
at-large  there  was  inspiration  to  become  a 
more  integral  part  of  an  organization  with 
such  oneness  in  purpose. 

Mrs.  Chas.  E.  Abbott, 

Organization  Chairman. 


ST.  LOUIS  SESSION 

“The  St.  Louis  session  of  1939  takes  its  place  along 
with  all  the  other  recent  annual  sessions  of  the 
American  Medical  Association  as  setting  a peak  for 
medical  assemblages,”  The  Journal  of  the  Associa- 
tion says  editorially  in  its  May  27  issue. 

“Foremost  again  among  the  features  of  the  meet- 
ings was  the  Scientific  Exhibit  pronounced  by  most 
of  the  physicians  in  attendance  the  greatest  oppor- 
tunity for  concentrated  graduate  education  available 
anywhere  in  the  world.  In  each  of  the  exhibit 
spaces  scientists  recognized  for  their  accomplish- 
ments in  various  fields  of  investigation,  teaching  and 
practice  demonstrated  the  highlights  of  their  work. 
In  many  places  visitors  found  it  difficult  to  pass 
through  the  aisles  because  of  the  great  numbers  of 
physicians  assembled  to  hear  lectures  and  to  see 
demonstrations.  Simultaneously  motion  pictures  were 
being  used  to  reveal  the  actual  application  of  new 
technics  in  medical  care.  Special  exhibits  devoted 
to  the  diagnosis  and  treatment  of  pneumonia,  of  dia- 
betes and  of  fractures  were  especially  useful  be- 
cause they  were  cooperative  features  which  thor- 
oughly digested  the  subjects  with  which  they  were 
concerned. 


“The  attendance  at  the  annual  session  was  7,412, 
which  made  this,  of  course,  the  largest  meeting  of 
physicians  ever  held  in  the  city  of  St.  Louis,  a fig- 
ure which  compared  favorably  with  the  numbers  at- 
tracted by  meetings  held  even  in  the  centers  of  popu- 
lation. The  hotels  of  the  community  were  taxed  to 
their  capacity,  as  were  all  the  other  convention  fa- 
cilities. Yet  the  quality  of  material  available  was  so 
excellent  that  few  physicians  complained  when  minor 
difficulties  were  experienced.  Indeed,  exhibitors  in 
the  technical  exhibit  expressed  universal  gratifica- 
tion in  the  attendance  and  in  the  interest  shown.  On 
the  last  day  of  the  session  all  were  well-nigh  ex- 
hausted by  the  manner  in  which  their  capacity  had 
been  taxed  by  the  interested  questioners.  The  tech- 
nical exhibits  again  indicated  that  manufacturers 
realize  the  value  of  scientific  demonstration  rather 
than  salesmanship  in  interesting  the  prospective  pur- 
chaser in  the  medical  field. 

“In  the  Scientific  Assembly,  new  technics  of  edu- 
cation had  been  developed  under  the  leadership  of 
Dr.  James  Paullin,  chairman  of  the  Council  on  Sci- 
entific Assembly.  Combined  meetings,  particularly 
on  the  last  day  of  the  session,  and  the  panel  discus- 
sions which  prevailed  in  the  general  scientific  ses- 
sions, attracted  large  numbers  of  physicians,  whose 
interest  was  shown  by  the  fact  that  questions  were 
asked  of  the  participants  in  the  panels  for  more  than 
an  hour  after  the  preliminary  discussions  were  made. 
The  features  of  the  scientific  program  were,  of 
course,  the  newer  investigations  in  industrial  medi- 
cine, the  use  of  sulfanilamide  and  sulfapyridrine,  the 
vitamins  and  the  glands.  This  material  will  be  re- 
flected in  the  pages  of  The  Journal  within  the  next 
few  months. 

“The  sessions  of  the  House  of  Delegates  were  not- 
able for  unanimity  of  action  and  for  the  well-nigh 
perfect  harmony  which  prevailed.  The  topic  of 
greatest  significance  was  the  point  of  view  in  rela- 
tionship to  the  proposed  Wagner  health  act.  As  will 
be  seen  from  the  minutes  of  the  House  of  Delegates, 
the  reference  committee  to  which  this  matter  was 
assigned  prepared  a concentrated  analytical  report 
which  was  adopted  by  the  House  of  Delegates  on 
the  first  motion  without  a dissenting  vote  and  even 
without  any  attempt  at  discussion  by  individual 
members.  Interesting  also  to  the  House  of  Dele- 
gates was  the  action  taken  regarding  the  amendment 
to  the  By-Laws  in  order  to  increase  the  capacity  and 
function  of  the  Council  on  Medical  Education  and 
Hospitals.  By  the  new  action  the  Council  will  be 
increased  to  nine  members,  who  are  to  be  selected 
because  of  their  special  interest  in  the  various  as- 
pects of  medical  education,  including  premedical  edu- 
cation, undergraduate  and  graduate  education,  as 
well  as  the  work  of  the  hospitals.  A preamble  to 
this  resolution  indicated  that  it  was  the  desire  of  the 
House  of  Delegates  to  keep  the  work  abreast  of  the 
newer  developments  in  this  field,  particularly  the 
certifying  boards  in  the  medical  specialties,  the  as- 
sociated residences  in  hospitals,  and  the  work  of  the 
special  societies  which  have  grown  apace  in  medi- 
cine in  recent  years.  Attention  was  attracted  also 
by  the  resolution  regarding  membership  of  Negro 
physicians  in  the  American  Medical  Association  and 
requesting  a special  representative  of  women  in  the 
House  of  Delegates.  Both  the  resolutions  and  the 
subsequent  action  seem  to  have  been  somewhat  mis- 
understood by  the  press.  Eventually  it  was  made 
clear  that  Negroes  may  hold  membership  in  county 
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medical  societies  in  many  of  the  states,  and  that 
even  in  southern  portions  of  the  United  States  at- 
tempts are  constantly  made  to  provide  Negro  physi- 
cians with  the  full  scientific  benefits  of  medical  or- 
ganization. Moreover,  it  was  again  emphasized  that 
under  the  democratic  system  of  government  the 
county  medical  societies  must  be  the  determiners  of 
their  membership.  Part  of  the  difficulty  arises  be- 
cause government  relief  agencies  in  the  South  refuse 
to  utilize  the  services  of  Negro  physicians  for  Negro 
patients,  claiming  lack  of  membership  in  the  Ameri- 
can Medical  Association  as  the  reason.  The  resolu- 
tion asking  that  a woman  be  regularly  seated  in  the 
House  of  Delegates  was  defeated.  Women  have  on 
occasion  been  regularly  elected  to  the  House  of  Dele- 
gates and  have  served  efficiently.  There  is  at  pres- 
ent no  bar  to  the  election  of  women  by  any  constitu- 
ent association. 


“During  the  week  the  press,  the  radio  and  all 
other  avenues  of  publicity  were  cooperative  so  that 
there  were  numerous  broadcasts,  both  locally  and 
nationally,  and  the  pages  of  the  local  press  were  re- 
plete with  material  developed  by  the  convention. 
Most  of  the  great  press  services  were  also  represent- 
ed and  papers  at  a considerable  distance  used  much 
material  from  the  St.  Louis  meeting.  The  accuracy 
of  the  scientific  reporting  was  most  commendable. 

“Entertainment  at  the  St.  Louis  session  was  pro- 
fuse. Every  available  space  in  every  hotel  was  con- 
stantly in  use  for  special  events,  many  of  them  ar- 
ranged by  fraternities,  alumni  associations,  honor- 
ary societies  or  specialistic  groups  and  many  of  them 
developed  by  the  Woman’s  Auxiliary  in  the  course  of 
its  annual  session.  Indeed,  the  officers  of  the  Wom- 
an’s Auxiliary  expressed  themselves  as  more  than 
pleased  with  the  annual  session  and  with  the  ar- 
rangements that  had  been  made.” 

The  following  Nebraskans  were  registered  at  the 
sessions: 


Abbott,  C.  E.,  Minden 
Albertson,  M.  A.,  Fair- 
mont 

Andersen,  M.  C.,  Omaha 
Baker,  C.  P.,  Omaha 
Barry,  M.  W.,  Omaha 
Bean,  F.  J.,  Omaha 
Bennett,  A.  E.,  Omaha 
Bisgard,  J.  D.,  Omaha 
Blum,  Henry,  Lincoln 
Blume,  W.  R.,  So.  Sioux 
City 

Bradley,  J.  D.,  Pender 
Brown,  A.  J.,  Omaha 
Brown,  H.  R.,  Beatrice 
Brown,  J.  P.,  O’Neill 
Broz,  J.  S.,  Alliance 
Burrell,  R.  H.,  Creighton 
Carnazzo,  J.  S.,  Omaha 
Churchill,  I.  W.,  Lincoln 
Clarke,  F.  S.,  Omaha 
Cloyd,  A.  D.,  Omaha 
Conlin,  Frank  M.,  Omaha 
Connolly,  A.  E.,  Omaha 
Covey,  G.  W.,  Lincoln 
Davis,  H.  H.,  Omaha 
Davis,  J.  C.,  Omaha 
Dunn,  F.  L.,  Omaha 
Dowell,  D.  A.,  Omaha 
Erman,  J.  M.,  Omaha 
Ewing,  B.  F.,  Omaha 
Faier,  S.  Z.,  Omaha 
Ferciot,  C.  F.,  Lincoln 
Fouts,  R.  W.,  Omaha 


Frazer,  M.  D.,  Scotts- 
bluff 

Gerald,  H.  F.,  Omaha 
Gilligan,  J.  P.,  Nebraska 
City 

Greene,  J.  M.,  Falls  City 
Grier,  M.  E.,  Omaha 
Grodinsky,  M.,  Omaha 
Guildner,  C.  W.,  Kenesaw 
Hamilton,  H.  B.,  Omaha 
Haney,  W.  P.,  Omaha 
Hanisch,  L.  E.,  Omaha 
Hansen,  E.  M.,  Lincoln 
Harry,  R.  E.,  York 
Harvey,  H.  E.,  Lincoln 
Hays,  E.  R.,  Omaha 
Heim,  H.  S.,  Humboldt 
Heine,  L.  H.,  Fremont 
Henry,  E.  C.,  Omaha 
Henske,  J.  A.,  Omaha 
Hohlen,  K.  S.  J.,  Lincoln 
Hompes,  J.  J.,  Lincoln 
Hook,  R.  A.,  Rushville 
Howard,  M.  C.,  Omaha 
Hunt,  H.  B.,  Omaha 
Jensen,  W.  P.,  Omaha 
Johnson,  H.  F.,  Omaha 
Johnson,  J.  M.,  Hart- 
ington 

Jones,  W.,  Omaha 
Judd,  J.  H.,  Omaha 
Keegan,  J.  J.,  Omaha 
Kelly,  J.  F.,  Omaha 
Kennedy,  H.  B.,  Omaha 


Kildebeck,  J.  C.,  Emerson 
Kilian,  L.  J.,  Wakefield 
Kindred,  H.  L.,  Meadow 
Grove 

Kirk,  E.  J.,  Omaha 
Knittel,  S.,  Ingleside 
Korol,  E.,  Lincoln 
Lanphier,  V.  A.,  Omaha 
Lindquest,  A.  B.,  Omaha 
Liston,  O.  E.,  Elmwood 
Luikart,  Ralph,  Omaha 
MacQuiddy,  L.  E., 
Omaha 

McCarthy,  J.  D.,  Omaha 
McEachen,  E.  L.,  Omaha 
McGrath,  Wm.,  Grand 
Island 

McLaughlin,  C.  W.,  Jr., 
Omaha 

McMartin,  W.  J.,  Omaha 
Mackechnie,  W.  D., 
Indianola 

Margolin,  M.,  Omaha 
Martin,  J.  W.,  Omaha 
Maxwell,  J.  T.,  Omaha 
Miller,  E.  R.,  Lincoln 
Miller,  S.  D.,  Lincoln 
Moritz,  J.  R.,  Beatrice 
Moody,  W.  B.,  Omaha 
Morgan,  H.  S.,  Lincoln 
Moyer,  T.  C.,  Lincoln 
Murphy,  J.  H.,  Omaha 
Neely,  J.  M.,  Lincoln 
Niehaus,  F.  W.,  Omaha 
Olney,  R.  C.,  Lincoln 
Orr,  H.  W.,  Lincoln 
Owens,  C.  A.,  Omaha 
Palmer,  R.  B.,  Lincoln 
Peterson,  T.  X.,  Holdrege 
Pierson,  C.  A.,  Beemer 
Phipps,  J.  A.,  Scottsbluff 
Platt,  O.  R.,  North  Platte 
Porter,  Elmer,  Omaha 
Prescott,  K.  E.,  Long  Pine 
Pugsley,  G.  W.,  Bayard 
Quigley,  D.  T.,  Omaha 
Ranee,  W.  T.,  Omaha 


Reed,  E.  B.,  Lincoln 
Reed,  R.  R.,  McCook 
Reeder,  W.  J.,  Cedar 
Rapids 

Robertson,  G.  E.,  Omaha 
Rork,  L.  W.,  Hastings 
Rosenberg,  D.  S.,  Franklin 
Rowe,  E.  W.,  Lincoln 
Russell,  G.  W.,  Lincoln 
Sachs,  A.,  Omaha 
Sage,  E.  C.,  Omaha 
Selby,  C.  A.,  North  Platte 
Sharpe,  J.  C.,  Omaha 
Shike,  W.  E.,  Gering 
Simmons,  E.  E.,  Omaha 
Slutzky,  B.,  Omaha 
Smith,  A.  A.,  Hastings 
Smith,  A.  L.,  Lincoln 
Smith,  M.  C.,  Lincoln 
Smrha,  V.  V.,  Milligan 
Stastny,  Olga,  Omaha 
Steenberg,  E.  K.,  Aurora 
Sucha,  W.  L.,  Omaha 
Sullivan,  Kathleen, 

Omaha 

Sullivan,  H.  T.,  Omaha 
Swab,  C.  M.,  Omaha 
Teal,  F.  F.,  Lincoln 
Thompson,  C.  Q.,  Omaha 
Thompson,  I.  L.,  West 
Point 

Thomson,  J.  E.  M., 
Lincoln 

Tollman,  J.  C.,  Omaha 
Tomlinson,  C.  C.,  Omaha 
Tompkins,  C.  A.,  Omaha 
Torpy,  T.  W.,  Omaha 
Tyler,  A.  F.,  Omaha 
Waggener,  J.  T.,  Adams 
Warner,  Ruth  A.,  Lincoln 
Waterman,  J.  H.,  Ingleside 
Wigton,  H.  A.,  Omaha 
Wildhaber,  W.  T., 

Beatrice 

Willis,  J.  M.,  McCook 
Willis,  J.  M.,  McCook 
Whitehead,  E.  I.,  Alliance 


The  Reference  Committee  of  the  House  of 

Delegates  of  the  American  Medical  As- 
sociation Summarizes  the  Evils  of 
the  Wagner  Health  Bill 

1.  The  Wagner  Health  Bill  does  not  rec- 
ognize either  the  spirit  or  the  text  of  the  res- 
olutions adopted  by  the  House  of  Delegates 
of  the  American  Medical  Association  in  Sep- 
tember, 1938. 

2.  The  House  of  Delegates  cannot  ap- 
prove the  methods  by  which  the  objectives 
of  the  National  Health  Program  are  to  be  ob- 
tained. 

3.  The  Wagner  Health  Bill  does  not  safe- 
guard in  any  way  the  continued  existence  of 
the  private  practitioners  who  have  always 
brought  to  the  people  the  benefits  of  scien- 
tific research  and  treatment. 

4.  The  Wagner  Health  Bill  does  not  pro- 
vide for  the  use  of  the  thousands  of  vacant 
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beds  now  available  in  hundreds  of  church  and 
community  general  hospitals. 

5.  The  Bill  proposes  to  make  federal  aid 
for  medical  care  the  rule  rather  than  the  ex- 
ception. 

6.  The  Wagner  Health  Bill  does  not  rec- 
ognize the  need  for  suitable  food,  sanitary 
housing  and  the  improvement  of  other  envi- 
ronmental conditions  necessary  to  the  con- 
tinuous prevention  of  disease. 

7.  The  Wagner  Health  Bill  insidiously 
promotes  the  development  of  a complete  sys- 
tem of  tax  supported  governmental  medical 
care. 

8.  While  the  Wagner  Health  Bill  provides 
compensation  for  loss  of  wages  during  ill- 
ness, it  also  proposes  to  provide  complete 
medical  service  in  addition  to  such  compensa- 
tion. 

9.  The  Wagner  Health  Bill  provides  for 
supreme  federal  control:  federal  agents  are 
given  authority  to  disapprove  plans  proposed 
by  the  individual  states. 

10.  The  Wagner  Health  Bill  prescribes  no 
method  for  determining  the  nature  and  ex- 
tent of  the  needs  for  preventive  and  other 
medical  services  for  which  it  proposes  allot- 
ments of  funds. 

11.  The  Wagner  Health  Bill  is  inconsist- 
ent with  the  fundamental  principles  of  medi- 
cal care  established  by  scientific  medical  ex- 
perience and  is  therefore  contrary  to  the  best 
interests  of  the  American  people. 

12.  The  fortunte  health  conditions  which 
prevail  in  the  United  States  cannot  be  dis- 
associated from  the  prevailing  standards  and 
methods  of  medical  practice. 

13.  No  other  profession  ’and  no  other 
group  have  done  more  for  the  improvement 
of  public  health,  the  prevention  of  disease 
and  the  care  of  the  sick  than  have  the  medi- 
cal profession  and  the  American  Medical  As- 
sociation. 

14.  The  American  Medical  Association 
would  fail  in  its  public  trust  if  it  neglected 
to  express  itself  unmistakably  and  emphatic- 
ally regarding  any  threat  to  the  national 
health  and  well  being.  It  must,  therefore, 
speaking  with  professional  competence,  op- 
pose the  Wagner  Health  Bill. 

15.  The  House  of  Delegates  would  urge 
the  development  of  a mechanism  for  meeting 


the  needs  for  expansion  of  preventive  medi- 
cal services,  extension  of  medical  care  for  the 
indigent  and  the  medically  indigent,  with  lo- 
cal determination  of  needs  and  local  control 
of  administration,  within  the  philosophy  of 
the  American  form  of  government  and  with- 
out damage  to  the  quality  of  medical  service. 

16.  The  fundamental  question  is  how  and 
when  a state  should  be  given  financial  aid  by 
the  Federal  government  out  of  the  resources 
of  the  states  as  a whole,  pooled  in  the  Federal 
Treasury. 
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The  State  Legislature  adjourned  without  a 
decision  on  the  group  hospital  insurance  bill. 
This  bill  would  have  enabled  a group  insur- 
ance plan  for  hospitalization  on  the  basis  of 
the  group  hospitalization  project  advocated 
by  the  National  Hospital  Association.  The 
bill  was  introduced  by  Dr.  A.  L.  Miller,  presi- 
dent of  our  Association.  According  to  pres- 
ent reports  no  organized  opposition  appeared 
against  the  bill  and  it  was  killed  with  all 
other  bills  on  general  file  to  hasten  the  time 
for  adjournment. 


Blair  again  has  a hospital.  The  former 
Court  View  Hospital  which  was  closed,  as  so 
many  other  hospitals  go  under,  for  financial 
reasons,  was  reopened  as  the  Blair  Hospital 
recently.  Mrs.  F.  J.  Sallman,  formerly  of  St. 
Paul,  Nebraska,  is  in  charge. 


The  Atkinson  General  Hospital  closed  early 
in  June.  Dr.  W.  J.  Douglas,  who  was  instru- 
mental in  establishing  this  hospital  many 
years  ago,  gave  this  statement  to  the  local 
press.  “The  expense  of  running  a hospital 
is  large  and  it  is  only  by  the  support  of  the 
local  community  that  it  can  exist,  and  with- 
out that  support  it  must  close  its  doors. 


Dr.  Elizabeth  Mason  Holt  is  president- 
elect for  1940  of  the  American  Medical  Wom- 
en’s Association.  She  was  elected  at  the  last 
annual  meeting  of  this  Association  in  St. 
Louis,  May  15th.  This  is  the  second  presi- 
dent supplied  by  Nebraska  for  this  woman’s 
organization,  Dr.  Holt  being  a graduate  of 
the  University  of  Nebraska  Medical  College 
in  1914.  She  practiced  at  McCook  until  1924 
when  she  moved  to  Los  Angeles.  Dr.  Olga 
Stastny  of  Omaha  is  a past  president  of  the 
American  Medical  Women’s  Association. 
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Dr.  Walter  A.  Bloedorn  has  become  dean  of 
George  Washington  University  Medical 
School.  Dr.  Bloedorn  was  born  in  Platte 
Center.  Nebr.,  and  graduated  from  Creighton 
Medical  College  in  1909. 


The  Dawson  County  commissioners,  the 
middle  of  May,  adopted  a fee  schedule  for 
medical  care  of  the  indigent,  according  to  the 
following  resolution:  “That  the  schedule  of 
medical  fees  for  Dawson  county  poor  be 
amended  by  changing  the  fee  for  major  op- 
erations to  be  as  follows:  ‘the  physician  and 
surgeon  shall  perform  all  major  operations, 
including  assistant,  all  hospitalization  and 
care  for  ten  days  for  a total  of  seventy-five 
dollars.”  Fee  schedule  is  published  in  the 
Cozad  paper  for  May  30,  1939. 


Dr.  Floyd  Clarke  of  Omaha,  chairman  of 
the  Convalescent  Serum  Committee  of  the 
Nebraska  State  Medical  Association,  an- 
nounces the  donation  by  the  W.  A.  Piel  Co., 
of  Omaha,  for  its  serum  activities.  In  this 
connection  Dr.  Clarke  states,  “This  commit- 
tee wishes  to  express  its  appreciation  to  W. 
A.  Piel  Co.,  for  the  excellent  service  rendered 
this  committee  in  the  past.  They  have  co- 
operated with  us  in  every  way  possible,  keep- 
ing our  serum  in  their  refrigerator,  distrib- 
uting packages  in  Omaha,  and  assisting  us 
in  sending  packages  out  into  the  state.  All 
of  this,  of  course,  without  recompense  and  in 
the  kindliest  manner.” 


From  press  reports  we  learn  that  the  Dem- 
onstration Health  Unit  No.  4,  established 
about  a year  ago  in  Southeastern  Nebraska 
counties,  with  headquarters  in  Falls  City, 
has  been  closed. 
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Creighton  University  Medical  School 

Anderson,  Lloyd  W.,  Mercy  hospital,  Dallas,  Texas. 

Antonini,  Charles  J.,  City  and  County  hospital, 
San  Francisco,  Cal. 

Antard,  Eugene  J.,  French  hospital,  San  Francisco, 
Cal. 

Baca,  Donciano  E.,  St.  Catherine’s  hospital,  Omaha. 

Barta,  Chester  K.,  St.  Catherine’s  hospital,  Omaha. 

Bednarz,  Walter  J.,  St.  Joseph’s  hospital,  Omaha. 

Benedett,  Eugene  R.,  St.  John’s  hospital,  Cleve- 
land, Ohio. 

Bifalco,  Eugene,  Meadowbrook  hospital,  Hemp- 
stead, N.  Y. 

Bliss,  Robert  J.,  St.  Joseph’s  hospital,  Omaha. 


Bolton,  Ralph  D.,  Mercy  hospital,  Canton,  Ohio. 

Brennan,  John  J.,  St.  Louis  City  hospital,  St. 
Louis,  Mo. 

Brenner,  William  R.,  Mary’s  Help  hospital,  San 
Francisco,  Cal. 

Brethour,  Leslie  J.,  San  Bernardino  County  hos- 
pital, San  Bernardino,  Cal. 

Cacciatore,  Thomas  J.,  Mary’s  Help  hospital,  San 
Francisco. 

Calcagno,  Joseph  S.,  Sacramento  County  hospital, 
Sacramento,  Cal. 

Clary,  Raimond  F.,  San  Francisco  City  and  County 
hospital,  San  Francisco,  Cal. 

Cole,  Harold  C.,  Columbus  hospital,  Seattle,  Wash. 

Collins,  James  W.,  Southern  Pacific  hospital,  San 
Francisco,  Cal. 

Colucci,  David  D.,  St.  Elizabeth’s  hospital.  Youngs- 
town, Ohio. 

Conlan,  Francis  J.,  St.  Mary’s  hospital,  San  Fran- 
cisco, Cal. 

Curtis,  Sarah  K.,  Mercy  hospital,  Canton,  Ohio. 

Cushing,  Robert  L.,  Mercy  hospital,  Council  Bluffs, 
Iowa. 

DeLaura,  Samuel  C.,  Hospital  of  St.  Vincent  de 
Paul,  Norfolk,  Va. 

Dienger,  Bernard  C.,  St.  Joseph’s  hospital,  Phoen- 
ix, Ariz. 

Donich,  George  M.,  St.  James  hospital,  Butte, 
Mont. 

Earl,  Charles  N.,  Good  Samaritan,  Portland,  Ore. 

Fast,  William  S.,  St.  Luke’s  hospital,  Kansas  City, 
Mo. 

Firpo,  John  J.,  St.  Mary’s  hospital,  San  Francisco, 
Cal. 

Foley,  William  J.,  Vancouver  General  hospital, 
Vancouver,  B.  C. 

Fujii,  Takeo,  St.  Mark’s  hospital,  Salt  Lake  City, 
Utah. 

Gessell,  Udell  M.,  Holy  Cross  hospital,  Salt  Lake 
City,  Utah. 

Giergerich,  Walter  F.,  Mercy  hospital,  Des  Moines, 
Iowa. 

Hagan,  Francis  J.,  St.  Francis  hospital,  Wichita, 
Kansas. 

Haigler,  James  P.,  St.  Joseph’s  hospital,  Kansas 
City,  Mo. 

Heywood,  Leo  T.,  St.  Joseph’s  hospital,  Omaha. 

Jardon,  Frederick  J.,  Providence  hospital,  Seattle, 
Wash. 

Kelly,  Richard  E.,  St.  Joseph’s  hospital,  Omaha. 

Kucera,  Lad  J.,  St.  Joseph’s  hospital,  Omaha. 

McMahon,  Robert  T.,  Alameda  County  hospital, 
Oakland,  Cal. 

McNeil,  Robert  J.,  California  Lutheran  hospital, 
Los  Angeles,  Cal. 

Mangiamelli,  Samuel  T.,  St.  Paul’s  hospital,  Dal- 
las, Tex. 

Murphy,  Robert  J.,  Kansas  City  General  hospital, 
Kansas  City,  Mo. 

Neukom,  George  B.,  Charity  hospital  of  Louisiana, 
New  Orleans,  La. 

O’Connor,  James  F.,  St.  Joseph’s  hospital,  Omaha. 

O’Hallaren,  Paul  F.,  Providence  hospital,  Seattle, 
Wash. 

Pinard,  Carl  J.,  Providence  hospital,  Seattle,  Wash. 

Quick,  David  W.,  Good  Samaritan  hospital,  Cincin- 
nati, Ohio. 

Ruden,  S.  Julian,  Clarkson  hospital,  Omaha. 

Ruiz,  Joseph  F.,  Santa  Clara  County  hospital,  San 
Jose,  Cal. 
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Ryan,  Michael  P.,  Mercy  hospital,  Denver,  Colo. 

Skultety,  James  A.,  Mercy  hospital,  Des  Moines, 
Iowa. 

Snow,  Virgil  C.,  St.  Joseph’s  hospital,  Omaha. 

Sobota,  Joseph,  St.  Joseph’s  hospital,  Omaha. 

Sutley,  Percy,  Jr.,  Union  Memorial  hospital,  Balti- 
more, Md. 

Trobough,  George  E.,  St.  Joseph’s  hospital,  Omaha. 

Wolf,  William  K.,  St.  Joseph’s  hospital,  Omaha. 

Shima,  George  J.,  St.  Joseph’s  hospital,  St.  Paul, 
Minn. 

Medical  College  University  of  Nebraska 

Andrews,  Harry  Hubbard,  Swedish  hospital, 
Seattle,  Wash. 

Barber,  H.  Gordon,  University  hospital,  Omaha. 

Barton,  Robert  Eli,  Southern  Pacific  General,  San 
Francisco,  Cal. 

Beckwith,  Harry  Spencer,  Santa  Fe  Coast  Lines 
hospital,  Los  Angeles,  Cal. 

Binkley,  Edward  Lloyd,  Presbyterian  hospital, 
Denver,  Colo. 

Black,  Eugene  Woodrow,  Provincial  Royal  Jubilee 
hospital,  Victoria,  B.  C. 

Blair,  James  Berl,  University  hospital,  Omaha. 

Blair,  Ralph  Ledwich,  University  hospital,  Omaha. 

Brewer,  T.  Wayne,  Jefferson  Davis  hospital,  Hous- 
ton, Texas. 

Brott,  Clarence  R.,  St.  Louis  City  hospital,  St. 
Louis,  Mo. 

Bruce,  Woodward  W.,  Hurley  hospital,  Flint,  Mich. 

Bucholz,  Donald  J.,  Peter  Bent  Brigham,  Boston, 
Mass. 

Burr,  Neil  M.,  University  hospital,  Omaha. 

Bush,  Stuart  K.,  U.  S.  Public  Health,  New  Orleans, 
La. 

Cannon,  Edward  M.,  Kings  County  hospital,  Brook- 
lyn, N.  Y. 

Carp,  Oscar,  University  hospital,  Omaha. 

Cimfel,  Adolph  B.,  St.  Vincent’s  hospital,  Toledo, 
Ohio. 

Corp,  Keith  W.,  Emanuel  hospital,  Portland,  Ore. 

Crellin,  Henry  G.,  Allegheny  General  hospital, 
Pittsburgh,  Pa. 

Davies,  Dale  H.,  United  States  Public  Health 
Service,  Seattle,  Wash. 

Davies,  Louis  T.,  United  States  Public  Health 
Service,  Chicago,  111. 

Dilworth,  W.  Miller,  University  hospital,  Omaha. 

Drake,  Ellet,  Henry  Ford  hospital,  Detroit,  Mich. 

Easley,  John  H.,  Eloise  County,  Eloise,  Mich. 

Erbes,  John,  Columbia  hospital,  Milwaukee,  Wis. 

Everett,  Marjorie,  New  England  Women’s  and 
Children’s  hospital,  Boston,  Mass. 

Ewing,  Ben,  Immanuel  hospital,  Omaha. 

Fuesner,  Henry,  California  hospital,  Los  Angeles, 
Cal. 

Freed,  Albert,  Methodist  hospital,  Omaha. 

Gass,  Charles,  Methodist  hospital,  Omaha. 

Gilmore,  John,  Provincial  Royal  Jubilee  hospital, 
Victoria,  B.  C. 

Hankins,  C.  Robert,  University  hospital,  Omaha. 

Harris,  Albert  M.,  University  hospital,  Omaha. 

Hawkins,  Robert  C.,  Atlantic  City  hospital,  Atlan- 
tic City,  N.  J. 

Hoekstra,  Clarence,  Bishop  Clarkson  hospital, 
Omaha. 

Hollister,  Nathaniel,  Boston  City  hospital,  Boston, 
Mass. 

Ivins,  John,  Bellevue  hospital,  New  York,  N.  Y. 

Johnson,  Wilbur,  Charity  hospital,  New  Orleans, 
La. 


Johnson,  William,  Methodist  hospital,  Omaha. 

Kimmell,  W.  Frank,  Baptist  Memorial  hospital, 
Memphis,  Tenn. 

King,  Thomas,  Cleveland  City  hospital,  Cleveland, 
Ohio. 

Krausnick,  Keith,  Saint  Lukes’  hospital,  Denver, 
Colo. 

LaTowsky,  Leroy,  Philadelphia  General  hospital, 
Philadelphia,  Pa. 

Lloyd,  Robert  E.,  California  hospital,  Los  Angeles, 
Cal. 

Lotman,  Harry  A.,  Jewish  hospital,  St.  Louis,  Mo. 

Loudon,  J.  Deloss,  University  hospital,  Omaha. 

Lovgren,  Robert  E.,  St.  Louis  City,  St.  Louis,  Mo. 

Luckey,  Clarence  A.,  Alameda  County  hospital, 
Oakland,  Cal. 

Marcy,  Deane  S.,  U.  S.  Naval  hospital. 

Meeske,  John  M.,  Swedish  hospital,  Seattle,  Wash. 

Melcher,  Willis  A.,  Roper  hospital,  Charleston, 
S.  C. 

Moore,  Harolon  E.,  University  hospital,  Omaha. 

Musselman,  Merle  M.,  Long  Island  College  hospit- 
al, Brooklyn,  N.  Y.  ■ 

Neibrief,  Milton  N.,  Kings  County  hospital,  Brook- 
lyn, N.  Y. 

Patton,  John  E.,  University  hospital,  Omaha. 

Rathbun,  Sanford  G.  M.,  Lakeside  hospital,  Cleve- 
land, Ohio. 

Rhea,  Mark  Richard,  United  States  Navy. 

Schaefers,  Richard  H.,  Miami  Valley  hospital,  Day- 
ton,  Ohio. 

Schmidt,  Rudolph,  Methodist  hospital,  Omaha. 

Schock,  Robert,  Fresno  County  hospital,  Fresno, 
Cal. 

Sievers,  Rudolph,  United  States  Public  Health, 
Norfolk,  Va. 

Smith,  Mary,  New  York  Infirmary  for  Women  and 
Children,  New  York,  N.  Y. 

Sonderegger,  Morris,  Montreal  General  Hospital, 
Montreal,  Quebec,  Canada. 

Strough,  LaVern,  Univerity  hospital,  Omaha. 

Sydow,  Henry,  University  hospital,  Omaha. 

Warnke,  Robert,  Receiving  hospital,  Detroit,  Mich. 

Wickstrom,  Jack,  Charity  hospital,  New  Orleans, 
La. 

Wills,  Bennett,  St.  Luke’s  hospital,  Denver,  Colo. 

Wingett,  Wendell,  United  States  Public  Health. 

Winter,  Robert,  Santa  Barbara  Cottage  hospital, 
Santa  Barbara,  Cal. 


Why  We  “See  Stars” 

Why  we  “see  stars”  when  we  are  struck  on 
the  head  is  explained  by  Richard  F.  Trump, 
Keokuk,  Iowa,  in  the  June  issue  of  Hygeia, 
The  Health  Magazine. 

“The  optic  nerve,  like  all  others  carries 
only  one  kind  of  sensation,”  Mr.  Trump  says. 
“Whenever  the  optic  nerve  is  stimulated  in 
any  way — by  electricity,  by  touching  or  by 
light  waves — we  have  the  sensation  of  vision. 
When  you  are  struck  on  the  head,  the  optic 
nerves  or  the  visual  centers  of  the  brain  are 
stimulated  so  that  you  ‘see’  the  bright 
flashes  which  you  call  stars. 
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Lincoln,  Nebraska 

MORBIDIY  SUMMARY— PRINCIPAL 
DISEASES 


1939 

Total 

1938 

Total 

to 

to 

May 

April 

Date 

May 

April 

Date 

Chicken-pox 

. 73 

117 

787 

185 

198 

1072 

Diphtheria 

6 

22 

64 

8 

2 

82 

Influenza 

16 

81 

130 

1 

27 

129 

Measles 

. 1210 

1461 

3385 

976 

598 

1822 

Meningitis,  C.  S. 

_ 0 

0 

9 

0 

2 

31 

Poliomyelitis 

0 

0 

3 

0 

0 

2 

Scarlet  Fever 

96 

175 

779 

106 

152 

902 

Smallpox 

19 

62 

176 

53 

37 

160 

Tuberculosis 

22 

18 

81 

15 

17 

79 

Typhoid  Fever 

1 

0 

7 

0 

1 

7 

Whooping  Cough 

_ 78 

45 

182 

49 

57 

228 

Gonorrhea 

31 

53 

261 

67 

81 

417 

Syphilis 

67 

57 

336 

48 

82 

360 

Biostatistics  for  1938 

Coincidence  is  often  applied  to  a set  of  facts  in 
accounting  for  the  unusual.  The  enclosed  data  re- 
veal the  unusual  deserving  more  than  casual  review. 

The  three  principal  causes  of  death — HEART  DIS- 
EASE, CANCER,  and  CEREBRAL  HEMORRHAGE 
— remain  unchanged  as  to  position,  but  CANCER 
shows  an  increase.  Both  AUTO  ACCIDENT 
DEATHS  and  TOTAL  ACCIDENTAL  DEATHS 
show  commendable  decline — the  Safety  Drive  pro- 
ducing results  and  should  be  continued.  The  GEN- 
ERAL DEATH  RATE  at  8.77  is  the  lowest  in  Ne- 
braska recorded  history.  The  BIRTH  RATE  for 
1938  is  slightly  higher  than  for  1937.  The  declining 
rates  for  MATERNAL  and  INFANT  DEATHS  are 
significant  of  more  than  coincidence.  With  99.7% 
of  the  births  attended  by  physicians  in  1937  and 
1938,  there  was  a decided  decline  in  MATERNAL 
DEATHS,  the  only  years  recording  fewer  than  100 
deaths — 1937  being  88  and  1938  down  to  77.  The 
1938  figures  includes  five  more  deaths  from  abor- 
tion than  occurred  in  1937.  The  attack  to  decrease 
all  these  rates  is  still  on. 

Much  credit  must  go  to  the  Public  Health  program 
and  to  the  Maternal  and  Child  Health  work,  both 
having  conducted  stressing  of  prenatal  care.  As  the 
public  comes  to  recognize  and  respond  to  the  import- 
ance of  early,  competent,  complete  prenatal  care, 
the  maternal  mortality  will  recede  in  proportion. 
Decline  in  infant  mortality  also  must  be  classed  as 
response  to  activity  and  educational  effort  in  which 
the  medical  profession  and  health  authorities  have 
been  cooperating. 

The  premature  infant  program  was  a factor  in 
lowering  infant  mortality.  In  addition  to  each  coun- 
ty being  supplied  an  infant  incubator  by  this  depart- 
ment, many  hospitals  and  physicians  have  had  simi- 
lar ones  constructed,  thus  making  this  life-saving 
measure  more  generally  available.  The  rate  should 
continue  downward  as  scientific  measures  are  ap- 
plied. 

For  two  successive  years  there  was  the  same  need- 
less loss  of  life  from  DIPHTHERIA.  Immunization 
will  prevent  this  disease.  SYPHILIS,  another  pre- 
ventable disease,  was  slightly  higher  in  1937,  and 
TUBERCULOSIS,  also  in  the  same  class — prevent- 
able— again  reveals  a lowering  mortality. 

For  years  Nebraska  was  among  the  leading  states 


for  low  mortality  rates.  However,  with  other  states 
applying  public  health  work  and  methods  the  situa- 
tion is  changing,  as  eight  to  thirteen  of  these  states 
are  now  securing  lower  rates  than  Nebraska.  This 
is  a challenge  for  the  closest  cooperation  upon  the 
part  of  all  to  utilize  every  measure  and  facility  to- 
ward saving  of  human  life  in  this  state.  Prevention 
of  disease  and  preservation  of  health  pay  dividends. 


ABOUT  TUBERCULOSIS 

The  cure  of  tuberculosis  depends  more  on 
what  the  patient  has  in  his  head  than  on 
what  he  has  in  his  chest. — Sir  William  Osier. 

Renal  tuberculosis  is  always  secondary, 
never  a primary  focus  of  the  disease  in  the 
body.  It  is  hematogenous  in  origin  and  fre- 
quently bilateral  and  asymptomatic  in  early 
stages.  If  there  are  tubercle  bacilli  present 
in  the  urine  there  is  tuberculous  involvement 
of  the  kidney  even  in  the  absence  of  all  other 
signs.  It  is  a relatively  slow  process,  but  de- 
structive tuberculosis  lesions  in  the  kidney 
do  not  heal.  — Kinsella,  T.  J.,  U.  S.  Vet.  Ad. 
Phys.  Conf.  1938. 

The  progress  of  tuberculosis  in  the  body  is 
determined  by  many  definite  and  variable 
episodes  and  many  more  indefinite  or  con- 
tributing factors  involving  both  host  and 
parasite.  It  is  a “battle  on  many  fronts” 
with  the  weakest  points  giving  way  before 
the  “enemy  attack.”  All  classifications,  from 
Bard  and  Piery  down  to  the  present,  bear 
witness  to  the  fact  that  tuberculosis  has 
many  end  results  leading  to  many  diverse 
classifications.  Sweany,  H.  C.,  Amer.  Rev.  of 
Tuber.,  1939,  19. 

Early  discovery  of  infection  is  a game  of 
wits.  The  tubercle  is  relentless  but  without 
wit.  The  human  race  has  wit  but  is  indolent. 
Add  to  our  wit  a touch  of  the  relentlessness 
of  our  enemy  and  he  has  no  chance  of  sur- 
vival. Emerson,  K.,  Jour.-Lancet. 

Your  Chest  Should  Be  Flat,  says  S.  A. 
Weisman,  in  a little  book  written  after  exam- 
ining many  thousand  school  children  and  col- 
lege students  and  determining-  the  thoracic 
index — the  ratio  of  the  width  to  the  depth 
of  the  chest.  Contrary  to  the  belief  of  the 
majority  of  physicians  it  was  found  that  the 
round  deep  chest  with  a higher  thoracic  in- 
dex is  associated  more  frequently  with  tuber- 
culosis than  the  wide  flat  chest.  Correlating 
the  thoracic  index  to  age,  sex,  weight,  height, 
vital  capacity,  racial  stock  and  environment, 
he  concludes  that  the  round  deep  chest  is 
associated  with  a retarded  physical  develop- 
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ment,  which  occurs  more  frequently  in  an 
unsuitable  environment  than  a more  favor- 
able one.  Children  with  rounded  shoulders 
and  deeper  chests  should  be  watched  care- 
fully if  tuberculosis  is  to  be  prevented.  Weis- 
man,  S.  A.,  Lippincott,  1938. 

Tuberculin  Sensitivity  has  been  used  in 
Cleveland  as  a means  of  finding  early  cases 
of  pulmonary  disease  in  the  adolescent  child 
without  great  cost.  The  small  and  slowly  de- 
creasing number  of  reactors  in  the  first 
grade  and  the  high  schools,  the  low  morbidity 
and  mortality  in  both  sexes  below  the  35-year 
limit,  and  the  drop  in  unreported  cases  all 
support  the  theory  that  a consistent  use  of 
this  method  of  attack  should  make  tubercu- 
losis a relatively  rare  disease  in  about  ten 
years.  The  fewer  cases  there  are  in  a com- 
munity, the  more  necessary  it  is  to  use  the 
tuberculin  test  among  children  to  locate 
them.  Tuberculin  testing  eliminated  tuber- 
culosis among  cattle.  It  can  do  the  same  for 
man  using  the  reaction  as  a means  of  find- 
ing tuberculosis  in  the  child’s  environment 
rather  than  in  the  child  himself. — Edwards, 
Jour.-Lancet,  1939,  59. 


DEATHS 

Dr.  A.  P.  Condon  of  Omaha  was  born  in  Illinois 
in  1868.  He  graduated  from  Rush  Medical  Col- 
lege in  1900,  practiced  for  a short  time  in  Spring- 
field,  111.,  and  following  studies  in  European  clinics 
he  came  to  Omaha  in  1902.  He  organized  the  Nicho- 
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las  Senn  hospital  in  1912  and  remained  associated 
with  the  institution  until  his  death  on  May  27,  1939. 
Ever  a colorful  figure,  Dr.  Condon  was  an  outstand- 
ing personality,  honest  and  capable.  He  had  been  in 
precarious  health  for  several  years,  although  he 


kept  at  his  work  until  six  months  ago  when  he  was 
forced  to  retire  from  active  surgery.  The  doctor  is 
survived  by  his  widow,  three  daughters,  and  two 
sons,  one  of  whom  is  Dr.  Albert  P.  Condon,  Jr.,  of 
Whiting,  Kan.  Dr.  Gallup  of  the  Hastings  State 
Hospital  is  a son-in-law.  The  cause  of  death  was 
heart  disease. 


Dr.  Adolph  B.  Lindquest  was  born  in  Omaha 
in  1875,  graduated  from  the 
Omaha  Medical  College  in  1900. 
He  practiced  for  some  time  in 
Wakefield  and  Lincoln,  and 
came  to  Omaha  some  thirty 
years  ago.  His  practice  was 
limited  to  eye,  ear,  nose  and 
throat.  During  the  war  he  was  a 
major  in  the  army  medical  corps 
in  charge  of  the  hospital  at  the 
Fort  Omaha  balloon  school.*  A 
quiet  and  modest  man,  Dr.  Lind- 
quest was  beloved  by  all  who 
knew  him.  He  died  suddenly  of  a heart  attack  June 
4,  1939.  He  is  survived  by  his  widow. 


Dr.  Byron  Lincoln  Perlee,  Uehling.  Dr.  Perlee 
was  born  March  11,  1861,  in  New  York  state.  He 
spent  his  childhood  in  Hot  Springs,  S.  D.,  and  gradu- 
ated from  the  Omaha  Medical  College  in  1901.  He 
practiced  at  Arlington,  Orum  and  Uehling.  He  died 
June  5,  1939.  Surviving  are  his  wife,  a daughter 
and  two  grandsons. 


Dr.  Peter  C.  Kelley,  Grand  Island.  Dr.  Kelley  was 
born  in  West  Virginia  in  1871,  graduated  from 
Barnes  Medical  College,  St.  Louis  in  1898.  He  prac- 
ticed medicine  in  West  Virginia  and  Chicago  and 
came  to  Nebraska  and  settled  in  Alda,  where  he  re- 
mained four  years,  going  from  there  to  Oregon.  He 
later  moved  to  New  Orleans,  La.,  then  returned  to 
Alda.  In  1912  he  came  to  Grand  Island  and  opened 
the  General  Hospital.  He  was  active  in  political  af- 
fairs of  the  state  and  served  in  the  Nebraska  legis- 
lature in  1913,  where  he  was  speaker  of  the  house. 
He  was  active  in  the  Hall  County  Medical  Society. 
Death  occurred  on  May  17,  1939.  Surviving  are  his 
son  and  three  daughters. 


MARRIAGES 

Dr.  Henry  A.  Sydow,  to  Miss  Mary  Evangeline 
McGee,  both  of  Omaha,  June  6,  1939. 

Dr.  Olfert  W.  Topp  of  Charleston,  S.  C.,  to  Miss 
Janie  McSwain  of  Greenville,  S.  C.,  May  13,  1939. 
Dr.  Topp  is  a graduate  of  the  University  of  Nebras- 
ka College  of  Medicine  in  1938. 

Dr.  Dale  Davies  to  Miss  Darlene  Hansen,  both  of 
Omaha,  March  25,  1938. 


Mental  disease  often  follows  on  intolerable 
conditions  of  living;  mental  defect  is  asso- 
ciated to  a great  extent  with  impoverishment 
of  stimulation ; delinquency  comes  with  neg- 
lect and  wrong  guidance. — Hygeia. 
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SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor,  220 
Medical  Arts  Bldg.,  Omaha. 


The  Tenth  Councillor  District  Medical  Society  met 
in  Hastings,  May  25th.  The  scientific  meeting  began 
at  2:00  o’clock  in  the  afternoon  at  the  Hastings  State 
Hospital  with  Dr.  Juul  C.  Nielsen,  president  of  the 
District,  in  the  chair.  It  was  a symposium  on  new 
pneumonia  therapy  by  Dr.  Louis  R.  Nash  of  Ingle- 
side,  discussion  by  Dr.  D.  E.  Leininger  of  McCook. 
Dr.  A.  F.  Tyler  of  Omaha  spoke  on  “Principles  and 
Results  of  High  Voltage  X-Ray  Therapy.”  Dr.  Lee 
W.  Rork  of  Hastings  discussed  this  paper.  Dr.  H. 
W.  Schreck  of  Holdrege  presented  a paper  on  “Man- 
agement of  Infections  of  the  Bladder,”  discussed  by 
Dr.  D.  W.  Kingsley  of  Hastings.  The  meeting  closed 
with  a paper  by  Dr.  J.  H.  Waterman  of  Hastings 
who  discussed  “Play  Therapy.” 

The  Southwestern  Nebraska  Medical  Society  met 
at  McCook  Thursday  evening,  May  25th,  dinner  at 
the  Hotel  Keystone.  The  program  consisted  of  three 
papers,  “Care  of  the  Newborn,”  Dr.  Herman  M.  Jahr, 
Omaha;  “Management  of  Breech  Presentations,”  by 
Dr.  L.  0.  Hoffman,  Omaha,  and  “Normal  Delivery  of 
Forceps,  Indications  and  Contra-Indications”  by 
Dr.  Chas.  F.  Moon  of  Omaha.  Twenty  doctors  at- 
tended the  meeting. 

About  30  physicians  and  surgeons  of  Southwest 
Nebraska  and  Northwest  Kansas  were  guests  of  Dr. 
J.  M.  Willis  of  McCook  at  a picnic  and  meeting  held 
at  Dr.  Willis’  Indian  Hills  Stock  farm  south  of  Mc- 
Cook on  Sunday. 

Featuring  the  scientific  meeting  was  an  address 
on  “Epilepsy”  by  Dr.  L.  B.  Brown  of  Stratton,  Nebr., 
and  a discourse  on  “Impressions  of  Vienna  as  a 
Medical  Center”  by  Dr.  Wayne  Brewster  of  Oberlin. 
Dr.  Brewster  made  an  European  tour  last  September. 

Harry  Douglass  directed  a demonstration  of  arch- 
ery, after  which  the  medical  men  were  entertained 
by  archery  and  pistol  shooting. 

The  Tri-County  Medical  Society  (Dodge,  Washing- 
ton, Burt)  met  in  Fremont  at  the  Hotel  Pathfinder, 
May  29th,  1939,  dinner  at  7:00  p.  m.  The  program 
consisted  of  a discussion  of  the  Reference  Commit- 
tee on  the  Wagner  Health  Bill;  also  a report  of  the 
proceedings  of  the  House  of  Delegates  of  the  State 
Medical  Association  by  Drs.  Harry  Benson  of  Oak- 
land and  Morris  Nielsen  of  Blair.  The  scientific 
program  consisted  of  a talk  on  “Coronary  Disease,” 
by  Dr.  William  B.  Moody  of  Omaha.  Dr.  A.  J.  Mer- 
rick, Secretary. 

The  Sixth  Councillor  District  met  in  York  at  the 
McCloud  Hotel,  Monday,  May  29,  1939,  dinner  at  6:30 
p.  m.  The  scientific  program  was  as  follows:  “Di- 
agnosis and  Management  of  Nephritis”  by  Dr.  E.  J. 
Kirk  of  Omaha.  “Radical  Breast  Surgery”  and 
“Surgical  Treatment  of  Empyema,”  with  movies,  by 
Dr.  J.  A.  Weinberg  of  Omaha.  Annual  election  of 
officers  was  held. 

The  Five  County  Medical  Society  met  at  Pender  in 
the  Logan  Valley  Hospital,  June  22nd,  at  7 :00  p.  m. 
The  scientific  program  was  as  follows:  Dr.  J.  C. 
Kildebeck  of  Emerson,  “Pulmonary  Embolism,  with 
Report  of  a Case,”  Dr.  J.  D.  Bradley,  Pender,  “Geni- 
to-Urinary  Problems  in  General  Practice,”  and  Dr. 


John  Buis,  Pender,  with  a discussion  of  some  general 
problems  in  medicine.  The  meeting  was  dedicated 
as  an  honor  to  Dr.  John  Buis  who  has  been  outstand- 
ing in  the  community,  not  only  in  professional  at- 
tainments but  also  in  continuous  efforts  to  maintain 
high  standards  of  practice  in  this  section  of  the 
country,  and  his  faithful  attendance  at  all  meetings. 

The  Four  County  Medical  Society  met  in  Ord, 
Tuesday  evening,  June  6,  1939.  A fried  chicken  din- 
ner was  followed  by  a talk  on  amateur  color  pho- 
tography, illustrated  by  slides  of  beauty  spots  from 
Maine  to  California.  This  was  done  for  the  benefit 
of  the  ladies  who  then  retired  to  the  home  of  Dr. 
Round  to  plan  their  own  program.  The  doctors  were 
then  shown  colored  moving  pictures  illustrating  radi- 
ation therapy  in  infections  and  cancer  by  Dr.  F.  L. 
Simonds  of  Omaha.  This  was  followed  by  a round 
table  discussion  which  was  of  interest  to  all  present. 
Those  attending  included  Dr.  F.  A.  Barta,  Ord,  presi- 
dent; Dr.  J.  D.  Round,  Ord,  secretary;  Dr.  J.  G. 
Kruml,  Ord;  Dr.  C.  J.  Miller,  Ord;  Dr.  R.  S.  Cram, 
Burwell;  Dr.  Wm.  J.  Hemphill,  North  Loup;  Dr.  A. 
H.  Holm,  Wolbach,  and  Dr.  J.  L.  Brannen,  Greeley. 

The  Madison  Six  County  Medical  Society  met  in 
Tilden  Tuesday  evening,  June  20th,  1939  at  the  Hotel 
Tilden,  dinner  at  7:00  p.  m.  The  scientific  program 
consisted  of  two  papers  on  cancer,  with  discussion  by 
Dr.  William  Jepson  and  Dr.  E.  A.  Jenkinson,  both  of 
Sioux  City,  Iowa. 

The  Adams  County  Medical  Society  held  its  regu- 
lar meeting  at  the  Ingleside  State  Hospital  on  June 
7,  with  thirty-four  members  and  visitors  present. 
The  meeting  was  preceded  by  dinner  and  a very  ex- 
cellent scientific  program  was  presented  following 
the  business  meeting.  Dr.  Wayne  Waddell  of  Be- 
atrice presented  a paper  on  “Practitioner’s  Head- 
ache” and  Dr.  John  Moritz,  also  of  Beatrice,  chose 
for  the  title  of  his  paper,  “Surgical  Problems.”  Dr. 
G.  L.  Pinney  of  Hastings,  Delegate  to  the  State 
meeting  at  Grand  Island,  gave  his  report  of  the  An- 
nual Session. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  J.  M.  Brown  who  has  been  practicing  in  Hous- 
ton, Texas,  has  opened  an  office  in  Valley. 

Dr.  J.  W.  Gill  and  family  of  Chambers  left  June 
11th  to  attend  the  Exposition  at  San  Francisco. 

Dr.  M.  O.  Arnold  of  St.  Paul  reports  good  luck  on 
a recent  fishing  trip  to  the  lakes  north  of  Halsey. 

Dr.  Lester  E.  Haentzschell,  formerly  of  St.  Louis, 
Missouri,  has  been  appointed  Lincoln  city  physician. 

Dr.  and  Mrs.  John  B.  Potts  of  Omaha  returned 
home  on  June  7th  after  spending  the  winter  in  Flor- 
ida. 

Dr.  Carl  Rusche  of  Hollywood  visited  a few  days 
in  May  with  Dr.  and  Mrs.  F.  H.  Morrow  of  Colum- 
bus. 

Dr.  F.  W.  Buckley  of  Beatrice  spent  the  first  week 
of  June  attending  the  Northwestern  alumni  clinic  at 
Chicago. 

Dr.  T.  F.  McCarthy  of  Lincoln  attended  the  Inter- 
national College  of  Surgeons  meeting  in  New  York 
City  the  latter  part  of  May. 
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Dr.  William  L.  Shearer  of  Omaha  attended  a ses- 
sion of  the  American  Association  of  Oral  and  Plas- 
tic Surgeons  in  Minneapolis  May  22nd. 

Dr.  and  Mrs.  R.  W.  Taylor  of  Beatrice  were  re- 
cently called  to  San  Angello,  Texas  on  account  of 
the  illness  and  death  of  the  doctor’s  father. 

Dr.  F.  Kenneth  Gates,  who  has  been  appointed  dis- 
trict health  officer  at  Alhambra,  Cal.,  is  visiting  his 
parents,  Mr.  and  Mrs.  R.  M.  Gates  of  Omaha. 

Dr.  and  Mrs.  C.  M.  Pierce  will  return  to  their 
home  in  Chadron,  Nebr.,  after  a month’s  absence. 
The  doctor  took  a post-graduate  course  in  proctology 
at  Boston. 

Dr.  Henry  J.  Lenhoff,  Jr.,  who  has  been  interning 
at  King’s  County  Hospital,  New  York  City,  will 
spend  the  summer  with  his  parents,  Dr.  and  Mrs.  H. 
J.  Lenhoff  of  Lincoln. 

Dr.  W.  F.  Novak,  Orlando,  Fla.,  formerly  of  How- 
ells, Nebr.,  will  go  to  Memphis,  Tenn.,  July  1st  to 
take  charge  of  the  dispensary  of  the  University  of 
Tennessee  Medical  College. 

Dr.  Miriam  M.  Albertson,  a graduate  of  the  Uni- 
versity of  Nebraska  College  of  Medicine  in  1926,  now 
stationed  at  the  Clara  Swain  hospital  in  India,  is 
visiting  relatives  in  Morrill. 

Dr.  A.  H.  Fechner,  superintendent  of  the  State 
Hospital  at  Lincoln,  and  Dr.  F.  L.  Spradling,  mem- 
ber of  the  staff,  attended  the  convention  of  the 
American  Psychiatric  Association  in  Chicago  in  May. 

Dr.  F.  M.  Tushla  of  Auburn,  Nebraska,  recently 
returned  from  Chicago  after  completing  a course  in 
Surgery,  given  by  Dr.  Raymond  McNealy  at  Cook 
County  Post-Graduate  School.  Following  the  course 
he  spent  a few  days  in  New  York  City  making  the 
trip  by  plane. 


BOOKS  RECEIVED 

Diseases  of  the  Nose  and  Throat,  by  Charles  J. 
Imperatori,  M.  D.,  F.  A.  C.  S.,  Professor  of  Oto- 
laryngology, New  York  Polyclinic  Medical  School 
and  Hospital;  formerly,  Professor  of  Clinical  Oto- 
laryngology, New  York  Post-Graduate  Medical 
School,  Columbia  University,  New  York;  Consulting 
Laryngologist  to  Nyack  General  Hospital,  New 
York;  Consulting  Brochoscopist  to  Manhattan  Eye, 
Ear  and  Throat  Hospital,  Fifth  Avenue  and  Flower 
Hospital  and  Ricker’s  Island  Hospital,  New  York, 
and  Herman  J.  Burman,  M.  D.,  F.  A.  C.  S.,  Adjunct 
Professor  of  Otolaryngology,  New  York  Polyclinic 
Medical  School  and  Hospital;  formerly,  Assistant 
Professor  of  Clinical  Otolaryngology,  New  York 
Post-Graduate  Medical  School,  Columbia  University, 
New  York;  Director  of  the  Department  of  Otolaryn- 
gology, Harlem  Hospital,  New  York;  Consulting 
Bronchologist  to  Broad  Street  Hospital  and  Pan 
American  Clinics,  New  York.  48  mo.,  480  illustra- 
tions. J.  B.  Lippincott  Company,  Philadelphia. 

What  It  Means  to  Be  a Doctor,  by  Dwight  Ander- 
son. 7 mo.,  87  pages.  This  book  deals  with  the 
problems,  the  complexities,  the  hopes  and  fears  and 
the  long  hard  struggle  that  is  the  inevitable  lot  of 
the  successful  doctor.  It  begins  with  the  first  de- 
sire, born  of  a deep  admiration  for  the  profession,  of 
a young  boy  and  follows  him  through  the  long  years 
of  study  and  interneship  to  the  time  when  he  takes 
his  place  in  the  profession  as  a worthy  member  of 
organized  medicine  in  its  unending  fight  for  the  bet- 


terment of  the  profession  and  the  welfare  of  the 
people  who  depend  so  confidently  on  their  doctors. 
Published  by  Public  Relations  Bureau,  Medical  So- 
ciety of  the  State  of  New  York,  2 East  103rd  Street, 
New  York,  N.  Y. 


BOOK  REVIEW 

Dr.  Palmer  Findley’s  new  book — “The 
Priests  of  Lucina”  is  just  off  the  press.  The 
title  of  the  book  was  taken  from  a remark 
of  the  historian,  Edward  von  Siebold,  who 
referred  to  Thomas  Denman,  English  obste- 
trician, as  a worthy  Priest  of  Lucina.  Juno 
Lucina  was  the  Roman  goddess  of  childbirth. 

Against  a background  of  the  general  his- 
tory of  medicine,  Dr.  Findley  has  portrayed 
the  history  of  childbirth  and  obstetrics  from 
earliest  times.  In  the  first  part  of  the  book, 
he  has  sketched  the  biographies  of  the  prin- 
cipal physicians  and  scientists  who  contri- 
buted greatly  to  the  advance  of  obstetrical 
knowledge. 

The  second  part  consists  of  five  chapters 
discussing  five  important  phases  of  the  his- 
tory of  obstetrics ; anatomy,  the  widwife, 
Caesarian  section,  the  forceps  and  puerperal 
fever.  Dr.  Irving,  professor  of  obstetrics, 
Harvard  Medical  School,  says  of  the  book; 
“Written  in  the  biographical  manner,  it  en- 
dows each  name  with  a viality  which  could 
have  been  accomplished  in  no  other  way. 
Chamberlen,  Simpson  and  Holmes  each  be- 
come alive,  not  because  he  invented  the  for- 
ceps, or  used  chloroform  in  childbirth  or  led 
the  battle  against  puerperal  fever,  but  be- 
cause of  a vivid  personality,  set  against  the 
background  of  his  time.” 

Dr.  Findley’s  book  presents  for  the  first 
time  in  English,  the  story  of  obstetrics  from 
the  early  days  of  civilization  to  the  present 
era.  For  any  physician  interested  in  obstet- 
rics or  gynecology  or  of  medical  history  in 
general  this  volume  will  prove  a treasure 
house  from  which  to  pick  and  choose  the  his- 
torical beginning  of  the  fundamentally  im- 
portant facts  that  we  possess  today,  based 
upon  the  secure  foundations  laid  down 
through  the  years. 

While  the  volume  is  a marvelous  contribu- 
tion to  medical  history,  it  likewise  has  a 
large  popular  appeal. 

Little  Brown  Co.  of  Boston  are  the  pub- 
lishers. The  book  is  profusely  illustrated 
and  handsomely  printed. 
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THE  CHALLENGE  TO  DOCTORS 

A layman  wouldn’t  hazard  a guess  on  the  effec- 
tiveness of  the  “freezing”  of  human  beings  to  in- 
duce hibernation  as  a method  of  treating  serious 
disease.  But  it  is  not  surprising  to  read  that  among 
the  10  thousand  physicians  at  the  American  Medical 
association  congress  at  St.  Louis,  the  movies  showing 
how  two  doctors  have  been  experimenting  in  that 
field  are  proving  the  greatest  lure. 

For  it  is  the  characteristic  of  the  true  physician 
that  he  is  ceaseless  in  his  quest  for  the  mpre  ef- 
fective means  of  overcoming  the  ills  that  plague  the 
race.  Thanks  to  the  devoted  service  of  these  priests 
of  healing  the  average  span  of  life  has  been  greatly 
extended.  There  have  been  many  martyrs  along  the 
questing  trail,  and  they  have  not  worked  and  sacri- 
ficed in  vain.  One  by  one  they  have  accepted  the 
challenge  of  disease,  sought  for  preventatives  and 
cures,  isolated  germs,  produced  serums,  discovered 
truths  about  foods  and  sanitation  and  ways  of  con- 
trolling epidemics,  and  they  have  made  life  much 
less  hazardous  than  once  it  was.  They  concede  no 
goal  as  unattainable,  no  misery  of  the  flesh  as  un- 
conquerable. 

They  have  been  more  effective,  perhaps,  in  com- 
bating illness  in  the  individual  than  in  solving  what 
is  the  great  general  problem  of  public  health — ways 
and  means  of  assuring  to  even  the  least  among  us 
prompt  and  effective  medical  care  in  time  of  illness. 
The  movements  toward  group  medicine  have  sprung 
from  the  public  rather  than  from  the  medical  pro- 
fession, and  the  doctors  are  not  always  receptive  to 
them.  Perhaps  they  do  not,  in  present  form,  provide 
the  best  way  to  bring  general  health  service  to 


everyone.  The  physicians  as  a whole  shy  away  from 
socialized  medicine,  yet  no  subject  is  more  keenly 
debated  among  them,  nor  does  any  other  topic  bulk 
so  large  in  their  thoughts. 

But  this  problem,  too,  will  move  toward  solution. 
And  that  solution  will  be  the  better  if  it  is  reached 
by  the  free  will  and  action  of  the  people  themselves, 
with  the  advice,  consent  and  co-operation  of  the  doc- 
tors, rather  than  under  the  iron  hand  of  the  govern- 
ment. We  think  the  medical  profession  can  be  trust- 
ed to  give  the  utmost  aid  in  expediting  the  day  when 
efficient  medical  care  will  not  depend  wholly  upon 
the  individual’s  ability  to  pay  or  upon  the  physician’s 
well  known  charity  in  helping  those  who  are  poor. 
The  physicians  as  a whole  have  ever  demonstrated 
they  regard  their  professional  skill  as  engaged  in 
public  service.  In  no  other  profession  that  we  have 
observed  is  this  individual  dedication  to  the  general 
welfare  more  convincingly  demonstrated. — From  The 
World-Herald,  Omaha. 


Epinephrine  in  Oil,  as  developed  by  Dr.  Ed- 
mund L.  Keeney  of  Johns  Hopkins  Medical 
School  and  Hospital,  was  placed  on  the  mar- 
ket April  1 by  E.  R.  Squibb  & Sons.  This 
preparation  is  a suspension  of  powdered 
epinephrine  crystals  in  peanut  oil,  in  the  pro- 
portion of  2 mg.  in  each  1 cc.,  resulting  in  a 
dosage  form  of  epinephrine  that  has  a more 
prolonged  effect  than  the  usual  aqueous  so- 
lution of  epinephrine  hydrochloride. 
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Reduced  Hazards  in  Antisyphilitic  Treatment 
uuth  Efficient  Therapeutic  Activity 

Indicated  in  the  treatment  of  syphilis,  including  the  following  types: 

Early  Latent  In  Pregnancy 

Late  Congenital  Cardiovascular 

Mapharsen  (Meta-amino-para-hydroxy-phenylarsine  oxide 
hydrochloride)  is  available  at  drug  stores  in  single-dose  am- 
poules of  0.04  or  0.06  gm.,  with  or  without  sterile  distilled 
water,  and  10-dose  (hospital  size)  ampoules  of  0.4  or  0.6  gm. 

• 
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Inoperable  Sarcoma  of  Bone" 

Cures  After  More  Than  Five  Years 
JOHN  PRENTISS  LORD,  M.  D. 

Professor  Emeritus,  Orthopaedic  Surgery,  University  of  Nebraska, 

Omaha. 


This  will  be  an  epitome  of  nearly  sixty 
years  of  observation,  experience  and  prac- 
tice. This  period  has  been  covered  first  as 
a student,  then  as  a general  medical  practi- 
tioner, followed  by  general  surgery  and  the 
later  period  of  nearly  a score  of  years,  con- 
fined to  orthopaedic  surgery. 

Malignancy  in  its  many  forms  has  always 
been  a matter  of  grave  concern  to  the  medi- 
cal and  surgical  advisor.  Unfortunately,  a 
considerable  number  reach  the  inoperable 
stage  when  surgery  becomes  useless,  at  least 
ill-advised  or  even  condemnatory.  Many  pa- 
tients in  their  fear  of  surgery,  postpone  un- 
til too  late  and  then  must  accept  whatever 
promises,  amelioration  or  cure  at  the  dis- 
posal of  the  physician  consulted.  Time  does 
not  permit  discussion  of  all  forms  of  malig- 
nancy. To  remain  wholly  within  my  special- 
ty, my  subject  will  be  confined  to  inoperable 
bone  sarcoma,  illustrating  a few  cures  after 
five  or  more  years.  I may  say,  however,  that 
there  have  been  a very  considerable  number 
of  cures  in  all  forms  of  malignancy,  especial- 
ly so  where  surgery  was  used  to  remove  the 
whole,  or  the  greater  mass  of  the  disease. 

The  roentgen-ray  came  into  early  promi- 
nence in  treatment  and  my  experience  dates 
from  the  time  when  apparatus  was  available 
upon  the  market  at  the  beginning  of  the  cen- 
tury. Early  there  was  no  means  of  measur- 
ing its  potency  and  its  clinical  therapeutic 
use  was  slow  in  development.  Burns  were 
frequent  and  made  all  users  cowardly,  even 
in  making  exposures  for  diagnostic  purposes. 

’From  the  Department  of  Orthopaedic  Surgery,  University  of 
Nebraska,  College  of  Medicine,  Omaha.  Presented  at  the  Meet- 
ing of  the  Omaha  Mid-West  Clinical  Society,  October  27th,  1938. 


To  get  a destructive  effect  in  deeply  located 
disease,  it  was  obvious  to  me  that  it  would  be 
necessary  to  treat  these  lesions  with  ade- 
quate doses  of  x-ray,  so  that  burns  and 
sloughs  might  be  anticipated  and  accepted  as 
of  minor  importance  if  the  disease  was  to 
be  destroyed. 

It  was  very  early  that  I became  radical  in 
my  treatment  of  these  maligancies.  I per- 
ceived that  to  destroy  the  disease  before  it 
killed  the  patient  was  imperative.  There- 
fore massive  dosage  was  used  regardless  of 
its  effect  upon  the  overlying  normal  tissues. 
An  illustrative  case  was  that  of  an  eighteen 
year  old  lad  with  a proved  angio-sarcoma  of 
the  neck  and  face.  The  swelling  had  de- 
stroyed the  angles  of  the  neck,  closed  an  eye, 
distorted  the  nose  and  mouth.  The  skin,  fat, 
superficial  and  deep  fascia  and  sterno-cleido 
mastoid  muscle  on  one  side  were  destroyed, 
exposing  the  deep  vessels  of  the  neck,  when 
these  overlying  necrotic  structures  were  cut 
away  en  masse.  The  lateral  side  of  the  neck, 
from  the  lower  jaw  to  the  clavicle  and  from 
the  mastoid  to  the  sternum,  presented  a vast 
defect  which  required  full  thickness  flaps 
from  the  breast  and  the  scapular  region  to 
cover.  This  radical  procedure  was  carried 
out  approximately  thirty  years  ago  and  the 
patient  was  alive  and  well  eight  years  follow- 
ing the  operation. 

A girl  of  seventeen  years  had  an  injury  to 
the  upper  arm,  which  was  first  treated  as  a 
contusion.  Later  the  pain  was  regarded  by 
her  physician  as  due  to  neuritis;  still  later, 
the  popular  musclar  rheumatism  was 
thought  to  be  producing  her  pain  and  limita- 
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tion  of  motion.  The  swelling-  became  very  treatment,  she  is  well  and  working  as  a ty- 
large  and  had  been  incised,  but  would  not  pist.  The  biopsy  of  this  specimen  was  unfor- 
heal.  A pathological  fracture  had  occured  tunately  lost. 


Fig.  I-A — Radiograms  of  left  humerus  in  17-year-old  girl 
showing  extensive  destructive  lesion  with  fusiform  invasion  into 
soft  tissues  (1927). 

through  the  upper  third  of  the  humerus 
when  she  consulted  me  nearly  a year  after 
the  onset.  The  first  radiogram  was  taken  at 
this  time,  (Fig.  1)  and  a diagnosis  of  an 
osteogenic  sarcoma  was  made.  In  August 
of  1927,  amputation  was  advised  but  refused 
by  the  family.  There  was  a sinus  tract  from 
the  incision,  from  which  there  was  a non- 
purulent  discharge.  It  was  thought  that  ra- 
dium could  be  inserted  deeply  in  the  tumor 
and  a maximum  benefit  derived.  It  was  thus 
used  heroically  by  the  surgeon  to  whom  she 
was  referred.  The  reaction  was  so  great, 
that  the  patient  became  alarmingly  ill,  her 
people  apparently  became  panicky,  and  dis- 
charged their  attendant.  They  then  came 
back  to  me  and  could  not  be  persuaded  to  re- 
main under  the  care  of  this  most  competent 
specialist  in  radium  therapy.  (Dr.  D.  T. 
Quigley).  They  were  finally  perusaded  to 
allow  high  voltage  x-rays  to  be  used  by  Dr. 
A.  F.  Tyler.  The  end  result  is  evident  in  the 
radiograms  and  photographs  taken  on  March 
11th,  1935,  eight  years  later,  (Fig.  II).  At 
the  present  time,  nine  years  following  the 


Fig.  I-B — Restoration  of  upper  shaft  of  humerus  (1935).  No 
evidence  of  original  tumor. 


Fig.  II — Photograph  of  patient  eight  years  following  onset. 
Working  actively  as  a stenographer. 

It  cannot  be  known  whether  it  was  radium, 
x-rays  or  their  combined  use  that  gave  this 
end  result  in  a rather  highly  malignant  os- 
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Fig.  Ill — Radiogram  of  pelvis  in  lad  of  16  years  ( March  8,  1933).  Extensive  destruction  of  right  ilium  and  large  soft  tis- 
sue tumor  mass. 


teomyelitic  osteogenic  sarcoma  of  the  left 
upper  humerus. 

The  second  patient  is  a lad  of  sixteen 
years,  who  in  May  of  1932,  sustained  a se- 
vere contusion  over  the  right  ilium,  when  he 
was  ordered  to  fall  upon  his  gun,  while  doing- 
maneuvers  with  his  high  school  cadet  squad. 
He  was  disabled  during  the  entire  summer 


and  in  September,  when  he  consulted  his 
physician,  a tumor  was  discovered  in  the 
right  iliac  region.  It  increased  in  size  rather 
rapidly  and  he  was  referred  to  me  in  late 
December. 

Radiological  study  at  that  time  disclosed 
an  extensive  destructive  lesion  of  the  right 
ilium,  which  combined  with  a large  soft  tis- 


Fig.  IV — Appearance  of  pelvis  in  1935.  Right  wing  of  ilium  absent.  No  evidence  of  activity. 
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sue  tumor,  made  a clinical  and  radiological 
diagnosis  of  a primary  sarcoma,  quite  obvi- 
ous. (Fig.  III). 

An  exploratory  was  done  in  early  January, 
1933  and  as  anticipated,  it  was  found  impos- 
sible to  completely  remove  the  tumor.  The 
narrow  rim  of  the  iliac  crest  which  remained 
was  excised  and  a large  portion  of  the  ne- 
crotic, hemorrhagic  tumor  mass  was  scooped 
away.  Hemorrhage  was  quite  extensive  and 
a large  Miculitz  pack  was  introduced  and 
firm  pressure  secured  by  bandage. 

A frozen  section  at  the  time  of  operation 
disclosed  what  was  diagnosed  as  a spindle 
celled  sarcoma. 

The  parents  were  advised  at  once,  and 
readily  consented  to  deep  x-ray  therapy. 


ated  tumor.  Sloughing  and  necrosis,  of  bone 
persisted  for  many  months,  and  repeated  ex- 
cisions of  exposed,  devitalized  bone  was  nec- 
essary. The  patient  was  reduced  to  extremis 
and  nearly  succumbed. 

After  more  than  six  years,  here  is  the  end 
result  as  shown  by  the  radiograms  and  by 
the  living  patient,  who  has  rather  extensive 
defect  in  the  right  iliac  region,  but  is  able  to 
get  about  with  the  aid  of  a cane.  (Fig.  IV 
and  V). 

This  report  was  written  before  the  last  ex- 
amination, which  revealed  bone  changes  from 
recurrence  or  possible  bone  atrophy.  The 
radiograms  would  lead  us  to  suspect  a return 
of  the  original  disease,  as  there  has  been  a 
loss  of  twenty  pounds  in  weight  and  definite 
increase  in  his  disability  during  the  past  few 


Fig.  V — Photograph  of  patient  (1935).  Extensive  scarring  due  to  radical  surgery  and  radiation. 


This  was  carried  through  by  Dr.  Howard 
B.  Hunt  and  he  was  ordered  to  give  the  max- 
imum doses  which  were  customary,  and  then 
to  double  the  amount;  that  its  destructive 
effects  upon  the  soft  parts  were  to  be  disre- 
garded and  that  he  must  be  sure  to  kill  the 
disease  immediately.  The  responsibility  for 
a burn  and  its  consequences  was  assumed  by 
me. 

This  boy  was  made  very  ill  from  the  tox- 
emia incident  to  the  rapid  localized  necrosis 
of  the  superficial  tissues  and  the  deeply  situ- 


months.  When  this  case  was  last  seen  about 
April  1st,  1939,  there  was  improvement  and 
less  evidence  of  the  presence  of  malignancy. 

To  the  operative  surgeon,  there  comes 
many  inoperable  cases  of  all  forms  of  malig- 
nancy. The  patients  are  desperate  and  de- 
mand relief  of  pain  and  a hoped  for  cure. 
They  should  be  told  that  they  will  die  unless 
the  disease  is  arrested.  To  do  this  by  x-ray 
will  destroy  the  overlying  soft  parts.  They 
may  be  maimed,  scarred,  and  disabled,  but 
the  terrible  disease  threatening  their  life 
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must  be  killed  before  it  kills  them.  They 
must  be  frightened  in  order  to  gain  their 
whole-hearted  support.  Their  early  hopes 
may  give  them  a premature  acceptance  of 
cure,  causing  them  to  become  careless  and 
negligent  with  infrequent  observations.  The 
treatment,  secondary  operations,  observa- 
tions and  management  may  require  months 
and  years. 

With  the  vast  improvement  in  roentgen 
technique  due  to  accurate  scientific  knowl- 
edge of  its  properties,  the  ability  of  techni- 
cians to  accurately  measure  and  apply  very 
high  voltage  with  a maximum  of  benefit,  and 
a minimal  of  harm  to  normal  tissues,  it  has 
been  possible  to  render  the  application  of  this 


potent  agent  more  efficiently  each  decade. 
My  experience  was  acquired  before  these  re- 
finements in  technique  were  generally 
known;  hence,  my  lack  of  consideration  for 
the  normal  tissues.  With  more  than  a half 
century  of  practice,  I have  had  the  privilege 
of  considerable  experience  in  malignancy  of 
all  forms.  X-ray  therapy  and  radium  have 
been  used  chiefly  as  a supplement  to  sur- 
gery with  distinct  advantage.  There  have 
been  many  cures  and  numerous  failures. 
These  few  illustrative  cases  demonstrate  the 
possibilities  in  otherwise  hopeless  cases  and 
as  the  chief  aim  of  the  physician  is  to  pro- 
long life,  much  can  be  accomplished  by  dili- 
gent attention  to  details  and  prolonged  care- 
ful observation  and  treatment. 


IN  THIS  ISSUE 


BONE  SARCOMAS  are  always  a tragedy 
to  the  patient  and  his  family.  To  the  physi- 
cian they  spell  a short  or  chronic  period  of 
hopelessness  and  despair  as  regards  the  pro- 
gression. Comes  now  Dr.  J.  P.  Lord  with  a 
discussion  that  emanates  hope  for  the  vic- 
tims of  this  most  serious  disease.  Page  281. 


THOSE  who  heard  Dr.  Miner’s  address  on 
Colies’  Fracture  at  the  last  Annual  Assembly 
will  long  remember  the  clearness  with  which 
he  illustrated  the  treatment  of  these  bone 
injuries.  The  annoyances  of  poor  reductions, 
judging  from  Dr.  Miner’s  description  may  be 
greatly  diminished  by  a thorough  under- 
standing of  the  principles  underlying  the 
anatomy  and  physiology  of  bone  and  muscles 
involved.  Page. ...286. 


MOST  of  us  are  inclined  to  dismiss  a “sum- 
mer” rash  with  a smile,  an  exhortation  to 
the  itching  patient  or  his  mother  not  to  wor- 
ry about  it,  and  in  self-defense,  issue  a pre- 
scription for  calamine  lotion.  The  essential 
points  in  the  diagnosis  and  rational  treat- 
ment of  these  cutaneous  irritations  are  pre- 
sented by  Dr.  Cameron  on  page.. 294. 


BEING  stung  by  a bee  offers  nothing  of 
the  romantic  in  life.  Dr.  Ainlay  was  skepti- 
cal when  for  want  of  a more  scientific  ration- 
al in  the  treatment  of  arthritis  in  its  various 
forms  he  began  to  use  bee  venom.  His  ar- 
ticle is  on  page 298. 


WE  are  all  familiar  with  the  many  diffi- 


culties of  proper  diagnosis  of  abdominal  le- 
sions in  children.  Drs.  McLaughlin  and 
Davis  present  an  excellent  article  on  the  va- 
rious phases  of  diagnosis.  Page. ...304. 


THE  treatment  of  arthritis  has  many 
ramifications.  Fever  therapy  is  still  in  the 
experimental  stage  though  the  reports  indi- 
cate hope  for  certain  types.  Drs.  Johnson 
and  Whiston  discuss  the  results  of  their 
studies  on  page .289. 


THE  problem  of  the  hypertensive  is  an  old 
one.  Dr.  Kirk  discusses  hypertension  from 
the  viewpoint  of  a medical  practitioner  com- 
bining his  knowledge  of  pathology  with  clini- 
cal medicine  on  page 308. 


Medical  care  is  not  a basic  commodity  with 
a definite  unit  price  like  a pair  of  shoes  or  a 
loaf  of  bread. 

The  practice  of  medicine  is  an  art,  and 
like  the  price  of  an  artist’s  painting,  its  price 
varies  according  to  the  reputation  and  ability 
of  the  artist,  and  how  badly  the  purchaser 
wants  or  appreciates  it. 

The  value  of  medical  service  rendered  de- 
pends upon  the: 

1.  Qualifications  of  the  physician  render- 
ing the  service. 

2.  The  risks  involved. 

3.  The  demands  the  patient  makes,  and 

4.  The  financial  standing  of  the  patient. 

This  cannot  be  mechanically  standardized 

at  so  much  a unit. 

From  E.  H.  Skinner,  Kansas  City  Medical  Journal. 


The  Reduction  of  Colles’  Fracture* 

HENRY  R.  MINER,  M.  D. 

Falls  City,  Nebraska 


Of  the  wrist  fractures  the  one  called  Col- 
les’  or  Depuytren’s  is  undoubtedly  many 
times  more  common  and  later  seriously  crip- 
pling and  deforming.  Historically  this  par- 
ticular fracture  is  extremely  interesting.  It 
seems  astonishing  that  for  many  years  and 
even  frequently  at  the  present  time  a diag- 
nosis of  dislocation  or  sprain  of  the  wrist 
covered  the  diagnosis  of  this  condition. 
Scudder^)  emphasizes  injury  to  and  disten- 
sion of  the  synovia  as  lending  presumptive 
evidence  for  this  deduction.  Codes  in  1814 
described  this  condition  in  England  accurate- 
ly and  since  then  it  has  born  his  name.  Even 
in  1783  M.  Pouteau  described  it  accurately, 
while  Surgeon  in  Chief  of  l’Hotel  Dieu,  Lyon, 
France.  It  is  said  many  bitter  discussions 
took  place  in  the  staff  meetings  of  this  hos- 
pital until  one  patient  was  accommodating 
enough  to  die  and  an  autopsy  settled  the  dis- 
pute. After  all  there  is  no  better  evidence 
in  these  conditions,  or  any  other,  than  the 
revelations  of  post  mortem.  It  is  rather  re- 
vealing, when  we  realize  that  they  had  no  as- 
sistance from  the  x-ray  at  that  time,  that 
some  of  the  surgeons  arrived  at  such  an  ac- 
curate understanding.  Of  course,  during  all 
the  period  preceding  the  x-ray,  knowledge  of 
anatomy,  of  function,  and  an  almost  uncanny 
training  of  the  tactile  sense  in  the  fingers, 
made  possible  what  at  the  present  time  is  al- 
most a lost  art ; so  much  dependence  at  pres- 
ent, and  more  or  less  rightly,  is  put  upon  the 
x-ray  diagnosis.  Nevertheless  the  most  com- 
petent authorities  realize  that  the  errors  in 
diagnosis  from  x-ray  plates  as  usually  seen 
and  interpreted  are  as  gross,  if  not  more  so, 
than  the  highly  trained  clinical  diagnosis  of 
experts.  An  autopsy  is  infallible  in  arriving 
at  conclusions  and  that  was  the  court  of  last 
resort  with  these  older  surgeons. 

The  typical  Colles’  fracture  is  a solution 
of  continuity  of  the  radius  within  less  than 
an  inch  of  the  articular  surface  of  the  wrist 
end  with  a multitude  of  possible  variations. 
Coupled  with  this,  of  equal  importance  or 
probably  most  important,  is  first  a tilting 
backward  of  the  broken  fragments,  which, 
unless  corrected,  interferes  markedly  with 
future  flexion  and  contour  of  the  joint.  Next 
in  importance  and  equally  productive  of  fu- 
ture disability  is  the  ulna,  which,  as  you 

*Read  before  The  Nebraska  State  MedicaJ  Association,  Grand 
Island,  May  2,  1939. 
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know,  articulates  with  none  of  the  wrist 
bones  except  the  radius — being  attached  to 
this  by  a powerful  radio-ulnar  ligament 
which  is  usually  torn  at  the  time  of  the  acci- 
dent setting  this  end  of  the  bone  compara- 
tively free.  Unless  this  is  recognized  and 
corrected  at  the  time,  the  ulnar  head  is  fre- 
quently abnormally  uncontrolled  in  flexion 
and  rotation  and  the  cause  of  much  of  the 
deformity  and  crippling.  These  two  factors 
then  should  be  uppermost  in  your  mind  when 
you  meet  a case  of  this  type.  Coupled  with 
the  radial  fracture  is  usually  a crushing  of 
bone  at  the  upper  site  of  the  fracture  of  one 
or  both  fractured  ends.  This  tilts  the  ar- 
ticular surface  of  the  radius  at  an  abnormal 
angle  which  throws  the  hand  backward  and 
produces  what  is  commonly  called  the  silver- 
fork  deformity.  Unless  this  crushing  is  giv- 
en paramount  importance  and  thoroughly 
corrected,  flexion  of  the  hand  on  the  wrist 
will  be  markedly  limited  and  for  a long  time 
painful.  Coupled  with  this  an  abnormally 
movable  or  wandering  ulna  will  give  a much 
impaired  wrist.  The  fragment  is  not  so  dif- 
ficult to  return  to  its  old  normal  site  though 
again  Scudder(2)  warns  that  much  force 
is  usually  needed.  If  this  crushing  is  not 
thoroughly  appreciated  and  its  effect  on  the 
joint  overcome,  we  will  have,  depending  upon 
the  severity  and  type  of  the  original  injury, 
as  bad  a wrist  as  if  we  had  not  replaced  the 
fragments.  This  tilting  backward  of  the 
distal  fragment  was  and  is  a very  common 
end  condition  following  these  injuries.  Be- 
sides the  tilting  it  usually  produces  by  the 
crushing  and  impaction  a shortening  of  the 
normal  radius  to  such  an  extent  that  the 
hand  is  adducted  markedly  toward  the  inner 
side  producing  its  share  of  incapacity  and 
deformity. 

The  American  Textbook  of  Surgery  pub- 
lished in  1892  under  the  editorship  of  Drs. 
William  W.  Keen  and  J.  William  White  was, 
at  the  time  of  my  graduation,  the  last  word 
in  surgery.  It  is  interesting  to  see  how  lit- 
tle advancement  has  been  made  in  most  de- 
partments of  surgery  compared  to  what 
those  men  knew  at  that  time.  Quoting  from 
this(3) : “The  line  of  fracture  is  usually  situ- 
ated at  from  one-third  to  three-fourths  of  an 
inch  above  the  articular  edge  and  is  trans- 
verse, but  may  be  oblique  in  either  direction 
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and  sometimes  the  lower  fragment  is  com- 
minuted— in  the  young  it  appears  usually  to 
follow  the  epiphyseal  line.  The  common  dis- 
placement is  of  the  lower  fragment  back- 
ward with  ascent  of  the  styloid  process  by 
crushing  and  of  the  posterior  articular  bor- 
der by  tilting,  or  angular  border  by  displace- 
ment— so  that  the  articular  border  looks 
downward  and  backward  instead  of  down- 
ward and  forward.”  Further  under  treat- 
ment^ : “Reduction  which  at  times  is  very 

difficult  and  even  impossible  should  be  first 
attempted  by  traction  upon  the  hand  and  di- 
rect pressure  on  the  fragments:  if  that  fails 
the  wrist  should  be  placed  in  forced  exten- 
sion and  the  fragments  pressed  downward  by 
the  surgeon’s  thumb  while  his  fingers  grasp 
the  forearm  above  the  fracture.  If  this  also 
fails,  an  anaesthetic  should  be  given  and  the 
fragment  mobilized  by  pressing  it  backward 
and  then  forward  into  place.  It  is  of  great 
importance  to  the  appearance  of  the  limb 
that  the  posterior  displacement  should  be 
fully  corrected.  That  which  is  due  to  the 
crushing  of  the  spongy  tissue  and  the  short- 
ening of  the  outer  border  of  the  bone  cannot 
be  corrected.”  This  latter  statement  is  the 
only  one  which  would  differ  from  those 
which  are  taught  at  present.  If  this  were 
accepted  we  would  still  have  a replaced  frag- 
ment but  a marked  tilting  backward  of  the 
joint  surface  plus  a shortening  of  the  radius. 
This  same  shortening  unquestionably  has 
much  to  do  with  the  failure  of  the  ulna  to 
become  firmly  reattached  to  the  radius, 
which  as  I state  before,  is  one  of  the  serious 
disabling  end  results. 

Today  we  are  taught  that  usually  full 
length  can  be  restored  and  also  the  proper 
angle  of  the  joint  surface.  This  can  only  be 
accomplished  by  strongly  flexing  the  wrist 
which  would  result  in  a separation  at  the 
upper  or  dorsal  part  of  the  two  fractured 
surfaces  leaving  a V-shaped  gap  above  to  be 
filled  in  by  new  bone  growth — which,  experi- 
ence shows,  does  take  place.  Quoting  from 
Cotton,  he  expresses  the  whole  subject  of 
this  condition  as  follows(5):  “How  to  hold 

position  I learned  from  doing  osteotomies  on 
old  fracture  deformities  in  which  one  must 
of  necessity  keep  a wedge-shaped  gap  open 
until  it  fills  with  bone.  This  can  be  done 
only  in  flexion  and  flexion  is  best  held  in 
plaster,  preferably  applied  as  strip  splints  of 
eight  to  ten  layers  of  plaster-of-Paris  band- 
age— one  on  the  back,  from  elbow  to  finger 
knuckles,  one  in  front,  from  the  upper  fore- 


arm to  the  palm,  these  are  caught  with  a few 
turns  of  plaster-of-Paris  bandage — the  same 
thing  may  be  done  less  efficiently  but  often 
well  enough  with  splints  and  exaggerated 
pads.  So  long  as  the  wrist  is  in  flexion  the 
posterior  ligaments,  always  intact,  give  the 
pull  that  keeps  the  distal  radial  fragment 
from  rocking  backward;  and  so  long  as  the 
ulna  is  held  to  the  back  of  the  flexed  wrist, 
the  ligaments  can  heal  to  something  near 
their  normal  length.  This  is  important,  for 
not  only  is  there  weakness  in  the  ligaments, 
but  their  laxity  often  permits  a sublaxation 
of  the  ulna  with  each  supination — a com- 
mon factor  of  disability.  This  slipping  ulna 
not  very  rarely  leads  to  ulnar  nerve  irrita- 
tion. I have  previously  called  attention  to 
it,  but  find  it  not  uncommonly,  always  undi- 
agnosed, whether  slight  or  considerable  in 
degree.” 

It  was  my  privilege  in  1918  to  see  him,  at 
the  Boston  City  Hospital  handle  many  of 
these  cases  during  all  stages.  At  that  time  he 
emphasized  flexion  of  the  wrist,  rotation  to 
correct  the  commonly  existing  rotation  of 
the  fractured  end  of  the  radius,  and  a 
marked  abduction  of  the  hand  toward  the  ul- 
nar side.  He  would  do  this  sometimes  with 
and  sometimes  without  previous  backward 
extension,  increasing  the  deformity,  which 
helps  to  release  the  impaction,  and  with  one 
sweeping  movement  under  strong  traction 
flex  the  wrist,  sharply  rotate  it,  and  carry  it 
toward  the  ulnar  side — this  marked  flexion 
of  the  wrist  tilting  the  fractured  end  into  its 
normal  position.  He  frequently  illustrated 
how  readily  the  deformity  would  recur  by 
simply  extending  the  hand.  At  that  time  he 
advocated  above  all  methods  of  fixation  a 
properly  applied  plaster  cast  as  being  the 
only  competent  method  in  at  least  the  sever- 
est types.  Also  at  that  time  he  was  using 
the  circular  application  of  the  plaster  cast. 
In  my  opinion  this  is  still  one  of  the  very  best 
methods  of  dressing.  This  presupposes  an 
intimacy  with  the  things  to  be  accomplished 
and  a skill  in  the  use  of  plaster.  It  is  easy 
later  to  bivalve  this  type  to  relieve  any  too 
great  tension  and  to  inspect  and  massage  the 
arm.  The  majority  of  competent  authorities 
believe  that  two  weeks  will  accomplish  so 
much  repair  that  considerable  passive  and 
some  active  motion  is  possible.  It  is  prob- 
able that  some  of  the  fractures  are  held  fixed 
too  long.  I remember  Dr.  Robert  W.  Lovett 
telling  us  that  circus  acrobats  are  so  fearful 
of  immobilization  of  their  highly  trained 
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muscles  that  one  case  of  this  type  of  fracture 
which  he  cared  for  was  using-  the  trapeze 
without  any  dressing-  at  all  at  the  end  of  ten 
days,  without  any  serious  consequences  and  a 
perfect  end  result. 

This  type  of  fracture  is  so  common,  and 
caused  by  so  many  different  types  of  acci- 
dents, from  falls  to  direct  blows,  and  the 
wrist  is  such  a vitally  important  member  in 
every  field  of  employment  that  any  emphasis 
which  may  crystallize  or  increase  our  knowl- 
edge of  its  handling  justifies  any  amount  of 
time  and  repetition. 

Even  where  the  ulna  is  also  fractured  near 
the  end  or  farther  back,  whether  there  is 
much  comminution  with  many  loose  frag- 
ments or  it  is  simply  an  epiphyseal  separa- 
tion with  displacement,  practically  all  of 
them  can  be  satisfactorily  reduced  and  good 
results  obtained  by  the  standard  treatment 
of  the  ordinary  Colles’  fracture.  This  does 
not  mean  nor  is  it  intended  to  convey  the  idea 
that  open  operation  is  not  at  times  justified, 
but  I do  wish  to  emphasize,  however,  the  fact 
that  the  proper  handling  of  wrist  injuries  is 
anything  but  a simple  proceedure  and  that  it 
does  not  behoove  any  of  us  to  approach  the 
handling  of  it  with  the  least  bit  of  conceit  or 
unjustifiable  self-confidence  no  matter  what 
our  experience  may  have  been.  I wish  also 
simply  to  mention  a closely  similar  condition 
which  is  called  reversed  Colles’  in  which  the 
breaking  force  and  the  relative  position  of 
the  fractured  portions  is  the  opposite  of  the 
type  of  which  we  have  been  speaking.  As  a 
rule  all  proceedures  should  be  the  direct  op- 
posite of  what  we  have  said  before  to,  and  in- 
cluding, reduction,  our  splint,  which  ap- 
proaches the  old  cock-up  type,  may  best  serve 
the  purpose.  An  amount  of  knowledge  of  the 
relationship  and  the  functions  and  an  excel- 
lent mechanical  ability  and  ingenuity  are  re- 
quired— perhaps  more  than  in  any  other  type 
of  fracture.  Massage,  physiotherapy,  and 
proper  active  and  passive  motions  aid  materi- 
ally to  an  early  return  of  function. 


To  summarize: 

1.  All  wrist  injuries  should  be  considered 
as  fractures  until  otherwise  proven. 

2.  A backward  tilting  of  the  articular  end 
of  the  radius  with  or  without  impaction,  usu- 
ally with,  is  the  cause,  unless  corrected,  of 
much  deformity  and  loss  of  function. 

3.  Every  effort  should  be  made  to  avoid 
the  almost  equally  common  ulnar  deformity 
with  possible  injury  to  the  ulnar  nerve  and 
certain  impairment  of  the  rotary  function. 

4.  Flexion,  outward  rotation,  and  ulnar 
abduction  seem  to  give  decidedly  the  best  re- 
sults with  the  least  following  stiffness  in  the 
wrist  motions. 

5.  A capably  moulded  plaster-of-Paris 
splinting  is  much  the  best,  board  splints  with 
padding  coming-  next,  and  ready-made  mould- 
ed splints  a poor  third. 
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DISCUSSION 

DR.  ROBERT  D.  SCHROCK,  (Omaha):  I want  to 
say  Dr.  Thompson,  as  Chairman  of  the  State  Frac- 
ture Committee,  has  done  during  the  past  three 
years  a tremendous  amount  of  work.  Some  of  you 
are  appreciative  of  that.  Others  are  unaware  of  the 
amount  of  time,  effort,  and  careful  thought  that  has 
been  put  into  the  activities  of  the  State  Fracture 
Committee.  Three  years  ago,  all  of  the  fracture  ac- 
tivity in  the  State  was  centralized  through  the  State 
Fracture  Committee.  That  plan  of  activity  has 
saved  a great  deal  of  overlapping  of  the  action  of 
the  fracture  committees  of  the  various  national  or- 
ganizations. The  plan  has  attracted  attention  from 
various  states  in  their  medical  associations,  and  the 
plan  has  come  to  be  recognized  somewhat  as  the 
“Nebraska  Plan.”  Many  other  cities  are  following 
definitely  that  type  of  organization  work  in  their 
state  fracture  committees.  Doctor  Thompson  has 
arranged  the  Symposium  as  representative  of  the 
State  Fracture  Committee.  I think  he  is  to  be  well 
commended  for  it. 


Obstetric  Gas  Bacillus  Infection 
Treated  With  Sulfanilamide 

Sulfanilamide  has  been  found  valuable  in 
the  treatment  of  gas  bacillus  infection  in  ob- 
stetric cases,  Joseph  F.  Sadusk  Jr.,  M.  D., 
and  Constantino  P.  Manahan,  M.  D.,  Balti- 
more, assert  in  The  Journal  of  the  American 
Medical  Association  for  July  1. 

The  infection  was  checked  in  a case  of  mis- 


carriage and  in  another  case  in  which  preg- 
nancy was  terminated  for  therapeutic  rea- 
sons. The  beneficial  action  of  sulfanilamide 
in  such  instances,  the  authors  state,  “is  es- 
pecially striking  in  view  of  the  extremely 
high  mortality  of  obstetric  infections  due  to 
the  gas  bacillus.” 

They  also  present  experimental  studies 
which  show  that  the  drug  inhibits  the 
growth  of  the  gas  bacillus. 


The  Orthopaedic  Care  of  the  Arthritic  Patient* 

HERMAN  F.  JOHNSON,  M.  D.,  and  GORDON  WHISTON,  M.  D. 

Omaha 


INTRODUCTION 

It  has  been  conclusively  demonstrated  that 
increase  of  body  temperature,  either  as  a re- 
sult of  an  intercurrent  febrile  disease  entire- 
ly independent  of  the  primary  lesion,  or  by 
the  production  of  fever  by  artificial  means, 
has  produced  in  some  instances  a cure;  in 
others,  long  remissions  or  at  least  periods  of 
symptomatic  relief  from  the  original  disease. 
As  a result  of  these  observations,  many 
methods  of  artificially  induced  fever  have 
been  attempted,  both  by  physical  and  bacter- 
ial means.  Heat  as  a local  and  general 
therapeutic  aid  has  been  used  empirically 
since  the  earliest  history  of  medicine  and  at 
first  was  considered  to  be  a defensive  mech- 
anism against  disease. 

This  presentation  has  to  do  with  a study  of 
150  cases  of  arthritis  selected  from  a group 
of  241  arthritics  treated  in  the  artificial 
fever  therapy  research  project  of  the  Uni- 
versity of  Nebraska  College  of  Medicine.  The 
arthritic  commission  in  this  group  consists 
of  internists  and  specialists  in  the  various 
fields  of  medicine  and  surgery.  The  Ketter- 
ing hypertherm  has  been  used  for  the  pro- 
duction of  high  fever  and  maintenance  at  the 
desired  level  for  variable  periods.  This  is  a 
relatively  simple,  easily  controlled  apparatus 
for  raising  and  maintaining  high  body  tem- 
peratures by  the  use  of  circulating  heated 
and  humidified  air. 

PROCEDURE 

Careful  medical  examinations  are  carried 
out  in  all  cases  for  the  purpose  of  diagnosis 
and  evaluating  the  indications  for  treatment. 
It  is  interesting  that  in  this  series,  one  giant 
cell  tumor  of  the  lower  radius  was  discov- 
ered, as  well  as  a Ewing’s  sarcoma  of  the  as- 
tragalus. Information  obtained  from  his- 
tory, physical  examination,  radiological 
studies  of  the  joints  and  the  laboratory  data 
determines  whether  fever  therapy  will  be  of 
value  and  also  the  ability  of  the  patient  to 
tolerate  high  temperatures.  In  questionable 
lesions,  joint  aspiration,  as  well  as  diagnostic 
arthrotomy  has  been  done  to  aid  in  making 
positive  diagnosis.  This  has  been  particu- 
larly important  in  the  monarticular  types  of 
arthritis  involving  the  major  joints.  It  is 

•From  the  Department  of  Fever  Therapy.  University  of  Ne- 
braska. College  of  Medicine.  Presented  at  the  meeting  of  The 
Nebraska  State  Medical  Association,  Grand  Island,  Nebraska, 
May  3.  1939. 


obvious  that  the  patients  with  extensive  joint 
changes  and  the  group  of  productive  arth- 
ritis in  the  older  age  period  are  not  suitable, 
although  considerable  symptomatic  relief  has 
been  obtained  in  several  instances  where  the 
therapy  has  been  given.  This  discussion  is 
to  be  limited  to  the  various  orthopaedic 
measures  necessary  in  order  to  give  rest  to 
the  joint  and  preserve  function.  The  gener- 
al medical  aspects  of  fever  therapy  have  been 
thoroughly  discussed  by  other  members  of 
this  committee. (1  2 3 4 5) 

The  group  of  patients  in  which  detailed 
study  has  been  done  is  divided  into  the 
atrophic  type  of  arthritis,  of  which  100  have 
been  studied,  and  into  the  specific  and  gon- 
orrheal arthritis,  of  which  there  are  fifty 


Fig.  I 

Removable  “cock-up”  wrist  splint  with  molded  palmar  arch. 
Head  traction  and  Bradford  frame  for  spinal  arthritis. 

cases.  Of  this  series,  forty-two  (28%)  have 
required  various  major  orthopaedic  meas- 
ures in  order  to  bring  about  the  desired  re- 
sult. It  is  our  opinion  that  even  a larger 
percentage  would  have  been  definitely  bene- 
fited by  orthopaedic  supervision,  but  due  to 
lack  of  funds  and  inability  to  adequately  con- 
tact the  patient,  everything  indicated  has 
not  been  possible. 

It  has  been  repeatedly  demonstrated  that 
a preliminary  course  of  fever  therapy  in  the 
atrophic  type  of  arthritis  has  materially  aid- 
ed the  orthopaedic  management.  In  the  spe- 
cific type  of  arthritis,  the  high  temperatures 
ranging  from  105  to  107  degrees  Fahrenheit 
have  a definite  bacteralytic  effect  on  the  dis- 
ease organisms,  whose  thermal  death  time  is 
below  this  mark.  This  latter  destructive  ef- 
fect has  often  been  found  to  produce  al- 
most miraculous  cure  in  the  gonococcal  in- 
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Fig.  II  r 

(a)  Taylor  type  back  brace  with  neck  extension  for  treat- 
ment of  extensive  spinal  involvement. 

processes  of  the  body,  as  well  as  vasodilita- 
tion,  with  increased  blood  supply  to  the  af- 
fected parts. 

ORTHOPAEDIC  MANAGEMENT 
In  the  acute  stages  of  arthritis,  various 
mechanical  measures  are  essential  for  the 
purpose  of  rest  to  the  joint,  distraction  of  the 
joint  surfaces  by  traction  and  the  prevention 
of  the  characteristic  deformities  which  de- 
velop as  a result  of  the  protective  attitude  as- 
sumed by  the  patient.  At  this  stage  of  the 
disease,  it  is  important  that  the  various  ex- 
tremities be  immobilized  in  the  position 
which  will  give  optimum  function  if  ankylos- 
is results.  In  the  upper  extremity,  it  is  ob- 
vious that  slight  abduction  of  the  humerus  is 
desirable  if  fixation  of  the  shoulder  joint  is 


fections.  The  low  temperature  treatments 
ranging  from  103  to  105  degrees,  as  used  in 
the  non-specific  arthrides,  produce  stimu- 
lating effects  upon  metabolic  and  chemical 


to  be  anticipated.  At  the  elbow,  the  posi- 
tion of  flexion,  varying  from  80  to  110  de- 
grees, is  most  desirable,  with  the  forearm  in 
mid  suppination.  In  the  wrist,  it  is  very  ob- 
vious that  the  cock-up  position  with  semi- 
flexion of  the  fingers  must  be  maintained  if 
any  degree  of  satisfactory  function  is  to  be 
anticipated  in  the  event  complete  or  partial 
ankylosis  occurs.  In  the  spine,  one  must 
guard  against  flexion  deformity,  which  is 
particularly  disabling  and  difficult  to  correct 
after  spinal  rigidity  occurs.  In  the  lower  ex- 
tremities, flexion  deformity  of  the  hip  must 
be  guarded  against  by  traction  in  the  form 
of  Buck’s  extension.  The  same  is  true  when 
the  knee  joint  is  involved.  It  is  desirable, 
however,  in  these  two  joints,  that  slight  flex- 
ion be  maintained  so  that  weight  bearing  will 
be  facilitated  if  the  joints  become  ankylosed. 
Involvement  of  the  foot  and  ankle  is  very  apt 


to  produce  pronation  with  peroneal  spasm 
and  hallux  valgus  if  the  position  of  right 
angles  of  the  foot  on  the  leg  with  slight  in- 
version is  not  insisted  upon  during  the  acute 
phases  of  the  disease. 

Following  each  course  of  fever  therapy,  it 
it  desirable  that  these  patients  have  physical 
therapy  in  the  form  of  light  stroking  mas- 
sage and  gentle  motions  of  the  joints  to  the 
point  of  pain.  These  measures  may  be  car- 


Fig.  II 

(b)  Reinforced  surgical  corset  with  removable  Taylor  type 
arm  crutch  brace  where  additional  support  is  desirable. 
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When  definite  deformity  and  various  de- 
grees of  ankylosis  have  occurred,  the  problem 
is  entirely  orthopaedic  if  the  patient  is  in 


Fig.  Ill 

(b)  Three  point  knee  brace  for  prevention  of  contracture. 

is  the  most  desirable  method  when  partial 
ankylosis  exists.  With  bony  ankylosis,  it  is 
obvious  that  the  radical  operative  procedures 
are  essential  if  it  is  desirable  to  restore  an- 
atomic alinement  or  attempt  to  obtain  a 
movable  joint.  Resection  of  the  joint  sur- 
faces and  arthrodesis  for  the  purpose  of  cor- 
recting the  deformity  and  stabilizing  the 
joint  in  the  optimum  position  of  function  is 
the  most  common  operative  procedure.  In 
the  knee  joint,  synovectomy  is  a procedure 
which  should  be  used  more  generally.  In 
spite  of  removal  of  90%  of  the  synovial  lin- 
ing, one  may  anticipate  a movable  joint  with- 
in the  limits  of  function.  Occasionally,  plas- 
tic lengthening  of  a contracted  tendon  is  nec- 


ried  out  following  hot  magsulphate  packs  to 
the  extremity  on  the  days  in  which  fever 
treatments  are  not  given.  In  the  sub-acute 
and  chronic  stage,  more  active  movements  of 
the  joints  may  be  permitted  if  it  does  not 
produce  reaction  in  the  form  of  pain,  effusion 
and  muscle  spasm. 


greatly  benefited  by  judicious  manipulative 
measures.  This  also  applies  to  the  valgus 
foot  in  which  there  is  peroneal  spasm.  Grad- 
ual correction  by  various  traction  methods, 
corrective  wedged  plaster  casts  and  braces 


Fig.  m 

(a)  Molded  plaster  splints  with  straps  and  buckles,  for  easy 
removal. 

good  general  condition.  Procedures  at  this 
stage  may  be  either  conservative  or  operat- 
ive, depending  upon  the  clinical  and  radio- 
logical findings.  In  the  conservative  hand- 
ling, the  various  methods  as  used  during  the 
active  stage  can  be  carried  through,  but  with 
more  vigor.  The  forcible  manipulation  of 
completely  ankylosed  joints  under  anesthes- 
ia, is  to  be  condemned.  Those  with  partial 
ankylosis  and  periarticular  adhesions,  partic- 
ularly the  shoulder  and  knee  joints,  are  often 
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essary,  and  this  is  particularly  indicated  in 
the  foot  when  there  is  fixation  in  equinus. 
With  knee  joint  contractures,  lengthening  of 
the  hamstring  tendons  occasionally  is  not 
adequate,  and  here  a posterior  capsulotomy 
is  necessary. 

Arthroplasty  must  necessarily  be  confined 
to  those  joints  in  which  this  procedure  offers 
some  chance  of  a movable  and  stable  joint. 
The  specific  joint  infections  offer  a much 
better  outlook  than  the  ankylosis  secondary 
to  atrophic  arthritis.  The  elbow,  temporo- 
mandibular and  knee  joints  are  the  three 
most  suitable  for  this  reconstruction  opera- 
tion. However,  when  this  formidable  pro- 
cedure is  to  be  carried  out,  it  must  be  defi- 
nitely understood  that  the  whole-hearted  co- 
operation of  the  patient  is  essential  with  a 
long  period  of  careful  supervision  following 
the  operation. 

CONCLUSION 

From  the  orthopaedic  standpoint,  the 
treatment  of  the  arthritic  patient  resolves  it- 
self into  various  methods  to  obtain  rest  for 
the  affected  joint  in  desirable  functional  po- 
sition during  the  acute  stage  of  the  disease. 
It  is  at  this  period  in  which  careful  medical 
regime  is  necessary. 

In  the  chronic  stages,  with  deformity  and 
partial  ankylosis,  the  various  manipulative 
and  reconstruction  procedures  are  essential 
to  bring  about  the  best  possible  functional  re- 
sult in  an  already  damaged  joint. 

Much  can  be  accomplished  by  the  close  co- 
operative effort  of  the  internist,  the  physio- 
therapist and  the  orthopaedic  surgeon. 

Case  Study  Analysis  of  150  Patients 
ATROPHIC  ARTHRITIS 

Case  Studies  from  Nov.,  1935  to  Nov.,  1938 
Number  of  Patients  100 

Females  62;  males  38 

Average  age 40.8  years 

Average  duration  of  symptoms 6 years 


Knees 

Joints  Involved 

58  Spine 

25 

Shoulders 

39 

Cervical 

_ 13 

Phalanges 

34 

Dorso-lumbar 

_ 12 

Ankles 

. _ 31 

Hips 

22 

Wrists 

28 

Elbows 

16 

Laboratory  Findings 

Average  White  Blood  Count 8,700 

Range  4,600  to  16,000 


Sedimentation  Rate: 

Before  treatment — 

Normal  5 

Increased  54 

After  treatment — 

Decreased  38 

(To  normal  5) 

Increased  21 

Average  number  of  treatments 5.5 

Average  temperature 104  degrees 


Average  duration  of  each  treatment 3.6  hours 

Number  requiring  orthopaedic  measures 29 

GONORRHEAL  ARTHRITIS 


Number  of  patients 50 

Females  15;  males  35 

Average  age 30  years 

Range  19  to  52  years 


Average  duration  of  symptoms 1.3  years 

Range  3 days  to  9 years. 


Joints  Involved 


Knees 

29 

Spine 

8 

Ankles 

26 

Dorso-lumbar  _ 

6 

Wrists 

_ 15 

Cervical 

2 

Shoulders 

10 

Hips 

5 

Elbows 

8 

Phalanges 

3 

Laboratory 

Findings 

Average  White  Blood  Count 11,900 

Range  6,000  to  20,000 
Sedimentation  Rate: 

Before  treatment — 

Increased  31 

Normal  5 

After  treatment — 

Decreased  23 

(To  normal  7) 

Increased  13 

Average  number  of  treatments 4 

Range  1 to  12 

Average  temperature 106  degrees 

Average  duration  of  each  treatment 5.4  hours 

Number  requiring  major  orthopaedic  measures  _ 12 

END  RESULTS 


Atrophic  Gonorrheal 

Marked  Relief 

22 

27 

Improved 

40 

17 

Slight  Benefit 

12 

5 

Unimproved 

26 

1 

Total  treated 100  50 


DISCUSSION 

DR.  GORDON  WHISTON,  (Omaha):  Mr.  Chair- 
man and  Guests:  As  the  statistical  report  gives  a 
means  of  comparison,  but  is  usually  uninteresting,  I 
will  run  through  the  series  rapidly.  This  group  is 
divided  into  two  classifications,  the  atrophic  and  the 
gonorrheal  or  specific  arthritis.  In  the  atrophic 
group,  we  have  selected  100  patients  who  have  had 
sufficient  treatment  that  interpretation  of  their 
present  condition  would  be  of  significance.  The 
largest  percentage  in  this  group  is  females.  In 
listing  the  joints  involved  in  the  order  of  their  fre- 


Volume  24 
Number  8 


CARE  OF  ARTHRITIC  PATIENT:  JOHNSON-WHISTON 


293 


quency,  we  find  that  the  knee  ranks  first,  shoulder 
second,  and  the  phalanges  third. 

The  laboratory  findings  are  of  interest,  especially 
the  sedimentation  rate  for  this  study  shows  an  in- 
crease in  a large  percentage  of  cases  before  treat- 
ment and  a marked  decrease  following  fever  thera- 
py- 

Major  orthopedic  measures  were  required  in  over 
one-fourth  of  the  atrophic  group. 

The  gonorrheal  group  included  50  cases  which 
were  selected  in  the  same  manner  as  for  the  atroph- 
ic series.  We  find  that  the  group  includes  a ma- 
jority of  males  and  of  a younger  age  class.  The 
duration  of  symptoms  in  the  majority  of  cases  was 
in  days  rather  than  in  years.  The  incidence  of 
joints  involved  shows  the  knee  first,  the  ankle  sec- 
ond; the  hand  here  is  eighth,  as  compared  with 
third  in  the  other  group. 

In  summarizing  the  results  of  this  study,  we  find 
that  a more  promising  prognosis  can  be  anticipated 
in  the  gonorrheal  group,  but  marked  relief  can  also 
be  obtained  in  a large  percentage  of  the  atrophic 
group  from  fever  therapy,  and  this  important  ad- 
junct to  treatment  of  arthritis  should  not  be  over- 
looked. 

DR.  F.  LOWELL  DUNN,  (Omaha):  I have  been 
chairman  of  the  Arthritic  Committee  of  the  Depart- 
ment of  Fever  Therapy  and  assume  that  this  gives 
me  license  to  talk  in  generalities.  It  has  been  a 
great  privilege  to  have  this  association  with  several 
of  the  specialists — particularly  the  orthopedic  and 
nose  and  throat  groups.  The  opportunity  of  hav- 
ing these  consultations  on  all  the  arthritic  cases  has 
been  a great  help.  We  have  had  chances  to  work 
out  a lot  of  difrerences  of  opinion  and  understand 
better  the  different  methods  of  attack.  We  might 
as  well  admit  that  some  of  us  have  had  strong  feel- 
ings in  regard  to  our  ideas  of  therapy  and  even  eti- 
ology, and  we  have  had  almost  major  warfare  at 
times,  always  with  a smile,  and  for  a great  deal  of 
benefit  to  the  patient. 

When  ankylosis  of  a joint  is  imminent  the  ortho- 
pedic contribution  in  regard  to  the  functional  posi- 
tion is  of  great  importance.  We  do  have  contro- 
versies over  immobilization  versus  massage  and  the 
use  of  removable  splints  to  me  is  of  great  import- 
ance when  we  recall  the  voluntary  inactivity  of  the 
arthritic  due  to  pain,  etc.,  and  the  fact  that  40%  of 
the  body  metabolism  is  from  the  muscles.  It  is  im- 
portant that  all  muscle  be  maintained  in  as  near 
normal  condition  as  possible.  We  talk  about  the 


need  of  massage  but  the  real  problem  is  to  get  it 
done  often  enough  and  at  a price  that  the  arthritic 
can  afford  to  pay. 

When  treating  rundown  arthritics  corrective  orth- 
opedic measures  must  not  be  used  at  the  expense  of 
adequate  nutrition.  Patients  will  not  eat  if  they  are 
having  pain.  Oftentimes  a particular  corrective 
measure  results  in  pain  and  inadequate  nutrition 
whereas  correction  by  some  other  technique  will  not 
interfere  with  nutrition. 

I want  to  thank  Dr.  Johnson  and  Dr.  Whiston  for 
their  contributions  to  this  work. 

DR.  HERMAN  F.  JOHNSON  (closing  discus- 
sion) : I wish  to  thank  Dr.  Dunn  for  his  remarks. 
He  has  been  the  Balance  Wheel  of  this  Committee, 
and  as  stated,  we  have  tried  to  be  very  conservative 
about  this  matter  of  fever  therapy.  We  awaited 
the  report  of  this  series  of  patients  until  we  had 
given  it  a fair  test  over  this  three  year  period. 
These  patients  have  been  observed  at  quite  regular 
intervals,  having  returned  for  check-up  examina- 
tions by  members  of  the  Committee. 

I wish  to  mention  the  work  Dr.  Whiston  has  done. 
He  has  analyzed  carefully  150  of  these  case  records, 
which  are  quite  complete.  As  he  has  pointed  out, 
the  percentage  of  relief  in  these  specific  arthrides 
has  been  very  high  as  compared  to  the  group  of 
atrophic  arthritis.  However,  we  feel  that  with  the 
combination  of  fever  therapy  and  physical  therapy, 
plus  protection  by  various  types  of  removable  appa- 
ratus, much  can  be  accomplished  in  this  chronic  dis- 
abling disease. 
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An  expansion  of  the  scope  of  material  pre- 
sented in  the  Archives  of  Surgery,  a monthly 
publication  of  the  American  Medical  Associa- 
tion, and  the  appointment  of  four  additional 
members  to  its  Editorial  Board,  are  an- 
nounced in  The  Journal  of  the  Association 
for  July  1. 

In  reporting  the  decision  of  the  Editorial 
Board  and  the  Board  of  Trustees,  The  Jour- 
nal announcement  says : “It  has  been  decided 
to  publish  papers  dealing  with  clinical  in- 


vestigation on  surgical  problems  as  well  as 
articles  which  concern  developments  in  the 
various  special  fields  of  surgery.  Collective 
reviews  will  be  published  from  time  to  time, 
written  by  competent  investigators  who  have 
devoted  themselves  particularly  to  special 
subjects  and  who  will  be  invited  by  the  edi- 
tors to  develop  such  reviews.  The  Archives 
will  provide  prompt  publication  each  month 
of  short  preliminary  reports  of  noteworthy 
surgical  advances  by  its  contributors.” 


Skin  Diseases  Commonly  Encountered 
During-  the  Summer" 

O.  J.  CAMERON,  M.  D. 

Omaha,  Nebr. 


There  are  several  skin  diseases  which  are 
encountered  most  frequently  during  hot 
weather.  For  the  sake  of  brevity  I shall  dis- 
cuss chiefly  the  essential  points  in  diagnosis 
of  the  most  common  of  these  diseases  and 
practical  methods  of  management. 

I 

IMPETIGO  CONTAGIOSA 

Impetigo  is  somewhat  more  frequent  in 
late  spring,  summer,  and  early  fall  months 
than  during  the  winter,  being  characterized 
by  an  eruption  on  the  face,  ears,  hands,  or 
more  widespread,  consisting  of  pea  to  small 
coin-size  vesicles  and  honey-colored  serous 
crusts.  Most  cases  will  heal  in  a few  days 
under  the  constant  application  of  4 or  5 per- 
cent ammoniated  mercury  incorporated  in 
zinc  oxide  ointment,  which  is  preferable  to 
the  usual  base  in  this  disease.  It  is  advisable 
to  remove  vesicle  roofs  and  crusts  daily  with 
cotton  and  oil,  soap  and  water,  or,  better,  for 
the  physician  himself  to  do  this  with  an  ap- 
plicator soaked  in  a 4%  silver  nitrate  solu- 
tion. Mercury  bichloride  1:4000  solution 
may  be  used  as  a moist  compress  for  half 
hour  twice  daily  after  cleaning  off  old  oint- 
ment and  crusts  with  Kleenex,  fresh  oint- 
ment being  applied  after  each  compress.  Pa- 
tients who  develop  a mercury  dermatitis  even 
with  4%  ammoniated  mercury,  will  often  re- 
spond to  daily  swabbing  of  all  lesion-bases 
with  4%  silver  nitrate,  followed  by  frequent 
application  of  Diachylon  ointment.  Gentian 
violet,  2%  solution,  is  of  value  but  somewhat 
of  a nuisance  as  a dye.  General  involvement 
may  require  1:10,000  mercury  bichloride 
baths.  Impetigo  of  the  bearded  region  may 
yield  to  local  treatment  better  if  given  x-ray 
therapy,  1/6  skin  unit  dose  (50  R.).  Ultra- 
violet light  has  not  proved  remarkable  in  our 
hands  but  is  reported  by  others  as  of  value. 

It  is  very  difficult  to  treat  successfully  pa- 
tients who  are  working  in  an  environment 
which  causes  copious  perspiration,  as  is  the 
case  in  chefs,  laborers,  et  cetera,  and  it  is 
best  for  them  to  stay  away  from  their  work 
until  cured. 

‘Read  before  The  Nebraska  State  Medical  Association,  Grand 
Island,  May  3,  1939. 
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II 

MILIARIA  RUBRA 

Miliaria,  or  prickly  heat,  is  a real  source  of 
discomfort  from  the  standpoint  of  itching 
and  burning.  Infants,  invalids,  obese,  and 
alcoholic  patients  are  especially  susceptible  to 
this  disorder  which  results  from  hyperemia 
of  the  sweat  glands  as  a result  of  excessive 
perspiration.  The  eruption  is  found  on  the 
covered  parts  and  is  characterized  by  pin- 
point to  pinhead  sized  discrete  to  closely  ag- 
gregated papules  and  papulo-vesicles  with 
areas  of  diffuse  erythema.  Treatment  con- 
sists of  light  clothing,  seeking  a cooler  en- 
vironment when  possible,  cool  cornstarch 
baths,  with  little  soap  being  used,  and  the  use 
of  a lotion  such  as  calamine  lotion,  or  a pow- 
der, an  excellent  example  of  which  is  made  of 
equal  parts  of  cornstarch,  bismuth  subnitrate 
and  lycopodium. 

III 

INTERTRIGO 

Erythema  intertrigo  occurs  in  the  folds  of 
the  groins,  gluteal  cleft,  under  the  breasts, 
in  the  axillae  and  elbow  flexures,  and  even 
about  the  neck,  most  often  in  the  obese.  In- 
creased heat  and  perspiration,  friction,  and 
maceration  plus  trauma  due  to  natural  mo- 
tion of  the  parts,  or  as  a result  of  excoria- 
tions to  relieve  pruritus,  are  all  etiologic  fac- 
tors. Relief  may  be  obtained  through  fre- 
quent cornstarch  and  soda  baths  and  a dust- 
ing powder  as  described  above.  Severe  cases 
may  require  continuous  or  intermittent  moist 
gauze  (not  absorbent  cotton)  compresses  of 
boric  acid  solution  or  1%  aluminum  acetate 
solution.  Occasionally  mild  stimulation  may 
be  beneficial,  using  5 or  10  per  cent  liquor 
carbonis  detergens  in  calamine  lotion. 

IV 

HYPERIDROSIS 

Hyperidrosis  (excessive  perspiration)  is  a 
common  complaint  during  the  summer 
months  and  at  times  may  require  medical  at- 
tention. It  may  be  accompanied  by  bromi- 
drosis.  The  type  of  this  disorder  which 
brings  the  patient  to  the  physician  most  fre- 
quently is  that  involving  the  hands,  feet, 
axillae  and  genito-crural  regions.  It  is  often 
found  that  these  patients  are  using  medicat- 
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ed  (cresols?)  soaps,  or  alkaline  soaps,  or  that 
soap  is  not  being  adequately  removed  before 
drying,  either  of  these  faults  resulting  in 
sweat  and  oil-gland  stimulation.  Neutral 
soaps,  used  sparingly  and  well  rinsed  away, 
are  much  better.  Local  applications  of  value 
are  dusting  powders,  20%  aluminum  chloride 
in  Rose  water,  or  weak  formaldehyde  (1 
ounce  of  Liquor  Formaldehyde  in  2 quarts 
of  water)  as  a soak  or  compress.  X-ray 
therapy  has  been  recommended  by  some  but 
is  rarely  necessary  and  is  hazardous  in  un- 
skilled hands. 

V 

DERMOMYCOSIS  AND  DERMOPHYTIDE 

From  June  to  September  many  cases  are 
seen,  characterized  by  an  eruption  of  thickly- 
set  pin-head  to  tapioca-grain  size  shotty  vesi- 
cles over  the  hands  and  feet,  sometimes  with 
a more  widespread  papulo-vesicular  eruption. 
Many  of  these  have  their  origin  in  a primary 
focus  of  fungus  infection,  or  “athlete’s  foot,” 
between  or  under  the  toes.  These  foci  gener- 
ate plasma  soluble  fungus  toxins  which  are 
absorbed  and  disseminated  by  the  blood 
stream,  causing  the  fungus-toxic  or  fungus- 
toxin  allergic  eruption  of  the  hands  and  feet 
known  as  the  epidermophytide,  dermophy- 
tide,  or,  more  simply,  as  an  “id.”  These  pa- 
tients are  incapacitated  and  should  be  at  rest, 
with  a light  diet,  forced  fluids,  and  mild  sal- 
ine purgation.  Daily  intravenous  sodium  thi- 
osulphate (1  gram)  aids  in  combating  the 
toxic  process.  Continuously  wet  gauze  dress- 
ings of  boric  acid  solution,  1%  aluminum  ace- 
tate, or  1:4000  potassium  permanganate, 
promote  involution  more  rapidly  than  any 
ointments,  lotions,  or  powders,  and  should  be 
kept  up  until  healing  is  quite  complete.  Mild 
involvement  will  often  respond  to  x-ray 
therapy. 

Fungus  infection  “per  se”  between  the 
toes  may  be  much  more  evident  during  the 
warmer  months,  causing  the  patient  to  seek 
relief.  The  multitude  of  remedies  offered, 
proprietary  and  otherwise,  supports  our  view 
that  there  is  no  specific  for  all  cases,  and 
often  one  must  abandon  one  plan  of  local 
therapy  for  another  until  a beneficial  regime 
is  found.  1:4000  potassium  permanganate 
soaks  and  wet  dressings  are  almost  indis- 
pensible  in  patients  with  much  vesiculation 
and  fissured-macerative  involvement,  espe- 
cially when  a secondary  pyodermia  is  pres- 
ent. Prehn’s(1)  powder  consisting  of  salicylic 
acid  5%,  menthol  2%,  camphor  8%,  boric 
acid  50%,  and  starch  35%,  is  easy  to  use  and 


very  efficient,  having  reduced  the  incidence 
of  athlete’s  foot  from  80%  to  practically  zero 
in  several  hundred  sailors.  MTutfield’s  oint- 
ment, full  or  half-strength,  with  2%  thymol 
added,  is  very  efficient  but  requires  follow- 
up with  a powder  or  more  soothing  oint- 
ment. It  is  astounding,  the  remarkable 
claims  made  for  some  methods  of  therapy 
and  published  in  our  most  respected  medical 
journals,  which  have  been  of  little  or  no  value 
in  our  practice.  We  have  seen  practically  no 
results,  for  instance,  from  1:1500  phenyl- 
mercuric  nitrate  ointment,  and  very  little 
benefit  from  the  use  of  fungus-vaccines. 
Tincture  of  iodine,  painted  between  the  toes, 
often  produces  a terrific  dermatitis  venenata, 
and  a similar  reaction  is  occasionally  seen 
from  the  organic  mercurial  antiseptic  liquids 
so  commonly  used. 

VI 

ERYTHEMA  SOLARE  AND  PHOTO- 
SENSITIVITY 

Each  summer  many  blond,  or  red-haired, 
thin  skinned  and  perhaps  freckled  people  de- 
cide to  ignore  the  warnings  which  they  could 
hardly  have  missed  hearing  or  reading  in  or- 
der to  “acquire  a tan”  quickly.  Naturally, 
they  burn  instead  of  tan,  and  often  severely, 
sometimes  being  practically  in  shock  from 
the  absorption  of  toxins  from  damaged  skin. 
Severe  cases  require  baths  of  normal  saline 
solution  at  body  temperature,  and  saline  wet 
dressings,  with  intravenous  glucose  and  sa- 
line. Milder  cases  often  do  well  with  the 
tannic  acid  jellies  easily  obtainable  now.  We 
have  seen  a few  cases  of  terrific  dermatitis 
venenata  from  the  use  of  butesin  picrate 
ointment  and  picric  acid  solution,  some  of 
these  with  a secondary  toxic  erythema  from 
absorption  of  the  picrate  through  inflamed 
skin,  and,  therefore,  do  not  favor  these  prep- 
arations. After  all,  prevention  is  best,  and 
avoidance  of  overexposure  or  the  use  of  pro- 
tective creams  and  oils,  broad-brimmed  hats, 
and  ample  clothing  by  those  who  are  “thin- 
skinned”  is  good  preventive  medicine. 

Photosensitivity  of  the  skin  implies  the  de- 
velopment of  erythema  or  dermatitis  of  the 
exposed  skin  after  what  would  ordinarily  be 
considered  a normal  or  entirely  safe  sunlight 
exposure.  We  seem  to  be  seeing  more  and 
more  of  these  cases.  Heredity  is  a factor  in 
some  cases,  foci  of  infection  in  some,  and 
drugs  in  a fair  percentage,  there  being  many 
recent  reports  of  light-sensitivity-eruptions 
occurring  while  taking  sulfanilamide.  Dyes, 
such  as  fluorescein,  may  also  produce  photo- 


296 


SUMMER  SKIN  DISEASES:  CAMERON 


Nebr.  S.  M.  Jour. 
August,  1939 


sensitivity.  Hematoporphyrin  in  excess  in 
the  blood,  urine,  or  feces,  is  often  accompa- 
nied by  light-sensitivity.  It  is  advisable  in 
all  these  cases  to  have  the  gastro-intestinal 
tract  thoroughly  investigated.  We  have  seen 
achlorhydric  light-sensitive  patients  benefit- 
ed by  taking  Dilute  Hydrochloric  acid  with 
each  meal,  and  we  have  seen  light-sensitive 
patients  with  alkaline  stools  benefited  by 
taking  abundant  buttermilk  (1  quart  daily), 
and  lactose  (i 4 ounce  t.  i.  d.)  in  a method 
similar  to  that  described  by  Aitken<2>,  to  pro- 
duce slightly  acid  stools.  Davidson  and 
Birt(3)  recommend  quinine  bisulphate  intern- 
ally. An  excellent  preparation  for  light- 
sensitive  patients  to  use  on  the  exposed 
areas,  is  10%  naftalan  in  Rose-water  oint- 
ment; this  acts  as  a fairly  efficient  barrier 
to  the  ultraviolet  rays. 

VII 

INSECT  BITES 

The  bites  of  several  insects  are  an  annoy- 
ance to  many  during  the  summer  months. 
Gnats  and  mosquitoes  (culicidae)  are  apt  to 
be  prolific  especially  around  stagnant  water. 
Those  who  must  be  exposed  to  them  may 
find  the  use  of  oil  of  Citronella,  1 part  to  3 
parts  of  liquid  petrolatum,  a satisfactory  re- 
pellant.  Soda  baths  and  calamine  lotion  with 
phenol  give  some  relief. 

Chigger  bites  (Trombidiosis)  occur  from 
contact  with  tall  grass,  weeds,  brush  and 
shrubbery.  The  lesions  are  papular,  urticar- 
ial, papulo-vesicular  or  hemorrhagic,  and  oc- 
cur most  frequently  where  the  clothing  is 
tight,  as  at  the  shoe  tops  and  belt  line,  al- 
though general  involvement  is  often  seen. 
Soap  and  water  baths,  followed  by  1%  phenol 
in  equal  parts  of  boric  acid  ointment  and 
rose-water  ointment,  promote  relief  of  pruri- 
tus and  healing.  Sulphur  as  a dusting  pow- 
der in  the  clothing  is  said  to  be  prophylactic. 

Fleas  (pulex)  from  animals,  or  types  in- 
festing basements  or  attics,  may  bite  occa- 
sional patients  severely.  Soothing  lotions 
and  avoidance  of  the  source  of  infestation  are 
all  that  is  necessary. 

The  increased  incidence  of  Rocky  Mountain 
Spotted  fever  should  keep  us  on  the  look-out 
for  it  after  patients  find  a tick  (ixodes)  at- 
tached to  the  skin.  It  is  said  that  ticks  may 
be  removed  en  toto  by  the  application  of  tur- 
pentine, benzene,  the  lighted  end  of  a cigaret, 
or  the  hot  end  of  a freshly  extinguished 
match. 


The  bite  of  the  black  widow  spider  may 
cause  intense  pain  and  shock.  Intravenous 
calcium  chloride  (Dr.  Claude  T.  Mason(4)) 
gives  prompt  relief. 

VIII 

POISON  IVY  AND  RAGWEED  DERMATITIS 

It  seems  to  be  true  that  during  certain 
summers  the  non-volatile  oil  of  the  leaf  of  the 
Rhus  plants  (poison  ivy,  poison  oak,  sumac) 
is  more  irritating  than  in  other  years.  This 
season  may  be  one  of  the  bad  ones,  as  we 
have  seen  several  cases  even  this  early.  Most 
cases  in  this  locality  are  due  to  poison  ivy, 
the  irritant  being  toxicodendrol,  a non-vola- 
tile oil  from  the  leaf,  vine,  or  even  the  root. 
The  sensitivity  is  usually  acquired  and  may 
become  severe,  only  a fleeting  contact  being 
necessary.  The  eruption  appears  usually  in 
from  one  to  five  days  after  contact  with  the 
plant,  manifested  by  erythema,  edema  and 
grouped  pin-head  to  pea  sized  vesicles  in 
patches  or  elongated  streaks  where  the  leaf 
has  dragged  along  the  skin.  Itching  and 
burning  are  usually  intense. 

Prophylactically  there  are  the  following  to 
recommend:  (1)  Avoidance  of  the  plant. 

(2)  Soap  and  water  bathing,  followed  by 
scrubbing  of  exposed  parts  with  alcohol,  im- 
mediately after  exposure;  the  non-volative 
oil  may  be  largely  removed  by  these  meas- 
ures. (3)  Poison  ivy  or  poison  oak  immuni- 
zation by  means  of  extracts  given  intramus- 
cularly. Biederman(5)  found  immunization 
effective  in  80%  of  cases  using  weekly  injec- 
tions for  6 weeks  in  the  spring  and  then 
monthly  injections  during  the  summer.  Mo- 
litch  and  Poliakoff (6)  claimed  90%  immunity 
after  two  injections.  We  have  not  attempted 
immunization  in  enough  patients  to  draw 
definite  conclusions  but  believe  that  four 
weekly  intramuscular  injections  of  ivy  ex- 
tract in  oil  (1  cc.)  produces  at  least  a rela- 
tive immunity. 

Severe  cases  of  Rhus  dermatitis  recover 
more  quickly  under  continuous  wet  dressings 
(boric  acid  solution,  1%  aluminum  acetate, 
or  1:4000  potassium  permanganate)  than 
with  any  other  treatment.  It  is  essential  to 
explain  to  patients  that  a chemical  injury 
severe  enough  to  produce  blister  formation 
cannot  heal  in  a day  or  two.  Oils  and  oint- 
ments spread  the  involvement.  Ferric  Chlor- 
ide 5%  in  50%  alcohol  has  been  recommend- 
ed but  is  apt  to  leave  a brown  stain.  We 
have  had  considerable  success  in  mild  cases 
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with  10%  Tincture  of  Ferric  Chloride  in  cala- 
mine lotion  alone,  without  wet  dressings,  and 
believe  it  may  be  preferable  to  lead  acetate 
solutions  or  lead  and  opium  wash.  For  treat- 
ment purposes  we  have  not  seen  the  extracts 
of  ivy  or  oak  shorten  the  course  of  the  erup- 
tion, and  have  abandoned  Tincture  of  Rhus 
by  mouth. 

Ragweed  is  an  irritant  to  an  occasional  vic- 
tim, usually  from  July  to  September,  the 
face,  ears,  neck,  hands  and  arms  being  in- 
volved by  erythema,  edema  and  vesiculation, 
or,  after  prolonged  contact,  by  erythema,  in- 
filtration and  scaling.  Immunization  has  not 
proved  successful,  and,  after  soothing  the  in- 


flamed areas  with  wet  dressings  and  mild  lo- 
tions, avoidance  of  the  weed  is  necessary  to 
prevent  recurrence. 
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In  tuberculosis,  care  and  personal  disci- 
pline without  climate  are  better  than  climate 
without  care.  Wm.  Osier. 

On  one  point  there  is  no  longer  debate. 
The  need  of  medical  and  social  supervision 
for  arrested  cases  of  tuberculosis  over  a pro- 
longed period  is  clearly  indicated.  It  is  the 
only  insurance  against  failure  regardless  of 
whatever  procedure  is  adopted  in  the  indi- 
vidual case.  Nat’l  Tuber.  Assn.  Ann’l  Rep., 
1938. 

Blood-stream  invasion  by  tubercle  bacilli 
may  take  place  at  any  stage  of  tuberculosis 
and  at  any  age ; following  the  primary  infec- 
tion; during  the  evolution  of  the  disease  or 
as  a terminal  event.  The  stage  of  the  dis- 
ease influences  considerably  the  incidence  of 
implantations  in  the  various  organs  of  the 
body;  the  age  of  the  patient  plays  a minor 
role.  Chronic  forms  of  hemotogenous  tuber- 
culosis are  uncommon  in  children  only  be- 
cause, as  a rule,  they  do  not  live  long  enough 
for  the  protracted  manifestations  of  the  dis- 
ease to  develop.  When  tubercle  bacilli  invade 
the  blood-stream  there  may  result  a general- 
ized miliary  tuberculosis  that  overwhelms 
the  patient  in  a few  months  or  there  may  be 
a complete  absence  of  symptoms  or  any  vari- 
ation between  these  two  extremes.  The  num- 
bers and  virulence  of  the  tubercle  bacilli,  the 
frequency  of  invasion,  the  portal  of  entry 
and  the  sensitivity  of  the  body  to  tuberculo- 
toxins  will  determine  the  issue.  Tubin,  Eli 
H.,  Amer.  Rev.  of  Tuber.,  1939,  39. 

The  Negro  and  the  City — Cities  are  rela- 
tively much  more  destructive  to  Negroes 
than  to  whites  in  their  effects  on  mortality 
from  tuberculosis  and  acute  respiratory  in- 
fections. Under  present  conditions  mortal- 
ity from  respiratory  diseases  acts  as  a pow- 


erful check  to  the  natural  increase  of  the  Ne- 
gro in  northern  latitudes.  Holmes,  S.  J., 
Amer.  Jour.  Med.  Science,  1938,  195. 

Tuberculosis  and  Tonsils — Sixty-one  indi- 
viduals from  whom  tuberculous  tonsils  or 
adenoids  had  been  removed  in  the  years  be- 
tween 1912  and  1920  were  investigated  in 
1935  at  the  Johns  Hopkins  Hospital.  Of  the 
45  who  were  less  than  14  years  of  age  when 
the  operation  took  place  but  one  had  died 
from  tuberculosis  and  42  were  alive  and  well. 
Of  16  cases  who  were  past  the  age  of  14  more 
than  half  had  suffered  from  pulmonary 
tuberculosis  of  the  adult  type.  Incomplete 
examinations  at  the  time  of  operation  made 
it  impossible  to  determine  in  how  many  cases 
the  disease  was  already  present  in  this  older 
group.  What  did  seem  apparent  was  that 
after  removal  of  the  tuberculous  focus,  the 
children  under  14  rarely  showed  progressive 
tuberculosis  of  the  adult  type.  Bordley,  J., 
Ill,  and  Baylor,  John  W.,  Bull.  Johns  Hop- 
kins Hosp.,  1938,  63. 

Tuberculosis  Among  College  Students  — 
During  1937-1938  over  64,000  students  were 
given  tuberculin  tests  with  25.8%  showing 
positive  reactions.  Since  1932-33  when  the 
first  figures  were  collected  there  has  been  a 
steady  increase  in  the  number  of  tests  and  a 
slow  but  steady  fall  in  the  percentage  of  re- 
actors. “The  value  of  the  tuberculosis  pro- 
gram to  the  individual  student,  whether  he 
be  the  patient  or  the  protected,  is  incalcula- 
ble,” reports  the  Committee.  “The  effort  of 
finding  tuberculosis  is  justified  by  the  edu- 
cational value  alone.  It  is  a demonstration 
of  how  lives  can  be  saved  and  the  commun- 
ity safeguarded.  This  is  hygiene  that  actu- 
ally operates.”  Ann’l.  Rep.  Tuber.  Comm,  of 
Amer.  Student  Health  Assn.,  1937-1938. 


The  Use  of  Bee  Venom  in  the  Treatment  of 
Arthritis  and  Neuritis* 

GEORGE  W.  AINLAY,  M.  D. 

The  Fairbury  Clinic,  Fairbury,  Nebr. 


The  use  of  bee  venom  in  the  treatment  of 
arthritis,  neuritis  and  the  common  muscular 
rheumatism  in  this  day  of  scientific  investi- 
gation seems  so  irrational  and  illogical  that 
one  would  approach  it  with  fear.  Neverthe- 
less, the  results  obtained  in  this  series  have 
been  surprising  enough  to  warrant  presenta- 
tion and  discussion. 

Its  use  as  a remedy  for  rheumatism  dates 
back  to  primitive  times.  In  the  middle  ages, 
and  until  recent  years,  it  was  the  custom  to 
send  arthritic  patients  to  special  apiaries 
where  a definite  number  of  bees  were  caused 
to  sting  them  usually  over  the  affected 
joints.  The  infrequency  of  rheumatism 
among  bee  keepers  is  often  referred  to  in 
the  works  on  bee  keeping. 

Terc(1)  in  1888  described  in  detail  the  use 
of  bees  in  treating  joint  disease.  He  com- 
mented upon  the  fact  that  rheumatics  did 
not  show  as  severe  local  reactions  as  normal 
persons,  and  that  gonorrheal  arthritis  was 
not  benefited,  nor  was  that  due  to  tubercu- 
losis and  syphilis.  The  venom  itself  seems 
to  have  been  first  used  by  Langer(2>,  who,  in 
1914  prepared  a venom  solution  for  use  in 
children  who  complained  of  pain  from  the 
stings.  About  ten  years  later  commercial 
preparations  of  bee  venom  were  introduced 
in  Europe,  and  since  then  several  foreign  ar- 
ticles have  appeared  reporting  favorable  re- 
sults from  its  use  in  most  forms  of  acute  and 
chronic  rheumatic  conditions. 

Identification  of  the  venom  or  poison  has 
not  been  entirely  completed.  Starkenstein 
and  Weiden(3>  state  that  its  action  is  similar 
to  the  sapotoxins  in  that  it  causes  a disturb- 
ance in  the  distribution  of  cholesterol,  which 
in  turn  changes  the  permeability  of  the  cel- 
lular walls  of  the  different  organs  with  a loss 
of  fluids  from  the  circulation.  Flury(4)  has 
determined  that  a nitrogen-free  fraction  rep- 
resents the  active  principle  of  the  venom, 
while  Merl  in  1921  proved  that  it  does  not 
contain  even  a small  trace  of  formic  acid,  so 
long  thought  to  be  of  importance  in  the  local 
reaction,  and  which  may  explain  the  ineffec- 
tiveness of  the  synthetic  preparations  which 
contain  formic  acid. 

♦Read  before  The  Nebraska  State  Medical  Association,  May 
2,  1939,  Grand  Island. 
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The  most  comprehensive  article  on  bee 
venom  yet  written  was  by  Fieldberg  and  Kel- 
laway  in  the  Australian  Journal  of  Experi- 
mental Biology  of  December  1937(5>.  How- 
ever, they  have  not  considered  it  from  a clin- 
ical standpoint  or  as  a method  of  treatment, 
but  rather  from  its  apparent  relationship  to 
the  histamines.  As  a result  of  many  well 
controlled  experiments  they  conclude  that 
the  pharmacological  action  of  bee  venom  in 
the  circulation  and  on  isolated  smooth  mus- 
cle must  be  differentiated  from  that  of  the 
histamine  which  may  be  present  in  the 
venom,  and  that  the  symptoms  resulting 
from  the  injection  of  the  bee  venom  are  to 
some  extent  the  outcome  of  cell  injury  from 
the  venom,  which  leads  to  a liberation  of  his- 
tamine from  the  injured  cells.  This  pro- 
duces a definite  increase  in  the  blood  volume 
of  the  extremities  and  a decrease  in  the 
splanchnic  area.  The  bearing  of  this  upon 
the  clinical  results  will  be  discussed  later. 

Bee  venom  is  probably  indicated  in  the 
treatment  of  all  forms  of  acute  and  chronic 
arthritis.  It  appears  to  be  most  effective  in 
the  extra-articular  manifestations  such  as 
muscular  rheumatism,  sciatica,  lumbago  and 
neuritis,  and  can  hardly  be  expected  to  pro- 
duce bony  restoration  in  those  joints  where 
extensive  changes  have  already  taken  place. 
It  is  thought  by  several  that  bee  venom  en- 
courages the  breaking  up  and  absorption  of 
fibrositic  nodules  in  extra-articular  arthritis. 

The  thirty-seven  cases  in  this  series  were 
classified  three  ways;  first  as  to  whether 
acute  or  chronic,  second  as  to  type  of  in- 
volvement, and  third  as  to  location.  They 
were  unselected  and  represent  the  patients 
as  they  came  to  our  clinic. 

Table  No.  1 shows  the  percentage  of  acute 
and  chronic  as  well  as  the  classification  as  to 
type  of  involvement.  There  were  eleven 
classed  as  acute  and  twenty-six  as  chronic,  or 
29.7  and  70.3%  respectively.  This  probably 
represents  a higher  percentage  of  acute 
cases  than  would  ordinarily  accrue  in  a com- 
prehensive survey  since  the  acute  case  seeks 
the  physician  early,  whereas  the  chronic  case 
has  often  become  reconciled  to  the  condition. 

Ten  cases  were  determined  as  being  of 
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traumatic  origin,  not  all  necessarily  as  a re- 
sult of  injury,  but  partly  due  to  over-strain 
of  some  joint  coincident  with  exposure  or  fa- 
tigue. Five  were  infectious,  while  the  rest 


TABLE  NO.  1 

Type 

Cases 

Percent 

Acute 

11 

29.7 

Chronic 

26 

70.3 

ETIOLOGY 

Type 

Cases 

Percent 

Acute 

Chronic 

Traumatic 

10 

27 

5 

5 

Infectious 

5 

13.5 

5 

0 

Undetermined 

22 

59.5 

1 

21 

CLASSIFICATION 

Type 

Cases 

Percent 

Acute 

Chronic 

Neuralgic 

8 

21.6 

4 

4 

Muscular 

5 

13.5 

2 

3 

Acute-Infect 

5 

13.5 

5 

0 

Atrophic 

12 

32.4 

0 

12 

Hvper-troph  . 

7 

19.4 

0 

7 

were  undetermined.  Probably  several  of 
those  classed  as  undetermined  were  the  re- 
sult of  focal  infection.  However  we  feel  that 
this  theory  has  been  greatly  over-worked.  In 
only  one  case  was  a focus  of  infection  re- 
moved, and  that  a case  of  an  infected  tooth. 
The  third  portion  of  this  table  represents  the 
division  as  to  type  of  involvement  in  terms 
recommended  by  the  American  Committee 
for  Control  of  Rheumatism. 

Table  No.  2 shows  the  location  of  the  in- 
volvement as  well  as  the  classification,  in 

TABLE  NO.  2 
Location  and  Classification 


Head  and  Face 

Age 

Sex 

Class 

Stage 

Etiology 

44 

M 

Neur 

Acute 

Undet’d 

55 

F 

Neur 

Chron 

Undet’d 

45 

M 

Neur 

Acute 

Trauma 

30 

F 

Neur 

Acute 

Trauma 

Shoulders 

60 

M 

Ac-Inf 

Acute 

Infect 

52 

F 

Atroph 

Chron 

Undet’d 

30 

F 

Ac-Inf 

Acute 

Infect 

54 

F 

Neur 

Chron 

Undet’d 

53 

F 

Neur 

Chron 

Undet’d 

Hands  and  Elbows 

47 

F 

Atroph 

Chron 

Undet’d 

29 

F 

Atroph 

Chron 

Undet’d 

47 

F 

Atroph 

Chron 

Trauma 

55 

M 

Ac-Inf 

Acute 

Infect 

Hips 

67 

M 

Ac-Inf 

Acute 

Infect 

58 

F 

Neur 

Acute 

Trauma 

Back  and 

Spine 

39 

M 

Muse 

Chron 

Trauma 

37 

F 

Muse 

Chron 

Trauma 

27 

F 

Muse 

Chron 

Undet’d 

34 

F 

Hy-trop 

Chron 

Undet’d 

52 

F 

Atroph 

Chron 

Undet’d 

26 

F 

Atroph 

Chron 

Undet’d 

Neck  and  Cervical  Region 


32 

F 

Muse 

Acute 

Trauma 

62 

F 

Neur 

Chron 

Undet’d 

42 

M 

Muse 

Acute 

Trauma 

Knees 

29 

F 

Atroph 

Chron 

Undet’d 

58 

F 

Atroph 

Chron 

Undet’d 

64 

M 

Hy-trop 

Chron 

Undet’d 

57 

F 

Hy-trop 

Chron 

Undet’d 

58 

F 

Ac-Inf 

Acute 

Infect 

Ankles 

40 

F 

Atroph 

Chron 

Trauma 

59 

F 

Atroph 

Chron 

Undet’d 

30 

F 

Hy-trop 

Chron 

Undet’d 

Multiple  Joints 

28 

F 

Atroph 

Chron 

Undet’d 

60 

F 

Hy-trop 

Chron 

Undet’d 

63 

M 

Hy-trop 

Chron 

Undet’d 

54 

F 

Hy-trop 

Chron 

Undet’d 

43 

F 

Atroph 

Chron 

Undet’d 

which,  however,  there  is  considerable  over- 
lapping. There  were  nine  males,  and  twen- 
ty-eight females,  which  seems  to  be  about 
the  proportions  usually  found.  The  youngest 
was  26  and  the  oldest  67  years  of  age.  Six- 
ty-one percent  were  over  45. 

All  cases  were  examined  carefully  and 
complete  laboratory  procedures  carried  out 
in  all  except  the  most  obvious,  in  order  to  de- 
termine, if  possible,  the  etiological  factors. 
It  is  a well  recognized  fact  that  some  internal 
organ  such  as  an  appendix,  gall-bladder  or 
tube  and  ovary  may  be  the  source  of  focal  in- 
fection, and  it  is  admitted  that  this  may  have 
been  true  in  some  of  our  undetermined  cases, 
although  we  could  not  demonstrate  it  in  any 
of  them,  more  especially  in  the  upper  age 
group.  All  of  which  has  added  conviction, 
in  our  minds,  to  the  statement  of  Pember- 
ton^) that,  “arthritis  is  not  entirely  a dis- 
ease of  the  joints.”  Thus  the  general  wel- 
fare of  the  patient  was  given  close  considera- 
tion, especially  as  to  diet,  vitamin  intake, 
rest  and  freedom  from  worry  and  exposure, 
and  it  would  seem  to  us  that  neglect  of  this 
general  care  may  be  the  cause  of  poor  results 
with  the  use  of  bee  venom  or  any  other 
therapeutic  measure.  All  cases  were  given 
a combination  of  aspirin,  phenacetin  and  caf- 
fein  citrate  three  times  daily  for  one  week. 
It  was  then  discontinued.  We  felt  that  the 
temporary  relief  might  offer  encouragement 
to  those  who  expected  too  rapid  results. 

The  venom  itself  was  supplied  by  Sharp  & 
Dohme,  Philadelphia,  as  a “Rapidly  Lyophil- 
ized  Bee  Venom  Solution”  in  flame  sealed 
“Vacules,”  each  containing  bee  venom  repre- 
senting ten  stings.  To  this  powder  we  added 
1 c.  c.  of  sterile  distilled  water,  thus  giving 
ten  bee  stings  per  cubic  centimeter. 
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At  first  our  procedure  was  to  give  one  bee 
sting  at  one  joint,  then  a few  days  later  give 
two  stings  in  the  same  joint  or  one  in  each 
of  two  joints  if  involved,  and  increasing  the 
dosage  rapidly  up  to  six  or  eight  stings. 
However,  this  frequently  produced  rather 
severe  reactions  and  intense  itching  about 
the  joint  two  days  later.  This  itching  was 
relieved  by  hot  applications,  while  cold 
seemed  to  increase  it.  We  have  now  ob- 
tained better  results  by  starting  with  one 
half  to  one  bee  sting  about  one  joint,  but  di- 
viding it  so  that  only  about  one-eighth  to 
one-fourth  of  a sting  is  given  in  four  places 
one-half  inch  apart,  then  increasing  to  two 
stings  at  the  second  treatment,  but  dividing 
it  into  six  to  eight  injections  about  one  or 
more  joints.  This  dosage  is  gradually  in- 
creased up  to  as  high  as  six  or  eight  stings 
about  a joint,  keeping  just  below  the  level  of 
a severe  reaction. 

There  is  great  variation  in  the  reaction  or 
sensitivity  to  the  venom  and  most  arthritics, 
especially  those  of  long  standing,  seem  to 
have  a much  higher  immunity  to  it  than  do 
normal  persons.  Since  presenting  this  paper 
we  have  had  a case  with  such  marked  sensi- 
tivity to  the  venom  that  three  stings  divided 
over  both  elbows,  one  knee  and  one  ankle 
produced  astounding  edema  and  ecchymosis 
over  these  joints  until  the  skin  appeared 
about  to  burst.  This  was  also  accompanied 
by  intense  pain  and  aching.  The  ecchymotic 
areas  were  approximately  six  inches  in  di- 
ameter. This  severe  reaction  occurred  three 
times  on  the  same  dosage.  However,  in 
spite  of  the  severe  reaction,  improvement  in 
her  condition  was  quite  unusual  even  in  the 
fingers  and  other  small  joints.  Inquiry  re- 
vealed the  fact  that  her  father  and  mother 
had  been  extremely  sensitive  to  bee  stings, 
but  that  she  herself  had  never  been  stung  by 
a bee.  The  reaction  in  such  cases  reaches 
its  peak  about  three  days  after  the  injection, 
and  appears  to  be  more  marked  and  over  a 
larger  area  when  the  venom  is  introduced  in- 
tradermally  rather  than  in  the  deeper  layers 
of  the  skin. 

The  venom  is  administered  intradermally, 
and  requires  a surprising  degree  of  care  to 
do  it  accurately.  We  use  a pair  of  magnify- 
ing glasses  for  this  purpose.  We  have  found 
that  a tuberculin  syringe  with  a special  side- 
shank  needle  manufactured  by  the  Vim  Com- 
pany to  be  the  best.  If  the  solution  is  intro- 
duced exactly  right,  it  can  be  seen  to  spread 
out  under  the  epidermis,  and  causes  a broad 


flat  wheal  rather  than  a sharply  raised  one. 
Results  seem  to  be  much  better  from  this 
procedure,  and  while  it  requires  care  and  pa- 
tience, it  is  less  painful.  It  has  been  our  ex- 
perience that  little  benefit  is  obtained  from 
injections  given  too  deeply.  With  the  intra- 
dermal  method  a deep  red  blush  covers  the 
whole  joint  within  a few  moments,  and  a 
feeling  of  warmth  pervades  it.  This  sensa- 
tion may  last  for  several  days. 

Figure  1 shows  the  typical  swollen,  stiff- 
ened knees  of  long  standing  as  well  as  the 


Fig.  I 

distribution  of  the  bee  stings.  Each  wheal 
represents  about  one-eighth  to  one-fourth  of 
a bee  sting.  The  flecks  of  blood  show  that 
some  of  these  were  probably  injected  too 
deeply  for  best  results.  The  knees  showm  in 
this  picture  decreased  two  and  one-half 
inches  in  circumference  after  five  treat- 
ments and  are  still  decreasing.  It  is  with 
this  type  of  case  that  the  findings  discussed 
later  are  associated. 


Figure  2 shows  the  distribution  on  the 
back  for  the  usual  low  back  pain,  sciatica 
and  lumbago.  With  pain  extending  on  down 
the  thigh,  injections  are  made  over  the 
course  of  the  nerve.  Unfortunately  during 
this  time  wre  did  not  have  a single  case  of  the 
common  lumbago  seen  so  frequently  during 
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the  winter  season.  We  believe  that  daily  in- 
jections of  the  venom  would  give  unusual  re- 
lief in  such  cases.  Some  have  stated  that 
the  venom  should  never  be  given  about  the 
neck  or  face,  but  we  have  used  it  many  times 


in  both  places.  Perhaps  this  may  be  a dan- 
gerous procedure,  but  it  will  give  much  re- 
lief in  the  common  stiff  neck  if  sufficiently 
large  doses  are  used  over  a wide  area. 

The  question  of  why  the  venom  produces 
relief  and  improvement  may  possibly  be  an- 
swered by  considering  the  theory  of  reduced 
blood  volume  in  the  capillaries  of  the  ex- 
tremities and  about  the  joints  of  arthritics. 
In  keeping  with  this  hypothesis  of  vasocon- 
striction is  the  further  evidence  that  arth- 
ritics show  at  the  periphery  a lowered  red 
cell  count  in  the  blood  first  issuing  after  a 
stab,  presumably  due  to  the  collapsed,  or  at 
least  empty,  condition  of  the  capillaries.  In- 
deed, direct  inspection  of  the  capillary  beds 
with  a strong  hand  lens  shows  that  this  is 
the  case  and  reveals  fields  in  which  the  cap- 
pillaries  are  visible  with  difficulty  because 
of  containing  little  blood  within  them. 

Pemberton(6>  states  that,  “Measurements 
with  a thermo-couple  shows  that  arthritics 
maintain  a temperature  about  the  joints,  on 
an  average,  two  degrees  below  that  of  nor- 


mals, which  probably  accounts  for  the  added 
discomfort  experienced  by  them  during 
changes  of  weather.”  Reference  now  to  the 
investigations  of  Fieldberg  and  Kellaway(5) 
reveals  that  they  proved  that  the  peripheral 
capillaries  were  engourged  with  blood  for  a 
long  period  after  injection  of  bee  venom,  and 
that  the  blood  volume  of  all  extremities  was. 


Fig.  m 

markedly  increased,  with  a corresponding  de- 
crease in  the  splanchnic  area.  In  our  own 
series  we  found  it  exceedingly  difficult  to  ob- 
tain blood  counts  from  these  arthritic  joints, 
and  had  to  resort  to  making  a small  cut  in 
order  to  obtain  enough  for  a count.  Within 
a short  time  after  the  injection  it  was  pos- 
sible to  obtain  blood  freely.  We  also  noticed 
that  even  though  an  injection  had  been  given 
too  deeply,  no  blood  flecks  appeared  until 
about  the  time  the  patient  was  ready  to  leave 
the  office,  then  small  droplets  appeared  free- 
ly. 

It  is  worthy  of  mention  here  that  the 
venom  is  so  highly  soluble  in  alcohol  and 
water  that  it  may  be  readily  lost  or  neutral- 
ized in  cleansing  the  part  before  or  after  in- 
jection. Ether  would  be  used  first  and  al- 
lowed to  dry  before  the  injection,  then 
cleanse  with  dry  sterile  cotton  or  gauze. 

Figure  3 is  shown  to  demonstrate  an  inter- 
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esting  phenomenon  found  in  most  of  these 
cases.  Before  injection  of  the  venom  a 
white  blood  count  was  taken  at  the  joint  and 
from  the  ear  lobe.  That  from  the  joint  was 
generally  slightly  less  than  at  the  ear.  One 
bee  sting  was  then  injected  over  the  patella. 
Thirty  minutes  later  the  white  count  over 
the  area  had  increased  1500  cells,  while  one 
inch  away  it  had  increased  500  cells.  There 
was  no  change  in  that  from  the  ear.  One 
hour  later  the  counts  had  increased  2500  and 
1800  respectively,  while  at  two  hours  later 
the  count  over  the  area  had  increased  nearly 
4000  cells,  and  an  inch  away  2800  cells.  This 
reaction  and  the  increased  blood  flow  prob- 
ably account  for  at  least  a part  of  the  relief 
from  pain  in  the  joints,  especially  after  sev- 
eral injections.  It  may  be  considered  as 
having  an  effect  similar  to  heat  and  massage, 
except  that  the  effect  is  more  lasting. 

An  explanation  of  why  there  is  marked 
improvement  in  the  general  condition  and 
feeling  of  well  being  may  be  found  in  the  fol- 
lowing: It  has  been  definitely  established 
that  a low  sugar  tolerance  is  common  in  arth- 
ritic individuals,  and  that  a rapid  sedimenta- 
tion rate  is  nearly  always  present,  especially 
in  the  atrophic  type.  According  to  Pember- 
ton* 6>  seventy-six  percent  of  all  arthritics 
show  a low  sugar  tolerance,  however,  he 
states  that,  “A  study  of  the  mechanism  of 
this  phenomenon  reveals  that  it  is  not  due  to 
a difficulty  of  carbohydrate  combustion  per 
se,  but  to  a disturbance  of  blood  flow  which 
denies  to  those  tissues,  where  these  pro- 
cesses of  physiology  originate,  the  normal 
quota  of  blood  usually  allowed  them  in  unit 
time.”  Therefore  he  believes,  in  this  condi- 
tion, the  term,  “delayed  sugar  removal”  is 
more  appropriate  than,  “low  sugar  toler- 
ance.” It  would  seem  that  this  assumption 
is  correct  in  view  of  the  fact  that  there  is  a 
marked  improvement  in  the  sugar  level  in 
most  of  the  severe  cases  after  several  injec- 
tions of  bee  venom,  and  it  can  hardly  be  sup- 
posed that  the  venom  changes  the  sugar 
metabolism,  but  rather  mechanically  facili- 
tates its  removal. 

We  have  found  that  about  the  same  per- 
centge  of  arthritics  show  a very  rapid  sedi- 
mentation rate,  and  that  this  rate  is  a fairly 
accurate  index  as  to  their  condition.  All 
cases  show  great  improvement  in  this  rate 
after  six  to  eight  injections.  Probably  the 
increased  blood  flow  to  the  extremities  ac- 
counts for  the  betterment  of  the  sedimenta- 
tion rate,  and  may  account  for  the  increased 


sugar  removal,  for  the  curves  of  improve- 
ment in  the  sedimentation  rate  and  sugar 
tolerance  are  almost  parallel.  These  same 
effects  and  the  excellent  results  reported 
after  sympathectomy  are  no  doubt  due  to  the 
relief  of  vasoconstriction  with  consequent 
better  circulation  to  the  extremities.  It 
would  seem  then,  that  at  least  temporarily, 
the  bee  venom  acts  as  an  operation  for  sym- 
pathectomy by  relieving  vasoconstriction  to 
the  joints,  muscles  and  tendons,  thus  de- 
creasing the  sedimentation  rate,  increasing 
sugar  removal  and  producing  a general  im- 
provement in  the  patient. 

Table  No.  3 shows  a summary  of  our  re- 
sults. We  considered  as  completely  cured 
all  those  cases  where  pain  and  swelling  had 
subsided  entirely  and  where  function  had  re- 
turned to  normal.  The  second  column  repre- 
sents those  considered  as  temporarily  cured 
at  least,  in  which  there  is  relief  from  pain, 
lessened  swelling  and  nearly  normal  func- 
tions. It  is  obvious,  since  some  of  these 
were  of  the  atrophic  type,  that  swelling 
would  never  disappear  completely,  and  from 
this  viewpoint  could  never  be  cured  by  any 
method.  However,  if  disappearance  of  pain 

TABLE  NO.  3 

Cured  Relief  of  Pain  Improved  Unaffected 

Head  and  Face 

3 1 

Neck  and  Cervical  Region 

2 1 

Shoulders 

3 2 

Hand  and  Elbow 

12  1 

Back  and  Spine 

2 3 1 

Hips 

2 

Knees 

13  1 

Ankles 

1 2 

Multiple  Joints 

1 3 1 


Cured  16 

Relief  of  pain,  swelling  reduced 16 

Improved  4 

Uaffected  1 


37 

and  restoration  of  function  constitutes  a 
cure,  then  those  in  this  column  may  be  con- 
sidered as  such.  Those  in  the  third  column 
are  the  cases  obtain  considerable  relief 
from  pain,  with  but  little  change  in  the 
swelling  or  deformity.  The  one  complete 
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failure  turned  out  to  be  a para-thyroid  dis- 
turbance with  muscle  spasm  and  bony  de- 
formity, and  obtained  no  relief. 

While  these  results  are  not  as  striking  as 
might  be  desired,  they  represent  as  high  a 
percentage  of  cures  as  by  any  other  method, 
if  not  higher.  This  method  requires  care  on 
part  of  the  physician  but  it  is  easier  on  the 
patient  and  less  expensive,  and  does  not  nec- 
essarily confine  him  to  his  bed.  The  fre- 
quent and  close  contact  with  the  patient  will 
naturally  draw  attention  to  many  other  fea- 
tures concerning  the  general  welfare  which 
would  ordinarily  be  overlooked,  and  which,  if 
attended  to  will  give  much  added  relief  and 
comfort. 

DISCUSSION 

DR.  H.  E.  POTTER  (FAIRBURY)  I am  glad  to 
have  had  the  opportunity  of  hearing  this  most  in- 
teresting and  instructive  paper.  To  me  it  is  some- 
what of  an  innovation.  I wonder  if  Dr.  Ainiav 
would  tell  us  in  his  closing  discussion  regarding 
this  preparation?  Is  it  on  the  market;  how  expen- 
sive is  it,  and  where  may  it  be  obtained  ? Through- 
out the  years  we  have  followed  the  old  salicylate, 
treatment.  Do  you  use  the  salicylates  in  conjunc- 
tion with  the  bee  venom  as  an  adjunct? 

DR.  J.  C.  WADDELL,  (Beatrice):  Mr.  President 
and  Members  of  the  Nebraska  Medical  Association: 
I want  to  take  this  opportunity  to  compliment  Dr. 
Ainlay  upon  the  manner  in  which  he  presented  a 
discussion  of  a therapeutic  measure  applied  to  a 
group  of  diseases  which  in  times  past  have  given 
all  of  us  considerable  anxiety  and  grief.  The  ques- 
tion comes  naturally  to  all  of  us,  “Is  this  an  ad- 
vance in  the  treatment  of  rheumatic  diseases  or  is 
it  just  another  treatment?”  In  either  event,  it  is 
well  worthy  of  consideration,  and  it  impresses  upon 
me  the  importance  of  making  a study  of  various 
diseases  in  the  way  the  Doctor  has  of  this  particu- 
lar disease. 


I have  been  much  interested  recently  in  reading 
of  the  work  of  Dr.  Schulman,  of  Columbia  universi- 
ty, in  experimental  biology,  in  which  he  discovered 
that  temperature  of  the  skin  of  the  extremeties 
after  deep  breathing  from  inhalation  of  cigarette 
smoke  or  air  was  often  reduced  more  than  2 de- 
grees, and  sometimes  as  high  as  5 degrees.  Reduc- 
tion of  temperature  of  course  is  brought  about  by 
the  constriction  of  the  arterioles  in  the  parts  af- 
fected. I think  the  therapeutic  measure  which  Dr. 
Ainlay  has  mentioned  helps  to  correct  that  condi- 
tion which  is  also  present  in  chronic  arthritis.  So 
do  diathermy,  hot  baths,  and  a number  of  therapeu- 
tic measures  which  have  been  applied  to  these  con- 
ditions in  times  passed.  I think  that,  as  the  doctor 
suggested,  it  does  operate  in  very  much  the  same 
way  as  heat.  He  mentioned  one  thing  which,  if  it 
can  be  substantiated,  is  of  considerable  value.  He 
feels  the  results  of  bee  venom  injections  cause  a 
hyperemia  which  lasts  longer  than  the  usual  meth- 
od of  producing  hyperemia.  If  this  is  true,  we  have 
in  bee  venom  an  addition  to  our  armamentarium  in 
the  treatment  of  rheumatic  diseases. 

DR.  AINLAY : There  are  several  bee  venom  prod- 
ucts on  the  market — -some  in  the  form  of  ointments. 
The  product  that  we  have  been  using  is  put  out  by 
Sharp  & Dohme,  and  is  on  the  market  commercially. 
I think  10  bee  stings  cost  $2.70,  which  is  sufficient 
for  about  four  treatments  early  in  the  case.  I have 
not  used  the  ointments. 

As  to  whether  or  not  this  is  an  adjunct  to  the 
salicylates,  I have  not  tried  it  long  enough  to  say. 
As  stated  in  the  paper,  we  give  all  patients  a com- 
bination of  aspirin,  phenacetin  and  caffein  citrate 
three  times  daily  for  the  first  week.  It  is  then  dis- 
continued and  the  venom  given  alone.  Thirty-one 
of  our  cases  have  not  had  any  venom  for  over  two 
months  are  are  still  relieved. 

It  has  been  stated  that  we  should  never  give  it 
around  the  face  or  neck,  but  I have  relieved  three 
cases  of  apparent  neuritis  or  neuralgia  about  the 
face  with  the  venom  in  small  doses  over  the  course 
of  the  nerve  trunks. 

(Bibliography  in  Reprints) 


Lengthy  Sulfanilamide  Treatment 
Requires  Daily  Blood  Study 

Careful  daily  blood  studies  are  indicated 
when  sulfanilamide  is  given  for  any  length 
of  time  and  the  drug  should  be  administered 
only  under  careful  supervision,  H.  A.  Sheck- 
et,  M.  D.,  and  A.  E.  Price,  M.  D.,  Eloise, 
Mich.,  advise  in  The  Journal  of  the  American 
Medical  Association  for  March  4. 

The  Eloise  men’s  paper  reports  the  tenth 
death  from  continued  use  of  sulfanilamide 
preparations  in  patients  with  a certain  type 
of  anemia  (granulocytopenia,  due  to  a defi- 
ciency of  granular  white  blood  cells).  The 
victim  had  been  given  the  drug  for  fifteen 
days  and  had  taken  a total  of  960  grains. 

In  reviewing  the  cases  of  fatal  granulo- 
cytopenia reported  to  date,  the  authors  find 


the  doses  of  sulfanilamide  preparations 
ranged  from  525  to  960  grains  with  an  aver- 
age of  750  grains.  The  length  of  time  that 
the  drug  was  administered  ranged  from  fif- 
teen to  thirty  days  with  an  average  of  twen- 
ty-seven days  of  treatment. 

“A  close  check  on  the  blood  picture  was  not 
made  in  most  of  these  fatalities,”  the  authors 
point  out.  “Blood  counts  were  not  done  fre- 
quently. Three  cases  were  not  brought  un- 
der the  care  of  the  reporting  authors  until 
the  granulocytopenic  state  had  been  reached. 
The  patients  had  been  treated  on  the  outside 
or  had  practiced  self  medication. 

“The  use  of  sulfanilamide  in  conditions  in 
which  its  value  is  not  established  should  be 
reserved  for  cases  under  institutional  direc- 
tion.” 


Surgical  Aspects  of  the  Acute  Abdomen 
in  Infancy  and  Childhood" 

CHARLES  W.  McLAUGHLIN,  JR.,  M.  D.,  F.  A.  C.  s,  and 
HERBERT  H.  DAVIS,  M.  D.,  F.  A.  C.  S., 

Omaha,  Nebraska 


“Abdominal  pain  in  the  child  must  always 
be  a source  of  anxiety  to  the  doctor.  It  may 
mean  so  little  or  so  much.  It  is  a matter 
therefore  which  craves  wary  walking  in  di- 
agnosis for  a mistake  may  be  fatal  and  be- 
tween one’s  anxiety  not  to  overlook  a serious 
cause  and  one’s  natural  reluctance  to  alarm 
the  parents  unduly,  it  is  often  difficult  to 
steer  a proper  course.”  With  these  words 
Hutchinson,  Physician  of  London’s  Great 
Ormand  Street  Hospital  for  Children,  opened 
a discussion  of  a similar  subject  almost 
twenty  years  ago.  While  certain  definite 
advances  have  been  made  in  the  surgical 
treatment  of  these  abdominal  emergencies  in 
the  intervening  years,  the  problem  of  early 
accurate  diagnosis  and  the  application  of 
correct  treatment  is  still  worthy  of  serious 
consideration. 

In  dealing  with  acute  abdominal  emergen- 
cies in  adult  life,  experience  teaches  us  that 
from  80-90  percent  of  the  cases  may  be  cor- 
rectly diagnosed  from  the  history  alone,  if  a 
reliable  one  with  the  symptoms  in  their  cor- 
rect chronological  order  has  been  obtained. 
Our  mistakes  in  this  group  then  are  usually 
the  result  of  inaccurate  or  incomplete  his- 
tory. In  dealing  with  the  infant  and  the 
child  we  are  constantly  confronted  with  the 
problem  of  obtaining  a true  and  complete 
history,  since  it  must  usually  be  taken  from 
an  observer  rather  than  the  patient.  Early 
or  prodromal  symptoms  can  rarely  be  ob- 
tained, and  all  too  frequently  the  picture  is 
far  advanced  when  advice  is  sought. 

It  is  now  becoming  generally  appreciated 
that  the  infant  and  the  child  are  not  minia- 
ture adults  from  the  surgical  standpoint. 
With  the  exception  of  acute  appendicitis, 
which  is  common  to  all  age  groups,  one  en- 
counters an  entirely  different  group  of  acute 
abdominal  lesions  in  these  small  patients 
from  those  commonly  met  in  adult  life.  For 
all  practical  purposes  perforated  peptic  ulcer, 
acute  biliary  disease,  twisted  ovarian  cysts, 
perforation  of  enteric  malignancy,  diverticu- 
litis and  ectopic  gestation  may  be  excluded 
from  this  discussion  and  in  their  stead  a dif- 

*Read  before  the  Omaha-Douglas  County  Medical  Society, 
April  11,  1939. 
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ferent  array  of  conditions  must  be  consid- 
ered. 

In  addition  the  infant  and  child  react  in  a 
very  different  way  to  acute  intraperitoneal 
lesions  because  of  their  unstable  metabolism. 
Vomiting  as  a symptom  is  extremely  com- 
mon in  all  these  conditions,  is  of  severe  de- 
gree, and  results  in  rapid  and  serious  loss  of 
essential  body  fluid.  This  in  turn  early  leads 
to  the  development  of  acidosis  which  readily 
becomes  a feature  of  importance  in  its  own 
right.  It  cannot  be  too  strongly  emphasized 
that  in  all  these  acute  abdominal  emergen- 
cies an  altered  fluid  balance  quickly  devel- 
ops, and  this  must  be  promptly  and  com- 
pletely overcome  if  a successful  result  is  to 
be  obtained.  The  administration  of  glucose 
and  saline  by  vein  or  saline  subcutaneously 
often  will  change  a seemingly  hopeless  pic- 
ture into  one  in  which  the  underlying  surgi- 
cal condition  may  be  safely  attacked.  A 
word  of  caution  should  be  given  about  the 
administration  of  glucose  subcutaneously. 
While  it  has  been  recommended,  using  a 2 
percent  solution,  it  is  always  quite  painful 
and  in  our  experience  dangerous  and  unwar- 
ranted because  of  the  risk  of  serious  infec- 
tion in  the  subcutaneous  tissues. 

Because  of  the  difficulty  of  obtaining  an 
accurate  history  in  these  small  patients,  an 
evaluation  of  the  physical  findings  becomes 
of  increasing  importance.  Abdominal  pain 
is  usually  the  primary  symptom  in  each  in- 
stance, but  differentiation  must  be  made  be- 
tween pain  of  visceral  and  peritoneal  origin. 

Visceral  pain  is  characterized  by  absence 
of  local  tenderness  and  rigidity,  is  accompan- 
ied by  no  elevation  in  the  temperature,  pulse 
or  respirations  and  is  not  in  itself  produc- 
tive of  an  elevated  white  cell  count.  Peri- 
toneal pain  produces  definite  localized  ten- 
derness with  the  subsequent  development  of 
rigidity,  an  elevation  of  the  T.  P.  and  R.  and 
is  usually  accompanied  by  leucocytosis.  Vis- 
ceral pain  is  extremely  common  in  childhood 
and  is  not  as  a rule  resultant  from  any  intra- 
peritoneal surgical  lesion.  In  infancy,  how- 
ever, visceral  pain  may  be  of  serious  import 
if  it  is  accompanied  by  other  definite  find- 
ings, since  it  is  the  type  of  pain  associated 
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with  an  intussusception.  Peritoneal  pain  is 
evidence  of  an  inflammatory  process  within 
the  peritoneal  cavity  and  must  always  be 
considered  of  a serious  nature.  With  the 
examiner  rests  the  problem  of  determining 
the  presence  of  real  localized  tenderness  with 
associated  muscle  guard  or  rigidity.  Warm 
hands,  the  confidence  of  the  patient,  and 
gentleness  are  essential  allies  if  this  infor- 
mation is  to  be  obtained. 

The  most  frequent  acute  surgical  emer- 
gencies in  infancy  and  childhood  may  be 
classified  according  to  the  age  group  in 
which  they  characteristically  make  their  ap- 
pearance. In  the  newborn  baby  congenital 
anomalies  are  responsible  for  practically  all 
of  these  conditions.  The  most  common  of 
these  are  (1)  imperforate  anus,  (2)  atresias 
or  stenosis  of  the  esophagus,  duodenum  and 
ileum,  (3)  exomphalos,  and  (4)  congenital 
hypertrophic  pyloric  stenosis. 

Imperforate  anus  scarcely  warrants  con- 
sideration under  the  heading  of  an  acute 
surgical  emergency,  since  a child  with  this 
condition  may  live  for  some  days  without 
serious  embarrassment.  This  lesion,  usual- 
ly discovered  at  birth,  may  exist  as  complete 
absence  of  the  anus,  in  which  case  the  rec- 
tum may  end  as  a blind  pouch,  or  as  a recto- 
vesical or  rectovaginal  fistula.  The  more 
common  variety  is  that  in  which  an  anal  de- 
pression exists,  being  separated  from  the 
blind  rectal  pouch  by  a membrane  or  a layer 
of  tissue  of  varying  thickness.  Treatment 
is  dependant  upon  the  condition  present,  the 
emergency  measures  being  directed  toward 
the  establishment  of  an  opening  into  the 
blind  rectal  pouch. 

Atresias  of  the  alimentary  tract  anywhere 
from  the  esophagus  to  the  colon  are  of  inter- 
est chiefly  from  the  standpoint  of  diagnosis. 
These  may  be  single  or  multiple,  and  the 
usual  picture  is  to  find  several  inches  of  the 
intestine  replaced  by  a fibrous  cord.  In 
these  atresias  in  the  small  intestine  the  only 
possible  treatment  consists  of  enterostomy 
above  the  highest  lesion,  but  the  outlook  is 
almost  invariably  hopeless. 

Exomphalos  is  a condition  resultant  from 
a deficiency  in  the  umbilical  region  of  the 
anterior  abdominal  wall  at  birth,  so  that  the 
child  has  a hernia  into  the  root  of  the  um- 
bilical cord.  This  hernia  may  be  large  or 
small,  is  usually  covered  only  by  a thin 
translucent  membrane,  and  a volvulus  neona- 
torum may  co-exist.  If  a volvulus  exists 


with  signs  of  intestinal  obstruction,  surgical 
intervention  is  urgent  with  an  attempt  at  re- 
pair of  the  defect  in  the  parietal  wall.  In 
two  cases  which  have  been  observed  without 
an  associated  volvulus  an  expectant  course 
was  successfully  followed  with  epithelization 
of  the  defect.  Subsequent  repair  of  the 
hernia  will  of  course  be  necessary  but  such 
an  operation  is  much  less  formidable  in  a 
well  nourished  child  than  in  a newborn  baby. 

Congenital  hypertrophic  pyloric  stenosis 
may  be  justifiably  included  among  the  acute 
abdominal  lesions  met  in  infancy.  Charac- 
teristically this  condition  develops  between 
the  10th  and  20th  day  of  life,  but  may  be 
evident  at  birth  or  not  until  some  weeks 
later.  The  classical  symptoms  of  vomiting 
of  a projectile  type,  visible  gastric  peristal- 
sis, loss  of  weight,  dehydration,  and  consti- 
pation are  familiar  to  all.  In  our  experience 
the  pyloric  tumor  can  be  definitely  palpated 
in  well  under  50  percent  of  the  cases.  While 
it  is  often  true  that  these  small  patients 
after  a variable  period  with  the  above  symp- 
toms may  respond  to  conservative  treat- 
ment, we  are  here  considering  that  group 
which  run  a short  course  with  persistent 
projectile  vomiting  from  the  outset,  and 
early  present  with  the  signs  of  complete  py- 
loric obstruction.  These  infants  may  be 
justly  considered  acute  surgical  emergencies 
since  they  present  the  picture  of  a high  in- 
testinal obstruction.  However,  they  urgent- 
ly require  careful  preparation  for  operation 
even  more  than  does  the  adult  with  complete 
pyloric  obstruction.  The  administration  of 
saline,  Ringers,  or  Hartmans  solution  by  the 
subcutaneous  or  the  intraperitoneal  route 
should  be  the  first  step  followed  by  the  Fre- 
det-Rammstedt  procedure  as  soon  as  the 
fluid  balance  has  been  re-established.  Our 
own  preference  is  for  local  anaesthesia  sup- 
plemented by  a sugar  tip  in  these  cases.  In 
a series  of  14  cases  5 cc.  of  .5  percent  solu- 
tion was  sufficient  in  each  instance  to  pro- 
duce entirely  adequate  anaesthesia,  and  in 
no  instance  has  there  been  anything  to  sug- 
gest that  this  amount  of  novocain  was  not 
well  tolerated.  A well  performed  operation 
alone  is  not  enough  to  assure  a happy  result 
in  these  small  babies,  and  it  is  a wise  sur- 
geon who  seeks  competent  pediatric  advice 
in  their  feeding  and  aftercare. 

Intussusception  is  one  of  the  most  com- 
mon acute  abdominal  conditions  requiring 
surgery  under  the  age  of  two  and  is  respon- 
sible for  from  4 percent  to  8 percent  of  all 
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acute  abdominal  conditions  from  birth  to  the 
age  of  12.  Although  it  is  responsible  for  ap- 
proximately 65  percent  of  the  cases  of  acute 
intestinal  obstruction  in  infancy  and  child- 
hood, the  vast  majority  of  cases  are  seen  be- 
tween the  ages  of  6 and  24  months.  Intus- 
susception is  more  common  in  boy  babies 
(65  percent)  and  is  usually  observed  in  well 
developed  and  nourished  infants  who  have 
previously  enjoyed  good  health.  The  classi- 
cal picture  produced  by  this  pathological  “in- 
folding of  one  portion  of  the  intestine  into 
another”  is  so  typical  and  dramatic  that  few 
conditions  can  readily  be  confused  with  it. 
A previously  well  baby  suddenly  has  a brief 
but  violent  crying  spell  as  if  in  severe  pain 
and  then  develops  a picture  of  mild  shock 
during  which  he  perspires,  is  pale  or  sub- 
cyanotic,  and  presents  a very  apprehensive 
appearance.  Subsequently  at  intervals  of  a 
few  minutes  to  an  hour  there  are  short  bouts 
of  crying  with  a period  of  quiet  in  between. 
In  from  6 to  12  hours  blood  and  mucus  simu- 
lating “cranberry  jelly”  are  passed  per  rec- 
tum. This  is  a feature  in  90  percent  of  the 
cases.  During  the  early  hours  after  the  ca- 
tastrophe has  occurred  the  abdomen  is  scap- 
hoid rather  than  distended.  There  may  often 
be  noted  a peculiar  emptiness  of  the  right 
side  of  the  abdomen  at  the  first  examination, 
the  “signe  de  dance,”  as  a result  of  the  mi- 
gration of  the  terminal  ileum,  cecum  and  as- 
cending colon  upward  into  the  transverse 
colon.  Abdominal  examination  should  be  di- 
rected toward  feeling  a round  or  sausage 
shaped  tumor  which  represents  the  intussus- 
ception located  anywhere  along  the  course  of 
the  colon.  Its  presence  can  be  demonstrated 
with  care  in  75  percent  of  the  cases.  It  is  to 
be  remembered  that  this  may  be  difficult  to 
feel  at  times  because  of  its  location  beneath 
the  large  liver  present  in  these  patients. 
Vomiting  and  distension  develop  as  later  fea- 
tures, and  the  presence  of  rigidity  indicates 
that  leakage  has  occurred  and  peritonitis 
present.  Rectal  examination  may  disclose 
the  presence  of  the  intussuscepiens  within 
the  rectal  ampulla,  if  it  has  progressed  to 
that  point,  and  is  often  productive  of  the  ex- 
pulsion of  blood  and  mucus  which  is  almost 
diagnostic.  The  only  conditions  likely  to  be 
confused  with  an  intussusception  are  acute 
appendicitis,  acute  entercolitis,  rectal  pro- 
lapse and  Henoch’s  purpura.  A careful 
physical  examination  together  with  the 
available  history  should  make  the  correct  di- 
agnosis evident.  Laparotomy  with  manipu- 
lation and  reduction  of  the  intussusception  is 


the  treatment  of  choice  and  should  be  resort- 
ed to  at  the  earliest  possible  moment.  At- 
tempts at  reduction  using  enemas  may  occa- 
sionally be  considered,  but  the  great  danger 
lies  in  obtaining  an  incomplete  reduction  of 
the  intussuscepiens  and  the  loss  of  several 
valuable  hours  before  this  fact  is  appreciat- 
ed. The  mortality  in  cases  of  intussuscep- 
tion still  ranges  between  15  and  45  percent 
in  reported  series  and  is  mute  testimony  of 
the  large  number  of  cases  which  are  still  de- 
nied adequate  surgical  treatment  before  the 
onset  of  peritonitis  or  gangrene  of  the  bowel. 

Acute  appendicitis  is  the  one  acute  inflam- 
matory, intraperitoneal  disease  common  to 
all  age  groups  in  infancy  and  childhood. 
While  not  common  under  the  age  of  2,  it  is 
by  no  means  rare,  and  its  incidence  increases 
with  the  passing  of  the  years.  No  condition 
may  be  more  difficult  to  diagnose  or  more 
treacherous  in  its  behavior. 

Appendicitis  in  infancy  and  childhood  pro- 
ceeds through  the  same  sequence  of  symp- 
toms and  physical  findings  which  are  of  es- 
tablished diagnostic  import  in  the  adult ; 
namely  generalized  abdominal  pain,  nausea 
and  vomiting,  tenderness,  fever,  and  leucocy- 
tosis.  Experience  teaches  us,  however,  that 
this  order  may  not  be  given  by  the  patient 
or  the  parents  without  careful  query,  and  all 
too  frequently  our  internes  in  their  hospital 
records  fail  to  record  a true  or  correct  his- 
tory of  onset.  The  fact  remains  that  the 
order  of  onset  of  symptoms  is  as  important 
today  in  making  a correct  diagnosis  as  when 
these  points  were  so  forcibly  emphasized  by 
Murphy  and  Cope.  Such  difficulties  require 
that  the  examiner  place  increasing  import- 
ance upon  the  physical  findings  in  these 
small  patients,  and  of  these,  localized  tender- 
ness over  the  appendix  is  the  most  import- 
ant. 

An  analysis  of  several  large  series  of  cases 
of  acute  appendicitis  reported  from  chil- 
dren’s hospitals  shows  that  pain  was  the  in- 
itial symptom  in  90  percent,  subsequent  nau- 
sea and  vomiting  in  86  percent,  tenderness 
over  the  appendix  in  86  percent  with  the 
presence  of  rigidity  noted  in  75  percent  of 
the  cases.  Rigidity  should  always  be  inter- 
preted as  evidence  that  the  inflammatory 
process  has  extended  through  the  visceral 
peritoneum  and  involves  the  overlying  perie- 
tal peritoneum.  Hence  it  is  a late  sign  in 
the  disease  and  should  not  be  considered  in 
any  way  an  essential  in  making  the  diag- 
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nosis.  The  average  temperature  seen  with 
an  acute  appendix  in  infancy  and  childhood 
is  from  100.4  to  101  degrees.  Reading 
above  these  levels  should  always  suggest 
searching  for  other  conditions,  namely  infec- 
tion in  the  throat,  ears,  chest,  or  kidney. 
The  presence  of  leucocytosis  may  be  of  as- 
sistance in  diagnosis  or  very  misleading. 
The  average  count  observed  in  a series  of 
100  cases  admitted  to  the  University  Hospit- 
al and  reported  by  Hamilton  was  15,000. 
Counts  above  20,000  should  lead  one  to  view 
of  diagnosis  of  uncomplicated  appendicitis 
with  suspicion. 

It  is  to  be  constantly  remembered  that  the 
appendix  in  infancy  and  childhood  proceeds 
to  perforation  with  great  rapidity  because  of 
the  large  amount  of  lymphoid  tissue  present, 
its  very  thin  wall,  and  an  underdeveloped 
omentum  which  offers  little  protection.  In 
cases  of  acute  appendicitis  under  the  age  of 
5,  approximately  95  percent  will  be  suffi- 
ciently advanced  to  require  drainage  at  the 
time  of  operation,  and  in  the  entire  group 
from  birth  to  13  drainage  will  be  necessary 
in  approximately  50  percent. 

The  mortality  in  all  cases  of  acute  appen- 
dicitis with  its  complications  in  infancy  and 
childhood  approaches  15  percent,  and  if  we 
consider  only  those  cases  under  the  age  of 
5,  it  is  approximately  30  percent.  Three 
factors  are  responsible  for  the  great  majori- 
ty of  these  cases  if  perforation  with  its  high 
attendant  mortality  occurs.  1.  Difficulty  in 
diagnosis  in  the  early  stages  of  the  disease. 
2.  Rapidity  of  progress  of  the  changes  to 
perforation.  3.  The  administration  of  pur- 
gatives by  the  mother  or  the  physician.  The 
first  two  causes  are  well  appreciated  and  re- 
quire no  further  comment.  A recent  report 
from  the  St.  Louis  Children’s  Hospital  shows 
a mortality  of  17.6  percent  in  193  cases 
which  had  received  a laxative  before  admis- 
sion and  a mortality  of  only  2.3  percent  in  42 
cases  which  had  not  been  so  treated.  The 
crusade  against  purgation  is  only  begun, 
however,  and  until  we  as  a profession  can 
educate  both  the  mothers  and  the  members 
of  our  own  ranks  that  laxatives  in  any  form 
have  no  place  in  the  treatment  of  abdominal 
pain,  our  results  in  the  management  of  this 
problem  will  continue  to  show  no  improve- 
ment. 

Treatment  of  the  condition  resolves  itself 
into  making  an  early  diagnosis,  immediate 
appendectomy,  preferably  through  a Mc- 
Burney  incision,  and  careful  postoperative 


treatment  to  prevent  dehydration  and  acid- 
osis. In  cases  of  doubt  in  diagnosis,  it  is 
certainly  more  safe  to  err  on  the  side  of  sur- 
gery and  remove  the  appendix,  for  the  trage- 
dy of  one  mistake  far  surpasses  any  misgiv- 
ings one  may  have  in  occasionally  removing 
an  innocent  appendage. 

Pneumococcic  peritonitis  is  the  last  acute 
abdominal  disease  to  be  included  for  discus- 
sion, since  it  is  responsible  for  about  two  per- 
cent of  the  acute  abdominal  admissions  in 
this  age  group.  Occurring  most  commonly 
between  the  ages  of  2 and  5,  it  effects  female 
children  three  times  as  often  as  males.  The 
route  by  which  the  pneumococcus  reaches 
the  peritoneal  cavity  still  remains  a very  de- 
batable subject.  It  cannot  be  accepted  that 
the  genital  route  is  always  responsible,  as 
previously  thought,  and  the  consensus  of 
opinion  now  favors  a pneumococcic  bacter- 
emia with  peritoneal  localization.  Just  why 
pneumococcic  peritonitis  should  not  develop 
more  frequently  in  the  course  of  pneumonia 
with  its  accompanying  septicemia  has  never 
been  adequately  explained. 

Pneumococcic  peritonitis  usually  begins 
abruptly  with  lower  or  generalized  abdomin- 
al pain,  early  and  persistent  vomiting,  diar- 
rhea, dysuria  and  the  rapid  development  of 
prostration.  The  physical  findings  show 
tenderness  throughout  the  abdomen  with  a 
variable  amount  of  rigidity,  and  no  evidence 
of  localization  in  the  early  stage.  The  tem- 
perature reaches  levels  of  103  to  104  or 
above,  and  there  is  an  accompanying  leuco- 
cytosis of  from  20,000  to  40,000. 

In  the  differential  diagnosis  appendicitis 
with  peritonitis  offers  the  chief  difficulty. 
Peritoneal  puncture  to  obtain  material  for 
smear  and  culture  is  certainly  justifiable  if 
doubt  remains  as  to  the  actual  condition 
present. 

The  recent  trend  in  treatment  is  general- 
ly toward  the  conservative  side  with  the  em- 
ployment of  all  measures  to  encourage  local- 
ization of  the  process,  and  the  use  of  specific 
sera.  The  obvious  impossibility  of  draining 
a general  peritoneal  infection  is  well  appre- 
ciated and  early  operation  results  in  a mor- 
tality of  from  75  percent  to  90  percent.  If 
the  child  can  be  carried  through  the  acute 
toxic  phase  of  the  disease  with  subsequent 
localization  of  the  process,  drainage  of  the 
abcess  is  feasible  and  usually  results  in  re- 
covery. 
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Mesenteric  adenitis,  Henochs  purpura, 
and  acute  inflammation  in  a Meckel’s  diver- 
ticulum must  also  be  kept  in  mind  by  those 
called  upon  to  treat  the  acute  surgical  ab- 
domen in  infancy  and  childhood.  They  are 
not  observed  with  sufficient  frequency  to 
warrant  detailed  discussion  at  this  time. 

The  purpose  of  this  paper  was  to  briefly 


present  the  more  common  acute  abdominal 
lesions  encountered  in  infancy  and  childhood, 
to  emphasize  the  fact  that  excepting  the  ap- 
pendix they  represent  different  conditions 
than  one  meets  in  adult  life,  and  lastly,  these 
small  patients  do  not  respond  as  do  their 
adult  counterparts  to  acute  abdominal  dis- 
ease. 


A Review  of  Hypertension  With  Case  Report* 

E.  J.  KIRK,  M.  D. 

Omaha,  Nebr. 


Although  hypertension  is  common  and  has 
been  observed  and  studied  for  years,  little  yet 
is  known  about  its  etiology.  Much  concern- 
ing the  factors  and  mechanisms  of  its  pro- 
duction, however,  has  been  accomplished 
during  the  past  few  years  which  justifies 
this  review  today.  Also  a case  history  with 
autopsy  findings  is  reported  to  illustrate  the 
various  symptoms  and  laboratory  findings 
associated  with  diffuse  vascular  changes. 

Statistics  show  that  out  of  every  thousand 
males  born  452  will  develop  some  phase  of 
the  cardio-vascular  syndrome  and  likewise  of 
every  thousand  females  born  482  will  develop 
some  phase  of  the  cardio-vascular  syndrome. 
For  years  hypertension  was  thought  to  be 
secondary  to  pre-existing  renal  disease  and 
arteriosclerosis.  Many  cases,  however,  show 
no  evidence  of  kidney  disease  or  arterioscle- 
rosis, at  least  early  in  the  course  of  the  dis- 
ease. Often  hypertension  precedes  the  onset 
of  these  two  disorders.  Essential  hyperten- 
sion may  be  defined  as  that  hypertensive 
state  that  is  non-renal  in  origin  and  not  sec- 
ondary to  any  other  known  cause,  such  as 
coarctation  of  the  aorta,  glomerular  nephri- 
tis, urinary  obstruction,  tumors  of  the  adre- 
nal and  pituitary  glands,  hyperthyroidism, 
arteriosclerosis,  aortic  heart  disease,  obesity, 
menopause,  lead  poisoning,  syphilis,  etc. 

In  essential  hypertension  there  are,  in  my 
judgment,  two  types — benign  and  malignant. 
The  essential  difference  between  these  two 
forms  is  mainly  qualitative  rather  than  quan- 
tatative.  Both  are  characterized  by  a triad 
of  lesions,  namely,  cardiac,  blood  vessel  and 
renal  changes.  The  onset  and  development 
of  symptoms  in  the  benign  form  is  much 
slower  and  is  manifested  later  in  life,  while 
the  malignant  form  is  rapid  on  onset  and  de- 
velopment and  is  manifested  at  an  earlier 

‘Read  before  the  Mid-West  Clinical  Society,  Oct.  26,  1938. 


period  in  life.  There  may  be  a difference  in 
pathology,  especially  as  related  to  blood  ves- 
sel lesions  and  mechanisms  of  development. 
The  benign  type  is  characterized  by  definite 
blood  vessel  lesions,  as  arteriosclerosis  with 
a definite  end  picture  of  either  cerebral  apo- 
plexy, coronary  disease,  chronic  vascular  kid- 
ney disease  or  diabetes.  This  is  explained 
by  the  slowness  in  development  of  the  dis- 
ease. The  malignant  form  is  characterized 
by  finer  blood  vessel  changes  and  by  a more 
diffuse  vascular  lesion  best  described  as  ar- 
teriolarsclerosis  and  diffuse  arteriolitis  with 
thrombosis  and  occlusions  and  a more  defi- 
nite neuroretinitis.  The  end  picture  in  ma- 
lignant hypertension  is  not  as  clear-cut  and 
defined  as  in  the  benign  type.  The  patient 
with  malignant  hypertension  dies  “all  over” 
because  of  such  a diffuse  vascular  lesion  that 
ends  in  necrosis  and  degeneration  of  all  tis- 
sues and  organs  in  general.  Thus  the  patient 
presents  at  death  uremic  syndrome,  cardiac 
syndrome  (symptoms  of  myocardial  degen- 
eration and  terminal  pericarditis)  and  cen- 
tral nervous  system  syndrome  in  such  a con- 
fusing manner  that  the  final  diagnosis  may 
be  limited  to  any  one  of  the  syndromes  listed 
or  may  include  all.  This  will  be  illustrated 
by  the  case  herein  presented. 

The  symptoms  of  hypertension  must  be 
stressed.  The  subjective  symptoms  particu- 
larly, must  be  studied  rather  than  following 
the  blood  pressure  readings.  Too  often  the 
mere  finding  of  an  elevated  blood  pressure 
makes  the  diagnosis  of  hypertension  and  also 
serves  as  a guide  in  treatment.  This  is  a 
dangerous  procedure  for  we  must  not  im- 
press the  patient  with  sphygmomanometer 
findings  but  with  changes  of  symptoms. 
Often  it  has  been  noted  that  after  certain 
therapeutic  measures  the  symptoms  are  re- 
lieved yet  the  blood  pressure  readings  on  the 
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sphygmomanometer  remain  practically  the 
same.  To  focus  the  patient’s  attention  on 
the  blood  pressure  readings  distresses  his 
mental  balance  leaving  him  with  a feeling  of 
insecurity  which  defeats  the  purpose  of  ther- 
apy. The  purpose  of  therapy  is  to  make  the 
patient  less  hypertensive  and  I refer  here 
specifically  to  habits  of  body  and  habits  of 
mind.  The  mental  make-up  of  the  hyper- 
tensive is  such  that  he  works  hard  and  fast. 
Likewise  his  selection  of  hobbies  reflect  his 
mental  makeup.  I recall  a young  hyperten- 
sive with  a fascinating  family  history  of  hy- 
pertension whose  hobby  was  airplanes  and 
flying.  This  whole  subject  of  habits  in  a 
general  way  forces  us  to  believe  strongly  that 
our  inner  make-up  often  decides  our  voca- 
tions in  life,  at  least  as  to  general  types. 
These  early  symptoms  which  we  describe  as 
habits  can  be  picked  up  in  the  pre-hyperten- 
sive stage  and  also  during  the  episode  in 
which  the  blood  pressure  is  fluctuating.  As 
the  blood  pressure  increases  and  remains  at 
high  levels,  yet  fluctuates  to  a certain  de- 
gree, symptoms  such  as  headaches,  increas- 
ing emotional  instability,  irritability,  worry, 
blurring  of  vision,  spots  before  the  eyes, 
epistaxis,  insomnia,  palpitation  of  the  heart, 
shortness  of  breath  and  nocturia,  appear. 

The  etiology  of  hypertension  is  unknown 
but  the  factors  and  mechanisms  are  much 
better  understood  today  and  add  much  to 
the  question  of  therapy.  The  following  fac- 
tors have  long  been  associated  with  hyper- 
tension : 

1.  Heredity  and  constitutional  factors. 

2.  Obesity  and  metabolic  factors  (Endo- 
crine) . 

3.  Climate  and  race. 

4.  Toxic  factors  such  as  lead  poisoning, 
pregnancy,  etc. 

5.  Renal  factors. 

There  are  three  divergent  views  as  to 
pathogenesis  of  chronic  hypertension  and 
are  as  follows: 

1.  Renal  disease  is  primary  (Johnson, 
1873). 

2.  Renal  disease  is  but  a part  of  a diffuse 
primary  vascular  disease  (Gall  and  Sutton, 
1872). 

3.  Hypertension  is  primary,  the  renal  and 
vascular  changes  are  secondary. 

Hypertension  is  secondary  to  an  increase 
peripheral  resistance  due  to  the  constriction 
of  the  smaller  blood  vessels  and  Cannon  in 


his  review  of  the  factors  affecting  vascular 
tone  gives  three  explanations: 

1.  Excessive  discharge  of  vasoconstrictor 
impulses  from  the  central  nervous  system. 

2.  Increased  sensitiveness  of  smooth  mus- 
cles of  the  arteries  to  natural  stimulii. 

3.  Or  these  small  vessels  might  be  patho- 
logically constricted  because  of  direct  action 
of  a chemical  agent. 

Karsner  after  reviewing  the  development 
of  hypertension  as  expressed  by  numerous 
authors  stated  that  so  far  there  are  at  least 
four  theories  of  the  origin  of  hypertension 
which  are  as  follows: 

1.  Essential  hypertension  is  due  to  wide- 
spread organic  obstruction  of  the  circulation 
due  to  thickened  small  blood  vessels. 

2.  Increased  intrinsic  tonus  of  arterioles. 

3.  Splanchnic  vasoconstriction. 

4.  Widespread  disturbance  of  vasomotor 
mechanism. 

Recent  investigative  work,  especially  that 
of  Goldblatt  and  Prinztmetal  show  that  es- 
sential hypertension  is  due  to  an  increased 
resistance  to  flow  of  blood  through  the  ar- 
terioles which  is  not  due  to  vasomotor  stimu- 
lation. Goldblatt  has  experimentally  pro- 
duced chronic  persistent  hypertension  in  ani- 
mals by  renal  artery  constriction.  Studies 
of  cardiac  output  and  blood  volume  showed 
that  these  were  unaltered  so  that  the  con- 
clusion that  the  hypertension  was  due  to  in- 
creased peripheral  resistance  was  made.  The 
experimental  renal-artery-constriction  hy- 
pertension is  not  decreased  by  the  following 
procedures : 

1.  Renal  denervation. 

2.  Splanchnic  nerve  section. 

3.  Anterior  spinal  root  section  from  the 
6th  dorsal  to  the  1st  lumbar. 

4.  Total  sympathectomy  with  cardiac  de- 
nervation. 

5.  Destruction  of  spinal  cord. 

6.  Hypertension  produced  by  arterial  com- 
pression of  a transplanted  kidney  of  the  neck 
or  groin. 

From  these  observations  the  conclusion  is 
made  that  the  nervous  system  plays  no  es- 
sential part  in  the  primary  production  of  this 
type  of  hypertension.  Furthermore  the  ex- 
perimental renal-artery-constriction  hyper- 
tension is  abolished  by  nephrectomy  and  not 
produced  by  complete  renal  arterial  compres- 
sion. A pressor  substance  is  released  (and 
has  been  found)  by  impairment  of  kidney 
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circulation  although  no  impairment  of  kid- 
ney function  can  be  demonstrated.  It  is 
thought,  therefore,  that  renal  ischemia  may 
explain  all  cases  of  essential  hypertension. 
There  is  evidence,  however,  that  an  endo- 
crine relationship  must  be  present  before  the 
“renal  pressure  substance”  can  act  on  the 
blood  vessels.  Adson,  Craig-  and  Brown 
stress  the  neurogenic  endocrine  vascular 
mechanism  in  essential  hypertension  and 
state  that  the  suprarenal,  thyroid  and  pitui- 
tary glands  are  chiefly  involved. 

Prinzmetal  and  Wilson  point  out  (a)  that 
an  increased  resistance  of  the  peripheral  ves- 
sels is  responsible  for  the  hypertension  and 
that  the  blood  vessel  changes  are  not  con- 
fined to  the  splanchnic  area  but  are  general- 
ized throughout  the  systemic  circulation; 
(b)  that  blood  vessels  in  hypertension  are 
capable  of  considerable  dilatation  and  that 
increased  peripherial  resistance  is  due  to 
hypertonus  and  not  to  organic  changes  in  the 
vessel  wall  and  (c)  that  sympathetic  vaso- 
dilatation produced  by  the  heat  test  pro- 
duced no  greater  increase  in  blood  flow  in 
subjects  with  hypertension  than  in  normals 
or  in  other  words  vascular  hypertonus  is  not 
of  vasomotor  origin.  They  showed,  also,  that 
novocain  anesthesia  of  the  vasomotor  nerves 
to  the  arm  produced  the  same  increase  in 
flow  in  normal  subjects  and  patients  with 
hypertension.  The  vascular  hypertonus  is 
independent  of  the  vasomotor  nerves  and 
that  this  hypertonus  must,  therefore,  be  re- 
garded as  intrinsic  spasm  of  the  blood  ves- 
sels themselves.  These  authors  as  well  as 
others  show  that  surgical  procedures  such 
as  sympathectomy  for  relief  of  the  hyperten- 
sion do  not  abolish  the  vascular  hypertonus. 

CASE  REPORT 

W.  H.,  a white  male,  age  31,  was  admitted  to  the 
Methodist  Hospital  March  2,  1938. 

Clinical  Diagnosis:  Malignant  hypertension  with 
renal  and  cardiac  complications. 

History:  Three  and  one-half  years  ago  he  con- 
sulted a physician  because  of  a cold.  Hypertension 
and  albuminuria  were  found.  For  the  past  two  years 
he  has  had  severe  headaches  and  failing  vision 
which  have  become  progressively  worse.  One  month 
ago  palpitation,  dyspnoea  and  insomnia  became 
markedly  distressing.  For  the  past  two  weeks  an- 
orexia, loss  of  weight  and  edema  of  the  ankles  have 
been  present. 

Physicial  Examination:  Drowsiness;  shortness  of 
breath;  rales  in  chest;  P.M.I.  diffuse,  forceful,  rapid 
and  irregular;  heart  enlarged  14  cm.  No  murmurs; 
B.P.  228/152;  fundi:  cotton  wool  exudates  and  pale 
disc;  marked  sclerosis  of  retinal  vessels  with  com- 
plete occlussion  of  some. 


Course:  A tooth  was  extracted  because  of  pain. 
Urine — Sp.  Gr.  1.006-1.010.  3 plus  albuminuria.  Hb. 
54%;  RBC  2.8;  N.P.N.  180  mg%;  Gallop  rhythm 
with  to  and  fro  murmurs.  Pericarditis.  March  12, 
1938,  N.  P.  N.  200  mg%.  Creatinine  6.6  mg%. 
Twitching  of  muscles.  Death  March  17,  1938. 

Post  Mortem  Findings:  Diffuse  vascular  disease 
with  marked  arteriolar  changes.  Uremia.  Hyper- 
trophy of  heart.  Pericarditis.  Pleuritis. 

This  case  is  of  interest  because  it  repre- 
sents a severe  hypertensive  syndrome  asso- 
ciated with  acute,  diffuse,  rapidly  progres- 
sive arterial  vessel  disease.  The  age  of  the 
individual,  together  with  diffuse  blood  vessel 
changes  with  marked  neuroretonitis  classi- 
fies this  case  as  malignant  hypertension.  We 
are  lead  to  believe  that  the  cause  of  this  type 
of  hypertension  resides  within  the  vascular 
tissue  itself ; is  constitutional,  and  is  perhaps 
wholly  independent  of  all  the  known  second- 
ary causes  that  we  have  so  far  enumerated. 
At  least  all  attempts  at  treatment  of  this 
type  of  malignant  hypertension  are  without 
avail  and  the  patient  rapidly  declines  and 
terminates  in  death.  This  type  presents  a 
confused  picture  involving  all  of  the  principal 
organs  of  the  body  in  which  there  is  diffuse 
degeneration  and  necrosis. 

Dr.  Chas.  Baker,  pathologist,  Methodist 
Hospital,  stated:  “Grossly  in  this  case  the 
heart  and  kidneys  were  large,  the  former 
weighing  approximately  600  gms.  and  the 
latter  175  gms  each.  The  hypertrophy  of 
the  heart  is  entirely  compensatory  in  re- 
sponse to  the  increased  blood  pressure  neces- 
sary to  force  blood  through  the  arterial  tree. 
In  Malignant  Hypertension  there  is  an  ana- 
tomic change  in  the  walls  of  the  arterioles 
and  smaller  arteries.  This  occurs  in  other 
organs  than  the  kidneys  as  sections  of  the 
lungs,  striate  muscle,  adrenals,  aorta,  brain 
and  other  organs  show.  This  change  is  hy- 
pertrophy of  the  media  and  proliferation  of 
the  endothelial  lining  of  the  vessels.  As  a 
result  the  lumen  is  markedly  narrowed.  Or- 
dinarily the  wall-lumen  ratio  is  1 to  2 as 
stated  by  Kernohan,  Keith  and  Anderson  but 
in  Diffuse  Vascular  Disease  as  this  case  pre- 
sents, the  ratio  often  is  reversed. 

The  kidneys  show  marked  glomerular 
changes  which  in  many  instances  are  com- 
pletely fibrosed.  The  glomerular  findings  are 
the  result  of  the  vascular  changes.  The  pro- 
cess is  an  ischemic  one  and  the  lack  of  blood 
supply  causes  the  death  of  the  more  differ- 
entiated glomerular  structure  and  in  its  place 
fibrous  tissue,  which  can  exist  on  less,  proli- 
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ferates.  In  this  type  of  kidney  in  contrast 
to  the  kidney  of  glomerular  nephritis  there 
can  be  found  an  occasional  normal  and  even 


Figure  1.  Illustrating  marker!  blood  vessel  changes  of  the  adre- 
nals of  a case  with  generalized,  markedly  diffused  blood  vessel 
changes  (100  x). 


Figure  2.  Illustrating  obliterating  arteriolitis  of  a vessel  of 
the  kidney  associated  with  general  vascular  disease  (430  x). 


hypertrophied  glomerulus.  The  hypertrophy 
again  is  compensatory  just  as  in  the  case  of 
the  heart. 

Terminally  these  patients  usually  show 
signs  of  uremia.  Frequently  a terminal  peri- 
carditis occurs.  This  has  all  of  the  appear- 
ance of  an  acute  infectious  pericarditis,  but 
in  a great  many  cases  the  cultures  and 
strains  for  micro  organisms  are  negative,  so 
the  common  name  for  the  condition  is  uremic 
pericarditis.  Probably  a better  name  would 
be  a chemical  pericarditis. 

It  is  of  importance  to  remember,  however, 
that  this  disease  is  diffuse,  involving  every 
organ  of  the  body  and  that  the  kidney  lesions 
are  only  a part  of  the  whole  picture.  (See 
Fig.  1,  2 and  3) . 


SUMMARY 

1.  Hypertension  of  the  essential  type  is 
classified  as  Benign  and  Malignant  which 


Figure  3.  Illustrating  obliterating  arteriolitis  of  a vessel  of 
the  lungs  associated  with  diffuse,  general  vascular  disease 
(430  x). 

may  be  one  and  the  same  disease  but  differ- 
ing only  in  graduation. 

2.  Essential  Hypertension  is  an  intrinsic 
blood  vessel  response  acting  independent  of, 
but  yet  possibly  influenced  by  vasomotor 
stimulation. 

3.  The  surgical  approach  in  the  treatment 
of  hypertension  is  a symptomatic  one  and 
may  explain  many  failures  in  cases  so 
treated. 

4.  The  study  of  the  symptoms  of  hyper- 
tension is  most  important  and  must  serve  as 
a guide  in  management. 

5.  A case  is  reported  with  microscopic  sec- 
tions illustrating  diffuse  vascular  changes. 
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EDITORIAL 

THE  CARE  OF  THE  COUNTY  POOR 
IN  NEBRASKA 

From  press  reports  it  is  apparent  that 
there  is  hardly  a county  in  this  State  which, 
in  one  way  or  another,  has  not  come  to  grief 
on  the  problem  of  medical  care  for  the  poor. 
It  appears  that  in  most  of  these  government- 
al subdivisions  the  county  supervisors  de- 
pend on  one  or  a few  individual  physicians 
to  render  medical  services  to  the  indigents, 
either  on  a yearly  fee  basis  or  on  pay-per- 
case  system.  In  practically  every  instance, 
sooner  or  later,  dissatisfaction  arises  from 
this  system. 

We  read,  for  instance,  in  the  Hastings  Tri- 
bune, “ ‘I  want  to  register  a protest,’  Fisk 
said  to  the  board,  ‘against  the  amount  of 
money  being  spent  for  medical  care.  Some 
physicians,  I am  not  saying  all  of  them  or 
naming  names,  have  their  arms  in  the  coun- 
ty funds  clear  up  to  the  shoulder.  I think 
it  is  getting  to  be  a big  racket.’  ...  ‘It  al- 
ways has  been,’  said  Supervisor  Harm,  ‘Why, 
one  month  we  had  to  cut  off  about  $200.00 
on  one  fellow’s  claim’.”  . . . 

This  statement  is  not  unique.  We  read 
about  such  complaints  too  often  to  let  the 
matter  go  unnoticed.  On  the  physicians’ 
side,  too,  the  problem  is  complicated.  Many 


doctors  are  reluctant  to  make  necessary  calls 
for  fear  of  criticism  by  the  county  fathers. 
Many  physicians  have  to  travel  long  dis- 
tances in  severe  weather,  and  at  the  end  of 
the  month  find  their  fees  reduced  to  a pit- 
tance. 

In  many  of  the  states  this  problem  has 
been  solved  by  an  arrangement  with  the 
county  medical  societies  in  individual  locali- 
ties whereby  the  society,  at  a stipulated 
yearly  sum,  assumes  the  responsibility  for 
necessary  medical  care  of  the  county  poor. 
This  system  has  worked  smoothly  in  almost 
every  county  in  which  it  was  tried.  A good 
example  of  this  system  may  be  had  in  our 
neighboring  state  of  Iowa  where  many  coun- 
ty medical  societies,  through  their  members, 
are  delivering  medical  service  in  an  efficient 
manner.  The  physicians  and  the  county  of- 
ficials are  satisfied.  The  patients,  too,  pre- 
fer this  type  of  service  to  the  antiquated 
system  of  hired  doctor. 

We  recommend  to  the  Board  of  Trustees 
of  the  Nebraska  State  Medical  Association 
that  they  study  the  problem  in  an  effort  to 
work  out  a system  whereby  county  super- 
visors and  local  medical  societies  may  work 
harmoniously  in  an  attempt  to  render  effi- 
cient care  to  the  medically  needy  on  a medi- 
cal society  group  basis.  The  medical  socie- 
ties, we  are  sure,  will  be  willing  to  assume 
responsibility,  and  the  county  supervisors 
can  be  made  to  realize  the  advantages  of 
such  a plan. 


DR.  OVERGAARD  LOCATES  IN  TEXAS 

With  the  removal  of  Dr.  A.  P.  Overgaard 
to  Texas,  the  Nebraska  State  Medical  Asso- 
ciation has  been  deprived  of  one  of  the  most 
colorful  figures  in  the  organization.  For 
many  years  a representative  of  the  First 
Councillor  District,  Dr.  Overgaard  served  in 
the  capacity  of  secretary  of  the  Council  for 
over  fifteen  years.  That  he  has  done  credit- 
able work  is  known  by  all  who  have  taken  an 
interest  in  the  affairs  of  this  Association. 

It  will  be  indeed  strange  to  most  of  us  not 
to  find  the  ever  present  Andy  Overgaard  at 
the  various  meetings  during  the  Annual  As- 
sembly, bustling  from  hither  to  yon  in  an  ef- 
fort to  urge  elective  honors  for  deserving 
members  of  the  Association.  Always  fight- 
ing the  battle  of  the  other  fellow,  he  re- 
mained content  with  his  service  as  secretary 
of  the  Council  and  his  membership  of  the 
Student  Loan  Fund  committee. 
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The  Journal  desires  to  express  its  best 
wishes  to  Dr.  Overgaard  in  his  new  location. 
It  also  wishes  to  congratulate  the  Texas 
State  Medical  Association  upon  the  acquisi- 
tion of  an  extraordinary  member.  We  feel 
certain  that  Dr.  Overgaard  will  distinguish 
himself  in  Texas  as  he  did  in  Nebraska. 


HAY-FEVER  RELIEF 

The  hay-fever  season  is  practically  here 
and  to  a great  many  people  this  means  a trip 
to  the  seashore  or  to  the  mountains.  To  the 
vast  majority  of  those  who  suffer  from  this 
malady,  however,  the  hay-fever  season 
means  staying  at  home  and  enduring  several 
weeks  of  misery  and  discomfort. 

Each  year  sees  some  new  cure-all  which  is 
presented  to  the  public — a year  or  so  ago  it 
was  cod  liver  oil  and  calcium,  and  this  year 
potassium  chloride  is  in  the  limelight.  Just 
where  this  drug  will  be  placed  in  the  treat- 
ment of  hay-fever  only  time  will  tell  because 
there  has  not  been  sufficient  clinical  experi- 
ence to  warrant  its  wholesale  adoption.  To 
those  who  try  out  potassium  chloride  this 
summer  and  fall,  a word  of  warning  should 
be  issued — the  dose  should  not  be  too  large 
because  the  drug  is  irritating  to  the  stomach. 
Doses  of  five  grains  dissolved  in  a glass  of 
water  and  taken  three  to  five  times  daily  is, 
as  a rule,  harmless. 

Filtration  of  the  air  of  the  bedroom  occu- 
pied by  the  hay-fever  sufferer  is  within  the 
range  of  practically  everyone  and  is  a worth- 
while proceedure  to  consider.  The  commer- 
cial filters  on  the  market  usually  do  not  sup- 
ply enough  air  to  keep  a person  cool  on  hot 
nights.  Additional  circulation  of  air,  how- 
ever, can  easily  be  obtained  by  placing  an 
extra  fan  in  the  room. 

The  oral  administration  of  pollens  is  still 
in  its  early  stages  and  the  results  of  this 
method  of  treatment  to  date  are  not  very  en- 
couraging. 

Inoculation  of  an  extract  made  from  the 
pollen  of  the  offending  weeds  still  ranks  as 
the  treatment  of  choice.  This,  however,  is 
not  without  attendant  dangers  and  should  be 
administered  only  by  physicians. 

To  those  who  must  stay  at  home  there  are 
certain  things  which  can  be  done.  Filtration 
of  the  bedroom  air  should  be  tried  wherever 
possible.  Avoidance  of  dusts,  which  means 
staying  off  of  gravel  roads  when  driving  and 


keeping  out  of  dust-filled  rooms  or  buildings. 
Over-exertion,  becoming  over-heated  and 
over-eating  should  be  studiously  avoided. 
Temporary  relief  can  be  obtained  from  the 
use  of  one  of  the  various  ephedrine  com- 
pounds on  the  market. 

E.  L.  McQuiddy,  M.  D. 


ANNOUNCEMENTS 


The  Board  of  Trustees  will  hold  their  regu- 
lar meeting  on  Thursday,  August  10,  at  the 
Headquarters  office,  416  Federal  Securities 
Building,  Lincoln,  Nebr.,  beginning  at  4 p.  m. 

Any  member  of  the  Association  is  invited 
to  be  present. 

Geo.  W.  Covey,  Chairman, 

Board  of  Trustees. 


The  Omaha  Mid-west  Clinical  Society  ses- 
sions will  be  held  in  Omaha  at  Hotel  Paxton, 
October  23  to  27th  inclusive.  Clinics  and  lec- 
tures are  planned  to  conform  to  the  quality 
and  substance  of  previous  years.  The  fol- 
lowing is  a list  of  the  distinguished  guests 
scheduled  to  appear  before  the  coming  ses- 
sion this  Fall.  Make  your  plans  to  attend 
these  sessions. 

Pediatrics — Dr.  C.  Anderson  Aldrich,  Win- 
netka,  111. 

Surgery — Dr.  W.  Wayne  Babcock,  Phila- 
delphia, Pa. 

Medicine — Dr.  Clifford  J.  Barborka,  Chi- 
cago, 111. 

Eye,  Ear,  Nose  and  Throat — Dr.  Frank  E. 
Burch,  St.  Paul,  Minn. 

Surgery — Dr.  Elliott  C.  Cutler,  Boston, 
Mass. 

Medicine — Dr.  William  R.  Houston,  Aus- 
tin, Texas. 

Neurology — Dr.  Louis  J.  Karnosh,  Cleve- 
land, Ohio. 

Medicine — Dr.  Samuel  A.  Levine,  Boston, 
Mass. 

Genito-Urinary — Dr.  Clarence  R.  O’Crow- 
ley, Newark,  N.  J. 

Gynecology  and  Obstetrics — Dr.  G.  D. 
Royston,  St.  Louis,  Mo. 
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Basic  Sciences — Dr.  Walter  Schiller,  Chi- 
cago, 111. 

Orthopedic  Surgery — Dr.  James  S.  Speed, 
Memphis,  Tenn. 

Symposium  on  Pre-  and  Post-Operative 
Treatment — Dr.  Charles  A.  Elliott,  Chicago, 
111. ; Dr.  William  L.  Estes,  Jr.,  Bethlehem, 
Pa. ; Dr.  John  S.  Lundy,  Rochester,  Minn. ; 
Dr.  Walter  G.  Maddock,  Ann  Arbor,  Mich.; 
Dr.  John  R.  Paine,  Minneapolis,  Minn. 

A NEW  SERVICE 

“How  may  we  get  in  contact  with  a physi- 
cian looking  for  a location  ?” 

“Can  you  refer  me  to  any  good  towns 
where  I might  locate?” 

“Do  you  know  where  I might  find  a young- 
man  interested  in  my  line  of  practice  ?” 

These  questions  are  asked  frequently. 
Each  year  the  two  medical  schools  receive 
such  requests  and  many  letters  are  received 
at  the  Headquarters  Office  asking  the  same 
questions  repeatedly. 

An  attempt  is  being  made  to  solve  the 
problem  in  a satisfactory  manner  by  the  es- 
tablishment of  a Placement  Service  at  the 
Headquarters  Office.  Through  the  cooper- 
ation of  Dr.  Poynter,  Dean  of  the  Nebraska 
School  of  Medicine,  and  Dr.  Riley,  Dean  of 
the  Creighton  School  of  Medicine,  these  re- 
quests are  now  all  being  relayed  to  the  Head- 
quarters Office  and  it  is  hoped  that  a service 
which  is  really  worth  while  to  both  the  phy- 
sicians and  the  various  towns  in  the  state 
may  be  established. 

As  these  requests  from  towns  are  received, 
a questionnaire  is  sent  out  to  the  town  ask- 
ing for  certain  data  which  would  give  any 
physician  looking  for  a location  a rather  defi- 
nite idea  as  to  the  possibilities  which  this  lo- 
cation might  hold  for  him.  These  completed 
questionnaires  as  well  as  any  other  informa- 
tion which  we  may  obtain  is  placed  in  a file 
for  reference. 

A list  is  also  kept  of  locations  which  are 
left  vacant  by  death  of  a physician.  This 
does  not  always  mean  that  a location  is  open 
because  of  such  death,  but  does  provide  a 
lead  for  any  physician. 

All  of  the  data  thus  collected  are  kept  on 
file  and  are  available  to  any  physician  who 
is  seeking  a new  location.  There  is,  of  course, 


no  charge  made  for  this  service,  since  it  is 
merely  one  of  the  services  which  this  Asso- 
ciation can  render  in  a better  distribution  of 
medical  care. 

Correspondence  is  invited  from  physicians 
who  are  looking  for  a place  to  locate  or  who 
might  know  of  some  good  location  in  need  of 
a doctor. 


WARNING! 

Physicians  are  advised  to  look  out  for  bait 
by  having  their  names  listed  for  insurance 
appointments.  Investigation  by  the  Better 
Business  Bureau  of  Omaha,  Inc.,  reveals 
that  the  procedure  is  simply  a racket  no  mat- 
ter under  what  name  the  operator  goes.  No 
insurance  company  of  any  note  relies  on 
agents  or  promoters  in  making  its  appoint- 
ments to  the  medical  staff.  Any  promise  by 
any  individual  or  company  for  appointment 
to  insurance  positions  should  be  looked  on 
with  scorn.  It  is  a racket  to  get  the  physi- 
cians’ money  under  false  pretenses. 

“Investigate  before  you  invest,”  is  whole- 
some advice  given  by  the  Omaha  Better  Busi- 
ness Bureau. 


The  Eighteenth  annual  scientific  and  clin- 
ical session  of  the  American  Congress  of 
Physical  Therapy  will  be  held  September  5, 
6,  7,  8,  1939,  at  the  Hotel  Pennsylvania,  New 
York  City.  Preceding  these  sessions  the 
Congress  will  conduct  an  intensive  instruc- 
tion seminar  in  physical  therapy  for  physi- 
cians and  technicians — August  30,  31,  Sep- 
tember 1 and  2. 

Physicians  are  urged  to  plan  their  vacation  for 
these  periods  and  bring  their  families  to  New  York 
for  the  World’s  Fair.  Ample  time  has  been  provided 
for  during  the  convention  to  visit  the  fair  and  to  en- 
joy the  various  activities  of  America’s  metropolis. 

While  the  convention  proper  will  have  numerous 
special  program  features  of  scientific  interest,  the 
added  attraction  of  the  World’s  Fair  should  make  it 
extremely  worth  while  for  every  physician  to  come 
to  New  York  and  spend  a most  profitable  vacation. 

The  instruction  seminar  should  prove  of  unusual 
interest  to  physicians  and  technicians.  The  clinics 
which  comprise  half  of  the  schedule  make  this  course 
outstanding  for  its  practical  value.  As  in  the  past 
outstanding  clinicians  and  teachers  will  participate. 
Registration  is  limited  to  100  and  is  by  application 
only.  For  information  concerning  seminar  and  pre- 
liminary program  of  convention  proper,  address 
American  Congress  of  Physical  Therapy,  30  North 
Michigan  Avenue,  Chicago. 
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WOMAN’S  AUXILIARY 

President — Mrs.  James  E.  M.  Thomson,  Lincoln. 
President-Elect — Mrs.  A.  D.  Brown,  Grand  Island. 
Secretary — Mrs.  Walter  W.  Carveth,  Lincoln. 

Treasurer — Mrs.  Harley  Anderson,  Omaha. 

First  Vice  President — Mrs.  Olin  J.  Cameron,  Omaha. 
Second  Vice  President — Mrs.  Allan  Campbell,  Lincoln. 


President’s  Message 

An  enlightening  and  encouraging  fact 
learned  at  once  by  all  the  officers  assuming 
their  duties  in  the  Woman’s  Auxiliary  to  the 
Nebraska  State  Medical  Association  is,  that 
this  organization,  not  so  long  ago  a casual 
group  meeting  once  a year  for  pleasantries, 
has  become  a serious  organization  function- 
ing twelve  months  a year,  and  an  integral 
part  of  a vast  and  important  body.  Directly 
upon  the  close  of  the  State  Convention,  re- 
ports must  be  sent  to  the  National  Auxiliary 
as  we  must  be  considered  in  its  yearly  pro- 
gram. Our  State  officers  must  know  imme- 
diately the  county  chairmen  and  their  plans, 
likewise,  these  county  chairmen  must  be  cog- 
nizant of  state  personnel  and  expectations. 
This  continuous  interchange  of  ideas  and 
widening  acquaintance  is  most  healthful  and 
a sign  of  the  growing  development  of  the  or- 
ganization. 

Even  as  an  oath  of  feality  is  oft  repeated 
to  engender  renewed  enthusiasm,  so  we  feel 
it  wise  to  review  our  constant  objectives. 
First,  to  dispense  health  education;  second, 
to  increase  our  membership  that  we  may 
more  efficiently  accomplish  this  education; 
thirdly,  to  promote  friendship  among  physi- 
cians’ families.  No  group  is  too  small,  or  too 
great  to  disregard  the  power  of  this  last  vir- 
tue. 

Our  Health  Educational  program  will  con- 
tinue along  the  same  lines  as  previously  pur- 
sued, but  we  hope  with  increased  vigor  into 
wider  channels.  Our  National  and  State 
Chairmen  will  keep  you  constantly  informed 
of  new  ways  and  means  of  accomplishment. 
Hygeia  is  a guide  and  hand  book  second  to 
none.  Each  Auxiliary  should  consider  the 
dispensing  of  this  publication  as  one  of  its 
major  activities.  They  could  have  no  better 
objective  than  the  placing  of  this  magazine 
in  every  school  in  the  State. 

In  Dr.  Miller’s  address  to  us  in  May,  he 
stressed  his  desire  that  we  carry  on  a health 
program  through  the  schools.  This  we  are 
trying  to  execute,  not  only  through  a general 
familiarity  with  Hygeia  but  in  two  state- 
wide health  projects.  First,  in  our  assistance 


to  Mrs.  Kelly  in  the  Summer  Round-Up  for 
school  children.  This  work  is  extremely  im- 
portant and  should  do  much  to  improve 
health  conditions  throughout  the  state.  Sec- 
ondly, the  State  Auxiliary  has  approved  the 
work  of  Mrs.  Benson,  chairman  of  Tubercu- 
losis Education,  as  she  prepares  the  Fall  ra- 
dio contests  for  school  children.  Our  State 
President  of  the  Medical  Association  and  our 
Advisory  Committee  are  both  enthusiastic 
about  this  project,  and  the  State  Auxiliary 
is  offering  two  prizes,  hence  we  should  be 
eager  to  make  this  venture  a success. 

We  were  particularly  fortunate  last  year  in 
having  a very  active  organization  chairman 
and  we  are  proud  to  welcome  the  Sixth  Coun- 
cilor District  Auxiliary  and  the  greatly  in- 
creased lists  of  members  at  large.  There  are, 
however,  several  unaffiliated  and  unorgan- 
ized counties  that  should  be  encouraged  to 
join  the  State  Medical  Auxiliary.  This  mem- 
bership can  only  prove  a distinct  service  to 
the  profession,  to  public  welfare  and  a per- 
sonal pleasure.  Membership  is  a work  for 
not  only  a chairman,  but  for  every  member 
in  the  organization. 

This  page  in  the  State  Medical  Journal,  de- 
dicated to  the  Woman’s  Auxiliary,  will,  in 
the  months  following,  be  given  over  in  large 
to  the  plans  and  achievements  of  the  County 
Auxiliaries.  You  have  many  ideas  which 
will  be  of  value  and  inspiration  to  one  an- 
other and  should  be  shared  before  the  com- 
pletion of  the  year. 

The  State  chairmen  are  eager  to  keep  in 
touch  with  the  county  chairmen,  so  we  trust 
that  you  have  already  established  that  con- 
tact and  have  the  necessary  information  to 
start  Fall  work. 

That  our  Auxiliary  may  have  a successful 
year,  is  the  wish  of  every  member.  To  ac- 
complish this  end,  we  all  must  work  together 
in  a well-knit  unit,  each  feeling  his  responsi- 
bility and  indispensibility  to  the  Woman’s 
Auxiliary  to  the  Nebraska  Medical  Associa- 
tion. 

Helen  Y.  Thomson. 


Most  visual  disturbances  have  their  origin 
in  the  abnormal  shape  of  the  eyes,  and  these 
lend  themselves  to  correction  by  means  of 
glasses. — Hygeia. 


Adults  should  sternly  resist  the  temptation 
to  imitate  the  child’s  immature  enunciation 
of  words. — Hygeia. 
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The  Accredited  Pharmacy  Certificate 

JOHN  A.  PORTER 

Secretary  of  Executive  Committee  Nebraska 
Pharmaceutical  Assn.,  Lincoln 

In  the  thirtieth  chapter  of  Exodus  written 
some  thirty-six  centuries  ago  may  be  found 
the  first  prescription.  Beginning  at  the 
twenty-second  verse,  “Moreover  the  Lord 
spake  unto  Moses  saying.  Take  thou  (Rx) 
unto  thee  three  principal  spices,  of  pure 
myrrh  five  hundred  shekels,  and  of  sweet 
cinnamon  half  as  much,  even  two  hundred 
and  fifty  shekels,  and  of  sweet  calamus  two 
hundred  and  fifty  shekels,  and  of  cassia  five 
hundred  shekels  after  the  shekel  of  the 
sanctuary  and  of  oil  olive  an  hin,  and  thou 
shalt  make  it  an  oil  of  holy  ointment  com- 
pounded after  the  art  of  the  apothecary;  it 
shall  be  an  holy  anointing  oil.” 

The  foregoing  would  indicate  that  the  art 
of  the  apothecary  was  an  established  art  at 
that  early  date  and  doubtless  there  were 
problems  confronting  the  apothecaries  in 
those  times  as  there  are  now.  The  progress 
of  pharmacy,  by  which  name  we  now  know 
the  art  of  the  apothecary,  during  all  these 
centuries,  has  been  steady  and  consistent. 
When  viewed  in  the  light  of  the  compound- 
ing of  the  above  prescription  and  the  intri- 
cate scientific  pharmaceutical  procedure  of 
today,  the  progress  is  nothing  short  of  mira- 
culous. 

During  these  centuries  pharmacy  has  had 
for  its  ideal  the  making  of  the  world  a better 
place  in  which  to  live,  and  has  become  an  im- 
portant factor  in  assisting  the  physician  in 
his  work  of  conquering  disease  and  preserv- 
ing health.  The  objectives  of  the  pharma- 
cist and  the  physician  are  alike,  they  are  nec- 
essary to  each  other  and  they  should  cooper- 
ate in  a whole-hearted  way.  They  should 
realize  the  benefits  which  will  accrue  to  each 
from  such  cooperation,  and  the  desire  on  the 
part  of  the  Nebraska  Pharmaceutical  Asso- 
ciation to  promote  such  a spirit  is  the  reason 
for  inaugurating  the  interprofessional  cam- 
paign which  is  now  one  of  its  major  activi- 
ties. 

To  say  that  all  pharmacists  are  ethical, 
clean,  and  honest  would  be  inaccurate,  and  it 
is  a sad  fact  that  many  drug  stores  forget 
entirely  the  professional  side  of  the  business, 
forget  the  ideals  which  have  brought  to 
pharmacy  its  professional  standing,  some- 
times even  forget  the  restrictions  set  up  by 
law  surrounding  the  sale  and  dispensing  of 
drugs  and  medicines. 


Recognizing  the  fact  that  some  pharma- 
cies were  not  ethical,  clean,  and  honest,  and 
that  all  drug  stores  are  not  operated  by  com- 
petent pharmacists,  the  Nebraska  Pharma- 
ceutical Association  was  convinced  that  the 
public  should  have  a reliable  means  of  select- 
ing a drug  store  where  their  medical  require- 
ments would  be  competently  handled,  and 
likewise  the  physician  should  be  enabled  to 
select  with  confidence  a drug  store  capable 
of  accurately  compounding  his  prescriptions 
and  supply  him  with  the  medicinal  agents  he 
requires  in  his  practice. 

The  Executive  Committee  was  charged 
with  the  responsibility  of  adopting  a plan  to 
accomplish  this  end  and  after  a thorough 
study  of  the  situation  decided  on  the  Ac- 
credited Pharmacy  Certificate  plan.  They 
realized  that  any  plan  to  be  effective  must 
be  fair  and  impartial  and  above  all  be  ad- 
ministered without  favor  or  preference,  and 
to  this  end  a set  of  requirements  was  worked 
out  and  have  been  enforced  so  far  as  is  hu- 
manly possible  without  fear  or  favor. 

Following  are  the  requirements : 

Qualifications  for  Accredited  Pharmacy 
Certificates 

1.  Must  be  a member  of  the  Nebraska  Pharma- 
ceutical Association  in  good  standing  and  subscribe 
to  the  Sustaining  Fund  as  prescribed  by  the  By- 
Laws  of  the  Association. 

2.  Must  pass  a good  report  of  the  State  In- 
spector of  Pure  Food  and  Drugs. 

3.  Must  be  a registered  Pharmacist  owner  or 
must  have  a registered  Pharmacist  employed. 

4.  Must  have  proper  equipment  for  the  com- 
pounding of  Prescriptions  consisting  of  the  follow- 
ing, viz:  U.  S.  P.  and  N.  F.,  Balance,  Weights,  Mor- 
tar and  Pestle,  Spatulas,  Graduates,  and  Funnels. 

5.  Must  not  have  been  convicted  of  violations  of 
any  State  or  Federal  Narcotic  Law  in  the  past 
twelve  months. 

6.  Must  not  have  been  convicted  of  violations  of 
any  State  Prophylactic  Law  in  the  past  twelve 
months. 

7.  Must  not  have  been  convicted  of  violations  of 
the  Fair  Trade  contracts  in  the  past  twelve  months. 

8.  Must  not  have  been  convicted  of  violations  of 
the  State  Liquor  Law  in  the  past  twelve  months. 

9.  Must  be  a drug  store  conducted  by  registered 
pharmacists — cannot  be  a drug  department  within 
another  store  which  sells  patent  medicines  and  toilet 
goods  without  registered  pharmacists  in  charge. 

10.  Must  be  approved  by  the  Executive  Commit- 
tee of  the  Nebraska  Pharmaceutical  Association. 

11.  The  certificate  for  an  Accredited  Pharmacy 
shall  be  DISPLAYED  PROMINENTLY  IN  THE 
WINDOW  OF  THE  STORE  TO  WHICH  IT  IS  IS- 
SUED. 

12.  Certificate  may  be  withdrawn  at  any  time 
for  failure  to  meet  the  requirements  set  forth  by  the 
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Nebraska  Pharmaceutical  Association.  The  penalty 
for  such  failure  shall  be  the  withdrawal  of  the  certi- 
cate  for  any  length  of  time  specified  by  the  Execu- 
tive Committee.  The  Committee  shall  demand  the 
surrender  of  the  certificate  within  five  days  after 
notice  of  suspension  and  on  failure  of  the  party 
suspended  to  surrender  same,  the  Committee  will 
proceed  to  advertise  and  publicize  the  fact  that  said 
member  has  been  suspended  and  the  length  of  time 
that  said  suspension  shall  last. 

13.  The  Executive  Committee  shall  withdraw  any 
certificate  as  Accredited  Pharmacy  which  is  dis- 
played after  February  first  of  the  year  following 
the  year  of  issue,  which  year  appears  on  the  face 
of  the  certificate. 

14.  In  the  event  of  a store  designated  as  an  Ac- 
credited Pharmacy  changes  ownership,  notice  shall 
be  given  in  writing  to  the  Secretary  at  Room  407 
Federal  Securities  Building,  Lincoln,  Nebraska,  set- 
ting forth  the  qualifications  of  the  new  owner.  If 
the  new  owner  satisfactorily  qualifies  a new  Certifi- 
cate will  be  issued  in  his  name  for  the  remainder  of 
the  year  for  the  fee  of  fifty  cents. 

15.  The  Executive  Committee  of  the  Nebraska 
Pharmaceutical  Association  shall  reserve  the  right 
to  change  these  Rules  and  Regulations  ANY  TIME 
they  deem  it  best  for  the  benefit  of  the  profession. 

While  the  Accredited  Pharmacy  Certifi- 
cate plan  does  not  fully  solve  the  problem,  as 
there  are  a few  drug  stores  displaying  the 
Accredited  Pharmacy  Certificate  who  fail  to 
live  up  to  the  letter  and  spirit  of  the  plan, 
and  there  are  a few  drug  stores,  who  are  ad- 
mirably qualified  in  all  respects,  who  do  not 
display  the  certificate,  it  is  a long  step  in  the 
right  direction  and  has  shown  a marked 
beneficial  influence  on  the  standards  of 
pharmacy  in  Nebraska.  It  has  focused  the 
attention  of  all  druggists  on  the  need  for 
a more  cooperative  spirit  between  physicians 
and  pharmacists  and  stressed  the  importance 
of  the  professional  side  of  the  drug  business. 
It  has  made  a large  number  of  druggists  real- 
ize that  the  interprofessional  activities  now 
being  carried  on  by  the  Nebraska  Pharma- 
ceutical Association  are  well  worth  while  and 
worthy  of  their  best  efforts. 

It  has  been  brought  to  the  attention  of  the 
public  through  various  methods  of  advertis- 
ing and  is  given  to  the  physicians  of  the 
state  through  the  advertising  columns  of 
this  journal. 

The  competent  pharmacist  who  does  a 
good  job  for  the  physician  has  a right  to  ex- 
pect his  support  and  cooperation,  and  it  may 
truthfully  be  said  that  a majority  of  the 
pharmacists  in  Nebraska,  as  in  every  state  in 
the  Union,  are  rendering  a service  to  the 
medical  profession  that  is  helpful  and  con- 
structive and  are  enjoying  the  full  confi- 
dence of  the  physician  they  serve.  To  the 


end  that  this  spirit  of  cooperation  may  be- 
come more  beneficial  to  the  physician  and 
pharmacist  in  discharging  their  obligations 
to  humanity  in  the  promotion  of  public 
health,  the  Accredited  Pharmacy  Certificate 
plan  is  dedicated. 

EXAMINATIONS 
American  Board  of  Obstetrics  and 
Gynecology 

The  next  written  examination  and  review 
of  case  histories  (Part  I)  for  Group  B candi- 
dates will  be  held  in  various  cities  of  the 
United  States  and  Canada  on  Saturday,  Jan- 
uary 6,  1940,  at  2:00  p.  m.  The  Board  an- 
nounces that  it  will  hold  only  one  Group  B, 
Part  I,  examination  this  year  prior  to  the 
final  general  examination,  instead  of  two  as 
in  former  years.  Candidates  who  success- 
fully complete  the  Part  I examination  pro- 
ceed automatically  to  the  Part  II  examina- 
tion held  in  June,  1940. 

Applications  for  admission  to  Group  B, 
Part  I,  examinations  must  be  on  file  in  the 
Secretary’s  office  not  later  than  October  4, 

1939. 

The  general  oral  and  pathological  examin- 
ations (Part  II)  for  all  candidates  (Groups 
A and  B)  will  be  conducted  by  the  entire 
Board,  meeting  in  Atlantic  City,  N.  J.,  on 
June  8,  9,  10,  and  11,  1940,  immediately  prior 
to  the  annual  meeting  of  the  American  Medi- 
cal Association  in  New  York  City. 

Applications  for  admission  to  Group  A, 
Part  II  examinations  must  be  on  file  in  the 
Secretary’s  office  not  later  than  March  15, 

1940. 

After  January  1,  1942,  there  will  be  only 
one  classification  of  candidates,  and  all  will 
be  required  to  take  the  Part  I examinations 
(written  paper  and  case  records)  and  the 
Part  II  examinations  (pathological  and  oral). 

At  the  annual  meeting  of  the  Board,  held 
in  St.  Louis  on  May  12,  1939,  it  was  found 
necessary,  on  account  of  increased  adminis- 
trative expenses,  to  increase  the  application 
and  examination  fees.  Effective  May  12, 
1939,  these  are  as  follows:  Application  fee 
$15.00,  payable  upon  submission  of  applica- 
tion for  review  by  Board;  examination  fee 
$85.00,  payable  upon  notification  to  candi- 
date of  acceptance  of  the  application  and  as- 
signment to  examination.  Neither  fee  is  re- 
turnable. This  increase  does  not  apply  to 
candidates  whose  applications  were  filed 
prior  to  May  12,  1939. 
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For  further  information  and  application 
blanks,  address  Dr.  Paul  Titus,  Secretary, 
1015  Highland  Building,  Pittsburgh  (6), 
Pennsylvania. 


WINNER  OF  THE  1939  MISSISSIPPI  VALLEY 

MEDICAL  SOCIETY  CONTEST  ANNOUNCED 

The  second  annual  Essay  Contest  of  the  Missis- 
sippi Valley  Medical  Society  “for  the  best  unpub- 
lished essay  on  a subject  of  practical  and  applicable 
value  to  the  general  practitioner  of  medicine”  has 
been  concluded.  The  Annual  Awards  Committee  of 
the  Society  has  announced  that  Frederick  F.  Boyce, 
A.  B.,  M.  D.,  F.  A.  C.  S.,  of  New  Orleans,  Assistant 
Professor  of  Surgery,  Louisiana  State  University,  is 
the  winner  in  a closely  contested  contest  to  which 
many  excellent  essays  were  submitted.  The  winner 
receives  a $100.00  cash  prize,  a gold  medal,  a certi- 
cate  of  award  and  an  invitation  to  present  his  essay 
before  the  annual  meeting  of  the  Mississippi  Valley 
Medical  Society.  Dr.  Boyce  will  address  the  Society 
on  the  subject  of  his  winning  essay,  “Toxic  Thyroid 
Disease  as  a Surgeon  Would  Have  the  General 
Practitioner  Conceive  It,  With  a Special  Note  on  the 
Liver  Factor,”  at  Burlington,  Iowa,  on  Sept.  27,  28, 
29.  His  paper  will  be  published  in  the  January  issue 
of  the  Mississippi  Valley  Medical  Journal  (Incor- 
porating the  Radiologic  Review).  The  winner  last 
year  was  Dr.  I.  C.  Brill,  of  Portland,  Oregon,  As- 
sistant Professor  of  Medicine,  University  of  Oregon 
Medical  School,  for  his  essay  “Failure  of  the  Circu- 
lation; Types  and  Treatment,”  which  appeared  in 
last  January’s  issue  of  the  Society’s  official  publi- 
cation. Because  of  the  nation-wide  interest  in  the 
Essay  Contest  it  will  be  repeated  again  next  year, 
but  plans  for  the  1940  contest  will  not  be  available 
until  November. 


NEWS  AND  VIEWS 


Dr.  I.  N.  Pickett  of  Odell  celebrated  his 
87th  birthday  on  June  80.  The  doctor  came 
to  Nebraska  in  1883  and  located  at  Filley.  In 
1886  he  moved  to  Odell. 

Dr.  Ralph  L.  Weaver  of  Marquette  is 
found  guilty  on  two  counts,  charging  sale  of 
narcotics.  He  is  sentenced  to  three  months 
in  jail  and  fined  $300.00  by  Federal  District 
Judge  Thomas  C.  Munger,  on  June  24.  The 
case  was  appealed. 

The  FSA  plan  in  Platte  county,  we  learn, 
is  now  in  status  quo,  awaiting  the  time  when 
a sufficient  number  of  farm  families  join  the 
Association.  At  least  250  families  are  re- 
quired for  the  set-up  to  function. 

Dr.  A.  S.  Pinto  was  appointed  health  com- 
missioner of  the  City  of  Omaha,  succeeding 
Dr.  Floyd  Kinyoun,  who  has  moved  to  the 
west  coast. 


Dr.  H.  B.  Kennedy  was  recently  made  med- 
ical director  of  the  W.  O.  W.  Life  Insurance 
Association. 

Articles  of  Incorporation  for  “Michigan 
Medical  Service”  were  filed  Friday,  July  14, 
with  the  Commissioner  of  Insurance  by  offi- 
cials of  the  Michigan  State  Medical  Society. 
Michigan  Medical  Service  embodies  the  vol- 
untary group  medical  care  plan  which  is  the 
result  of  ten  years’  study  and  work  by  the 
Michigan  Medical  Society.  An  enabling  act 
in  the  1939  Legislature,  to  permit  this  type 
of  non-profit  service  to  the  people,  was  spon- 
sored by  the  medical  profession  of  this  state. 
The  incorporators  of  Michigan  Medical  Serv- 
ice are  A.  S.  Brunk,  Detroit;  Henry  R.  Car- 
stens,  Detroit;  Burton  R.  Corbus,  Grand 
Rapids;  L.  Fernald  Foster,  Bay  City;  Wilfrid 
Haughey,  Battle  Creek;  William  A.  Hyland, 
Grand  Rapids;  Henry  A.  Luce,  Detroit;  Ver- 
nor  M.  Moore,  Grand  Rapids ; Ralph  H.  Pino, 
Detroit;  Philip  A.  Riley,  Jackson;  Paul  R. 
Urmston,  Bay  City. 

By  use  of  the  group  principle,  Michigan 
Medical  Service  will  act  as  an  agent  to  en- 
able groups  of  Michigan’s  residents  to  pro- 
cure medical  service  in  the  patient’s  home, 
in  the  physician’s  office,  and  in  the  hospitals 
of  the  state.  The  patient  may  select  the 
doctor  of  medicine  of  his  own  choosing. 

The  plan  will  provide  medical  services  not 
only  to  groups  of  employed  people  but  also  to 
members  of  their  families  by  the  payment  of 
small  monthly  subscriptions.  The  State  In- 
surance Department  has  full  regulatory 
power  over  this  non-profit  medical  service 
plan. 

Details  of  Michigan  Medical  Service  — a 
state-wide  program — will  be  announced  as 
soon  as  the  complete  organizational  work  is 
finished. 


BOOK  REVIEW 

Organized  Payments  for  Medical  Services. 

By  the  Bureau  of  Medical  Economics,  Amer- 
ican Medical  Association.  Paper  Pp.  185. 
Chicago;  American  Medical  Association, 
1939. 

It  would  stretch  the  imagination  of  a so- 
cial planner  to  devise  any  scheme  for  the  or- 
ganized payment  for  medical  services  that  is 
not  described  in  this  publication  of  the  Bu- 
reau of  Medical  Economics  of  the  American 
Medical  Association  on  “Organized  Payments 
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for  Medical  Services.”  Several  hundred 
plans  for  medical  care  of  the  indigent  involv- 
ing governmental  support  and  medical  so- 
ciety management  are  explained.  Social  Se- 
curity legislation  has  brought  about  changes 
in  medical  arrangements  reaching  into  al- 
most every  locality  in  the  United  States  and 
affecting  health  departments,  medical  socie- 
ties, and  state  and  local  governments.  Types 
of  plans  proposed  by  the  Farm  Security  Ad- 
ministration to  provide  medical  services  to 
Administration  clients  in  127  counties  and 
covering  100,000  low  income  families  are  de- 
scribed. Medical  societies  have  organized 
postpayment  and  prepayment  plans  of  med- 
ical care  offering  a wide  selection  of  types. 
Some  provide  for  a cash  indemnity  to  be  paid 
to  the  insured  with  which  he  can  purchase 
his  own  medical  service  and  others  provide 
medical  service  directly. 

Industries,  unions,  fraternal  organizations, 
and  all  sorts  of  mutual  societies  provide  med- 
ical benefits  for  their  members  by  a variety 
of  prepayment  devices.  Some  3,000,000  per- 
sons are  covered  by  group  hospitalization 
plans,  which  show  a wide  variety  of  relations 
with  state  and  county  medical  societies. 
Commercial  insurance  companies,  all  of 
whom  pay  benefits  in  cash,  are  also  enter- 
ing this  field  on  a large  scale.  It  is  esti- 
mated that  approximately  $300,000,000  in 
cash  is  paid  out  annually  by  insurance  com- 
panies to  assist  in  paying  medical  bills. 

The  House  of  Delegates  of  the  American 
Medical  Association  has  endorsed  cash  in- 
demnity prepayment  plans,  but  has  not 
sought  to  prohibit  any  of  its  component  so- 
cieties from  cooperating  with  or  organizing 
other  types  of  prepayment  for  medical  serv- 
ice provided  their  character  is  not  such  as 
to  render  it  impossible  to  give  good  medical 
service. 

The  number  and  variety  of  the  plans  for 
medical  services — operating  and  proposed, 
postpayment  and  prepayment,  service  and 
cash,  medical  society  and  other  organization 
sponsored — give  proof  of  the  efforts  that  are 
being  made  to  supplement  the  private  prac- 
tice of  medicine  and  indicate  a desire  to  dis- 
cover, by  social  experimentation,  a solution 
of  local  medical  problems. 


BOOKS  RECEIVED 

Otolaryngology  in  General  Praictice,  by 
Lyman  G.  Richards,  M D.,  Fellow  in  Otol- 
ogy, Courses  for  Graduates  and  Assistant  in 


Surgery,  Harvard  Medical  School  Associate 
Professor  of  Otolaryngology,  Tufts  Medical 
School  Research  Associate  in  Otolaryngol- 
ogy, Children’s  Hospital  Otolaryngological 
Surgeon,  Peter  Bent  Brigham  Hospital,  Bos- 
ton, Massachusetts.  The  aim  of  this  book  is 
to  serve  the  general  practitioner  as  a guide 
in  distinguishing  between  those  cases  which 
he  is  qualified  to  treat  and  those  which  un- 
deniably belong  in  the  specialized  field.  Illus- 
trated, 352  pages,  22  mo.  The  MacMillan 
Publishing  Company,  60  Fifth  Avenue,  New 
York.  Price,  $6.00. 

A Textbook  of  Obstetrics,  with  special  ref- 
erence to  Nursing  Care,  by  Charles  B.  Reed, 

M.  D.,  F.  A.  C.  S.,  Associate  Professor  of  Ob- 
stetrics, Northwestern  University  Medical 
School ; Head  of  Obstetrical  Department, 
Wesley  Memorial  Hospital,  Chicago,  and  Bess 
I.  Cooley,  R.  N.,  Supervisor  and  Instructor, 
Department  of  Obstetrics,  Wesley  Memorial 
Hospital,  Chicago.  476  pages  with  209  illus- 
trations. 15  mo.  The  C.  V.  Mosby  Company, 
St.  Louis,  Missouri. 

Personal  and  Community  Health,  by  C.  E. 
Turner,  A.  M.,  Sc.  D.  Dr.  P.  H.,  Professor  of 
Biology  and  Public  Health  in  the  Massachu- 
setts Institute  of  Technology;  Formerly  As- 
sociate Professor  of  Hygiene  in  the  Tufts 
College  Medical  and  Dental  Schools;  Some- 
time Member  of  the  Administrative  Board  in 
the  School  of  Public  Health  of  Harvard  Uni- 
versity and  the  Massachusetts  Institute  of 
Technology;  Fellow  American  Public  Health 
Association ; Chairman,  Health  Section, 
World  Federation  of  Education  Associations ; 
Major,  Sanitary  Corps,  U.  S.  A.  (Reserve). 
Fifth  Edition.  652  pages,  illustrated.  The 
C.  V.  Mosby  Company,  St.  Louis,  Missouri. 

An  Introduction  to  Sociology  and  Social 
Problems,  by  Deborah  MacLurg  Jensen,  R. 

N. ,  B.  Sc.,  Social  Service  Consultant  to  the 
Visiting  Nurse  Association,  St.  Louis;  Lec- 
turer in  Nursing  Education,  Washington 
University;  Formerly  Assistant  Director, 
School  of  Nursing,  Washington  University, 
St.  Louis.  A textbook  for  nurses.  341  pages, 
11  mo.  The  C.  V.  Mosby  Co.,  St.  Louis,  Mis- 
souri. 

Varicose  Veins,  by  Alton  Ochsner,  B.  A., 
M.  D.,  S.  Sc.  (Hon.),  F.  A.  C.  S.,  William 
Henderson  Professor  of  Surgery  and  Direc- 
tor of  the  Department  of  Surgery,  School  of 
Medicine,  Tulane  University  of  Louisiana, 
New  Orleans,  La.,  and  Howard  Mahorner, 
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B.  A.,  M.  D.,  M.  S.  (Surgery),  F.  A.  C.  S., 
Assistant  Professor  of  Surgery,  School  of 
Medicine,  Tulane  University  of  Louisiana, 
New  Orleans,  La.  Illustrated,  147  pages,  8 
mo.  The  C.  V.  Mosby  Co.,  St.  Louis,  Mis- 
souri. 


MARRIAGES 

Dr.  Hull  A.  Cook,  Sidney,  to  Miss  Ruth  Muirhead, 
Hastings,  June  30,  1939,  in  Moose,  Wyo. 

Dr.  Frederick  C.  Hill,  Omaha,  to  Miss  Alice  Mil- 
dred Yocum,  Sioux  City,  June  22,  1939,  in  Sioux 
City. 

Dr.  Robert  O.  Cole,  Falls  City,  to  Miss  Dorothy 
Mae  Grouseman,  Omaha,  June  24,  1939,  in  Omaha. 


DEATHS 

Dr.  J.  Worth  Gray,  formerly  of  Hastings,  died 
June  18th  in  Rochester,  Minn.  Dr.  Gray  was  bom 
in  1872,  graduated  from  Washington  University  in 
1906.  For  a time  he  was  associated  with  Dr.  A.  J. 
Boren  of  Hastings.  He  had  moved  to  Oklahoma  City 
fifteen  years  ago. 

Dr.  Alfred  S.  Mattson,  Sacramento,  Calif.,  for- 
merly of  Omaha,  died  in  Sacramento,  California, 
June  10,  1939.  Dr.  Mattson  was  born  in  1859  and 
graduated  from  Hahnemann  Medical  College  of 
Philadelphia  in  1880.  He  was  at  one  time  president 
of  the  California  Homeopathic  Medical  Society. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  J.  C.  Hubenbecker  of  Morse  Bluff  is  spending 
a month  in  California. 

In  June,  Dr.  R.  H.  Kerr,  Alma,  took  a short  post- 
graduate course  in  Chicago. 

Dr.  G.  L.  Pinney  was  elected  president  of  the 
Hastings  Rotary  Club  in  July. 

Dr.  C.  B.  Edwards  and  family  of  Kearney  are  now 
on  a vacation  trip  to  the  West. 

Dr.  Beryl  Hirschfeld  is  now  associated  with  Dr. 
Hugh  McDonald  of  North  Platte. 

Dr.  F.  G.  Kolouch  recently  returned  to  Schuyler 
from  a short  trip  to  the  Black  Hills. 

Dr.  Torrence  C.  Moyer  and  family  recently  re- 
turned to  Lincoln  from  a month’s  trip  to  the  East. 

Dr.  V.  L.  Siman  and  son,  of  Norfolk,  recently  re- 
turned home  from  a successful  fishing  trip  at  Lake 
Erickson. 

Dr.  George  J.  Stewart,  recently  of  Staten  Island, 
N.  Y.,  has  become  associated  with  Dr.  A.  E.  Gadbois 
of  Norfolk. 

Dr.  W.  D.  Lear  of  Ainsworth  recently  completed 
two  weeks’  postgraduate  work  at  Cook  County  Hos- 
pital, Chicago. 

Dr.  Raymond  G.  Lewis  announces  the  removal  of 
his  office  from  the  Benson  Medical  Center  to  Aquila 
Court,  Omaha. 

Dr.  Louis  Ekeler,  a recent  graduate  of  Creighton 


University  Medical  School,  opened  offices  in  David 
City,  on  July  15th. 

Dr.  L.  E.  Hanisch,  Omaha,  was  elected  president 
of  the  Concord  Club. 

Dr.  L.  B.  Brown  has  returned  to  Stratton  after 
taking  a three  weeks’  surgical  course  at  Cook  Coun- 
ty Hospital,  Chicago. 

Dr.  Gordon  Whiston  sailed  June  21st  from  New 
York  City  on  the  Queen  Mary  for  Europe.  Dr. 
Whiston  is  serving  a Fellowship. 

Dr.  C.  C.  Madsen,  physician  and  surgeon,  has  tak- 
en over  the  office  of  the  late  Dr.  G.  N.  Nilsson,  in 
Omaha.  Dr.  Madsen  formerly  practiced  medicine  in 
Iowa. 

Dr.  Benjamin  F.  Bailey  of  Lincoln  talked  before 
the  Interprofessional  Institute  of  that  city  in  June. 
He  reviewed  the  progress  of  medicine  during  the 
past  100  years. 

Dr.  and  Mrs.  C.  M.  Pierce  of  Chadron  returned 
from  an  eastern  trip  the  first  part  of  July.  The 
doctor  did  postgraduate  work  in  urology  at  the  Bos- 
ton City  hospital. 

Dr.  B.  N.  Greenberg  of  York  attended  the  meet- 
ing of  International  Rotary  at  Cleveland,  Ohio,  as  a 
delegate  of  the  York  club.  He  also  saw  the  New 
York  World  Fair. 

Dr.  F.  M.  Andrus  of  Lincoln  talked  before  the  Na- 
tional Eclectic  Medical  association  convention  in  Cin- 
cinnati in  June.  His  subject  was  “Ulcer  of  the  Gas- 
trointestinal Tract.” 

Dr.  P.  L.  Barnes,  whose  home  is  in  Ainsworth, 
and  who  is  a recent  graduate  of  Creighton  Univer- 
sity School  of  Medicine,  became  a member  of  the 
staff  of  the  State  Hospital  at  Norfolk. 

Drs.  Warner  F.  Bowers  and  John  C.  Kennedy  an- 
nounce the  opening  of  offices  at  620  Omaha  Loan 
& Building  Association  Bldg.,  Omaha.  Dr.  Kennedy 
is  the  son  of  the  late  Dr.  C.  R.  Kennedy  of  Omaha. 

Dr.  and  Mrs.  Adolph  Sachs  and  daughter,  Gwen, 
recently  returned  to  Omaha  from  Claremont,  Calif., 
after  attending  the  graduation  exercises  at  Scripps 
college,  from  which  Miss  Sachs  received  her  bache- 
lor of  arts  degree. 

As  a part  of  its  series  on  “unusual  occupations,” 
Paramount  has  made  a movie  of  Dr.  F.  A.  Brew- 
ster’s flying  career  which  began  in  1919  when  the 
doctor  made  his  first  professional  call  by  plane. 
The  picture  was  shown  in  July  in  Holdrege. 

Dr.  H.  D.  Miller  and  family  of  Laurel  left  the 
first  part  of  July  for  Chicago  where  the  doctor  will 
spend  the  next  three  months  in  special  postgraduate 
work  and  study.  Dr.  V.  G.  Cedarblade  will  take 
over  Dr.  Miller’s  practice  during  his  absence. 


HEADED  FOR  WHERE? 

Medical  men  are  authority  for  the  statement  that 
half  of  the  persons  now  occupying  hospital  beds  in 
this  country  are  suffering  from  some  form  of  men- 
tal trouble.  How  many  outside  the  hospitals  should 
be  in  them  taking  treatment  is  a matter  of  conjec- 
ture. The  situation  in  any  event  is  very  alarming. 
The  doctors  have  been  warning  the  people  for  years 
that  their  habits  of  life,  their  customs  and  their 
amusements,  their  indulgences  in  various  types  of 
stimulants  are  degenerative  in  both  a mental  and 
physical  way,  and  that  in  their  attitude  toward  the 
youth  they  are  rearing  they  are  displaying  all  the 
(Continued  on  page  xii) 
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THIS  TRAVELING  MAN  EATS  © 

S.M.A.  FEEDINGS  ARE  THE  SAME  EVERYWHERE 

Whether  S.M.A.  is  prepared  in  New  York  or  California,  or  even  enroute, 
the  feedings  are  always  the  same — like  breast  milk. 

In  any  climate,  S.M.A.  remains  fresh  and  sweet,  because  it  is  nitrogen  packed 
to  prevent  oxidation  or  change  in  its  chemical  and  physical  composition. 

INFANTS  RELISH  S.M.A.  — DIGEST  IT  E A S I LY  — T H R I V E ON  IT! 


S.  M.  A.  is  a food  for  infants  — derived 
from  tuberculin  tested  cows'  milk,  the 
fat  of  which  is  replaced  by  animal  and 
ve  getable  fats  including  biologically 
tested  cod  liver  oil;  with  the  addition 
of  milk  sugar  and  potassium  chloride; 


altogether  forming  an  antirachitic  food. 
When  diluted  according  to  directions,  it 
is  essentially  similar  to  human  milk 
in  percentages  of  protein,  fat,  carbohy- 
drate and  ash,  in  chemical  constants 
of  the  fat  and  in  physical  properties. 


S.  M.  A.  CORPORATION 


8100  McCORMICK  BOULEVARD 


CHICAGO,  ILLINOIS 
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CONVENIENT  OFFICE 
TREATMENT  FOR 

TRICHOMONAS 
VAGINITIS 


This  simple  treatment  requires  but 
two  office  visits,  a week  apart,  for  insuffla- 
tions and  the  nightly  insertion  of  a Silver 
Picrate  suppository  for  twelve  nights. 


SILVER 


PICRATE 

'WJyeth 


JOHN  WYETH  & BROTHER,  INCORPORATED,  Philadelphia,  Pa. 


Complete  remission  of  symptoms  and  re- 
moval of  the  trichomonad  from  the  vaginal 
smear  usually  is  effected  following  the  Silver 
Picrate  treatment  for  trichomonas  vaginitis. 
Complete  information  on  request 


HEADED  FOR  WHERE? 

(Continued  from  page  320) 

signs  of  a civilization  rapidly  going  to  seed.  Their 
warnings  have  gone  unheeded.  The  hospitals  are 
supplying  evidence  of  one  result  and  the  increase 
in  crime  among  the  young  is  evidence  of  another  re- 
sult. 

In  a recent  address  before  the  professional  men’s 
club  Dr.  B.  F.  Bailey,  an  expert  in  mental  diseases, 
said  that  the  close  relationship  between  the  emotions 
and  the  physical  structures  of  our  bodies  explains  the 
number  of  mentally  sick.  Emotional  disturbances, 
whether  caused  by  indulgence  in  anger  or  other 
stimuli,  cause  physiological  changes  in  the  body, 
increasing  blood  pressure,  affecting  blood  sugar  and 
otherwise  interfering  with  the  normal  functioning  of 
bodily  structures.  Because  of  their  more  sensitive 
organization  women  who  thus  indulge  suffer  more 
severely  when  they  adopt  the  bad  habits  of  the  men 
and  the  race. 

These  indulgences  and  the  relaxing  of  the  influ- 
ence of  the  home,  the  church  and  the  schools,  speak- 
ers innumerable  have  been  telling  us,  are  responsible 
for  the  crimes  of  youth  about  which  we  read  every 
day,  some  of  them  right  here  at  home.  Whither  are 
we  drifting  is  an  old  question  that  is  strikingly  im- 
portant just  now.  What  the  race  needs,  as  Dorothy 
Canfield  Fisher  recently  wrote,  is  the  capacity  to  en- 
dure the  hardships  of  a life  luxurious  in  comparison 
with  that  of  a century  ago. — From  The  Lincoln 
Journal. 


Try  Pablum  on  Your  Vacation 

Vacations  are  too  often  a vacation  from 
protective  foods.  For  optimum  benefits  a 
vacation  should  furnish  optimum  nutrition 
as  well  as  relaxation,  yet  actually  this  is  the 
time  when  many  persons  go  on  a spree  of  re- 
fined carbohydrates.  Pablum  is  a food  that 
“goes  good”  on  camping  trips  and  at  the 
same  time  supplies  an  abundance  of  calcium, 
phosphorus,  iron,  and  vitamins  B and  G.  It 
can  be  prepared  in  a minute,  without  cook- 
ing, as  a breakfast  dish  or  used  as  a flour 
to  increase  the  mineral  and  vitamin  values  of 
staple  recipes.  Packed  dry,  Pablum  is  light 
to  carry,  requires  no  refrigeration.  Easy-to- 
fix  Pablum  recipes  and  samples  are  available 
to  physicians  who  request  them  from  Mead 
Johnson  & Company,  Evansville,  Ind. 


“Art  Collins  has  been  on  the  sick  list  this 
week.  We  are  glad  to  report  that  he  is  re- 
covering nicely,  although  Dr.  Overton  is  still 
attending  him.” 


Lady  Patient — “Is  my  mouth  open  wide 
enough,  doctor?” 

Dentist — “Oh,  yes,  madam.  I shall  stand 
outside  while  extracting  the  tooth.” 
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CLASSIFIED  ADS 
FOR  SALE — Instruments  and  office  furni- 
ture of  the  late  Dr.  A.  B.  Lindquest.  Equip- 
ment for  eye,  ear,  nose  and  throat  specialist; 
treatment  case  and  frame,  Hamilton  cabinet, 
optical  chair  and  stool,  ophthalmoscope,  etc. 
Inquire  1036  Medical  Arts  Bldg.,  Omaha,  Ne- 
braska. 


FOR  SALE — $6,000  general  practice  in 
county  seat.  Low  overhead.  Living  quarters 
and  facilities  for  small  hospital.  Surgery  op- 
tional. Might  consider  leasing.  Inquire  Ne- 
braska State  Medical  Association,  416  Federal 
Securities  Bldg.,  Lincoln,  Nebraska. 


How  Medical  Science  Has  Brought 
Pellagra  Under  Its  Control 

How  pellagra,  once  a mysterious  and  hope- 
less disease,  has  been  brought  under  the  con- 
trol of  science  is  told  by  Gunvor  Johannesen, 
Madison,  Wis.,  in  Hygeia,  The  Health  Maga- 
zine for  July. 

Pellagra  is  due  to  nutritional  deficiency 
and  is  characterized  by  scaling  and  peeling 
of  the  skin,  general  weakness  and  at  times 
convulsions.  Nervous  symptoms,  digestive 
disturbances  and  spinal  pain  are  suffered  by 
some  patients. 

Not  until  1914  did  scientists  determine 
that  pellagra  is  a dietary  rather  than  a com- 
municable disease.  Its  tendency  to  recur 
year  after  year  about  the  same  season  had 
been  attributed  to  definite  alternating  peri- 
ods of  latency  and  activity  of  an  unknown 
parasite  supposedly  responsible  for  the  dis- 
ease. In  1914,  however,  Dr.  J.  Goldberger, 
from  dietary  studies  made  at  two  orphanages 
at  Jackson,  Miss.,  concluded  that  the  recur- 
rences were  caused  by  a change  in  diet  due 
to  the  changing  seasons. 

In  an  experiment  the  following  year,  elev- 
( Continued  on  page  xiv) 
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complete  printing 
service  is  at  your 
disposakonsult  the 
Planners  and  Producers 
of  Productive  Printing 
in  Lincoln. 


Lincoln  Printing  Co. 

Maul  Brothers 

213  So.  10th  St.,  Lincoln,  Nebr. 


Closely  approximates 
Human  Milk  in  Proportions 
of  Food  Substances 


rTTHE  cow’s  milk  used  for  Lactogen 
-L  is  scientifically  modified  for  in- 
fant feeding.  This  modification  is 
carried  out  by  the  addition  of  milk 
fat  and  milk  sugar.  These  addi- 
tions are  made  in  predetermined 
and  definite  proportions  so  that 
when  Lactogen  is  properly  diluted 
with  water  it  results  in  a formula 
containing  the  nutritive  substances 
— fat,  protein  and  carbohydrates — 
in  approximately  the  same  pro- 
portions as  in  woman’s  milk.  The 
wide  differences  between  woman’s 
milk  and  cow’s  milk  insofar  as  the 
proportions  of  food  constituents 
are  concerned  are  thus  adjusted. 


No  laity  advertising.  No  feeding  directions 
given  except  to  physicians. 


TkTPnfnTA 

^7 


For  free  samples  of  Lactogen  and 
literature,  mail  your 
professional  blank  to  Lactogen  Dept. 


NESTLE’S  MILK  PRODUCTS,  Inc. 


155  East  44th  Street ...  New  York,  N.  Y. 
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^Manufacturers  and  dispens- 
ers of  glasses  to  meet  the 
exacting  requirements  of 
the  Medically  Trained  Eye 
Physician. 


PHYSICIANS 

OPTICAL  SERVICE 

W.  E.  CARLSON 

216-218  South  17th  St.,  OMAHA 


How  Medical  Science  Has  Brought 

Pellagra  Under  Its  Control 

(Continued  from  page  xiii) 
en  volunteers  were  fed  meals  deficient  in 
milk,  animal  proteins  and  dried  peas  and 
beans  but  high  in  fat  pork,  molasses,  corn 
meal,  starch  and  green  vegetables.  At  the 
end  of  five  and  one-half  months,  six  of  the 
eleven  volunteers  developed  definite  pella- 
grous skin  symptoms.  Other  manifestations 
included  nervousness,  gastric  discomfort, 
weakness,  headaches  and  exaggerated  knee 
jerks.  The  difference  in  symptoms  led  the 
experimenters  to  believe  that  pellagra  is 
probably  not  a single  entity  but  includes  at 
least  two  different  sets  of  symptoms  which 
are  commonly  associated  but  the  causes  of 
which  are  essentially  distinct. 

The  inclusion  of  a liberal  amount  of  milk, 
meat,  eggs  and  leafy  vegetables  in  the  diet 
was  established  as  an  adequate  prevention 
of  the  disease.  However,  since  certain  por- 
tions of  the  population  found  it  impossible  to 
afford  these  foods  in  sufficient  quantities, 
the  discovery  of  the  curative  powers  of  nico- 
tinic acid  was  of  the  greatest  importance. 
Symptoms  do  not  reappear  while  patients  re- 
ceive nicotinic  acid  despite  the  fact  that  they 
eat  a pellagra-producing  diet.  Though  the 
remedy  was  announced  only  in  1937,  its  value 
in  cases  of  acute  pellagra  is  already  firmly 
established ; it  rapidly  clears  up  the  raw  mu- 
cous membrane,  and  the  redness  and  swell- 
ing disappear  almost  immediately. 

However,  severe  cases  do  not  appear  to  be 
specifically  benefited  by  the  new  remedy. 
“Here  again  is  evidence  that  pellagra  is  a 
multiple  disease,”  Miss  Johannesen  points 
out.  “Nicotinic  acid  will  not  cure  the  neuri- 
tic  symptoms.  Neither  will  it  eradicate  the 
patches  of  scaly  skin.  Good  diet  or  some  un- 
discovered factor  in  good  diet  does  this. 

“Therefore,  the  problem  of  supplying  the 
poor  families  with  a health-giving  diet  re- 
mains unsolved.  When  wage  levels  were 
lowered,  hundreds  of  families  were  forced  to 
give  up  the  foods  which  they  imported  from 
other  sections  of  the  country.  When  reforms 
in  the  diet  can  be  brought  about  that  will 
provide  the  necessary  elements  over  a pro- 
longed period,  pellagra  may  confidently  be 
expected  to  disappear.” 


Doctor:  “Shall  I make  a statement  now  to 
the  effect  that  he  is  dead  ?” 

Coroner:  “No,  just  state  that  you  treated 
him.” 
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Electrical  Shock 

Dr.  Kormaczi,  senior  physician  to  and  for 
thirty  years  in  the  service  of  the  Budapest 
Ambulance  Society,  says  that  to  resuscitate 
a patient  following  an  electrical  accident  first 
aid  should  be  given  on  the  spot  by  the  imme- 
diate application  of  artificial  respiration,  The 
Journal  of  the  American  Medical  Association 
for  Dec.  3 reports  from  its  regular  Budapest 
correspondent.  Professor  Jellinek,  lecturer 
on  electrical  accidents,  protested  against  the 
belief  of  some  physicians  that  a period  of 


from  five  to  eight  minutes  between  the  cessa- 
tion of  respiration  and  the  commencement  of 
artificial  respiration  is  of  no  special  import- 
ance. In  Kormoczi’s  experience  the  very  first 
minutes  are  most  important  and  decisive. 
Artificial  respiration  should  be  applied  in 
every  instance. 


“Now  my  little  man,”  said  the  barber  to 
Gearhart,  “how  do  you  want  your  hair  cut?” 
“With  a hole  in  the  top,  like  dad’s,”  was 
the  reply. 
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The  Organic  Background  of  Mind* 

FOSTER  KENNEDY,  M.  D. 

New  York  City 


Did  it  ever  occur  to  any  of  you  why  we 
dance,  why  we  like  to  dance  ? Dancing  sure- 
ly seems  a curious  occupation  for  a rational 
animal.  If  you  ask  various  sorts  of  men  why 
the  human  being  dances,  moves  his  body 
rhythmically  to  music,  you  will  get  a great 
variety  of  replies.  The  anthropologist  will 
probably  tell  you  that  we  dance  in  order  to 
express  worship,  adoration.  The  psychologist 
trained  in  the  suburbs  of  Vienna  will  proba- 
bly tell  you  that  we  dance  in  order  to  be  sex- 
ually symbolistic  or,  as  a friend  of  mine  put 
it  pertly,  to  have  sex  on  the  half-shell ! But 
such  people  are  confusing  the  fact  that  we 
like  to  dance  with  their  own  intellectual  pre- 
conceptions of  the  aim  of  dancing.  They  are 
interpreting  the  purposes  of  the  dance  with- 
out explaining  why  such  a quaint  occupation 
should  exist  at  all.  Such  explanations  are 
explanations  of  how  the  human  animal  uses 
his  faculty  of  dancing,  and  his  desire  to 
dance,  for  certain  purposes — adoration  or 
sex.  But  they  do  not  explain  the  fact  that 
he  dances. 

I believe  that  the  reason  why  the  human 
animal  dances  lies  in  an  odd  anatomical  and 
physiological  circumstance.  The  eighth  cran- 
ial nerve  is  called  the  auditory  nerve,  the 
nerve  of  hearing.  It  is,  curiously  enough, 
divided  into  two  parts,  the  two  parts  being 
entirely  separate  in  function  and  usually 
quite  separate  anatomically,  though  bound 
up  in  close  contiguity.  One  part  carries  im- 
pulses from  the  ear  up  to  the  brain:  to  the 
auditory  center.  The  other  part  has  nothing 
whatever  to  do  with  hearing;  instead  it  car- 


♦Read  before  the  Omaha  Mid-West  Clinical  Society  on  Octo- 
ber 24,  1938,  by  permission  of  D.  Appleton-Century  Company. 
This  paper  is  part  of  a chapter  from  Dr.  Kennedy’s  book,  “Medi- 
cine and  Mankind,”  now  in  press. 


ries  impulses  from  our  semicircular  canals, 
which  tell  us  by  movement  of  fluid  within 
them  where  the  head  is  in  space.  And  by 
this  information  provided  by  the  movement 
of  the  fluid  in  these  tiny  canals,  though  it 
never  reaches  consciousness,  we  are  “placed” 
in  the  universe.  If  we  have  trouble  with 
these  canals  we  are  exceedingly  dizzy,  we 
cannot  walk,  furniture  spins  around  like  tee- 
totums, and  we  are  very  seasick.  (Nothing, 
you  see,  whatever  to  do  with  hearing) . But 
there  is  on  old  relationship  here,  between  the 
two  parts  of  the  hearing  and  balancing 
nerves.  One  is  not  necessary  for  the  fulfill- 
ment of  function  of  the  other,  yet  they  are 
together.  Like  husband  and  wife,  they  are 
bound  together  for  better  or  worse.  They 
have  to  make  the  best  of  it.  The  simultane- 
ous stimulation  of  these  allied  but  different 
functions  results  in  our  having  a pleasurable 
emotion  in  rhythmically  moving  our  bodies 
in  accordance  as  we  hear.  The  result  is 
dancing. 

This  physical  expression  of  rhythm  is 
manifest  also  in  our  beating  time  to  music, 
and  among  Eastern  peoples  this  innate  trend 
is  used  in  schools  as  an  aid  to  learning.  In- 
deed, the  more  primitive  a people,  the  more 
is  the  beat  stressed  in  their  music;  our  own 
“syncopated  blues”  are  surely  the  rhythmic 
pulings  of  a negroid  nostalgic  child ! 

Dancing  then  is  a body  satisfaction,  impli- 
cit in  structure;  not  a matter  of  the  mind, 
disembodied.  It  is  written  into  the  body.  It 
comes,  if  you  like  to  be  sufficiently  anti- 
quated in  your  thought,  from  the  time  when 
we  were  fish  and  had  for  the  first  time  a 
sense  organ.  Yes,  you  were  a fish.  And  if 
you  don’t  believe  it,  when  you  go  home  open 
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your  mouths  wide  and  you  will  see  your  gills. 
They  are  still  there.  When  we  were  fish, 
there  grew  out  on  our  stomach  a double  line 
of  differentiated  epithelium  cells  which  told 
us  whether  we  were  swimming  upside  down 
or  not.  These  received  impulses  from  the 
medium  in  which  we  swam  and  were  our 
primitive  organ  of  spatial  orientation.  By 
them  we  guided  ourselves.  By  their  ascend- 
ing descendants  we  now  guide  ourselves.  And 
we  have  combined  this  spatial  balancing  with 
hearing  which  also  helped  to  guide  us  and 
give  warning  in  days  when  the  world  was  full 
of  physical  danger.  The  combination  of  the 
two  have  given  us  an  ability  for  amusement, 
an  aptitude  which  we  can  bend  to  adoration, 
to  sex,  to  any  kind  of  purpose.  We  can  bend, 
you  see,  our  faculties  in  directions  to  which 
they  were  probably  not  intended  to  be  bent. 
High  faculties  are  laid  down  in  us  by  heredi- 
ty, they  develop  by  the  friction  of  experience, 
and  we  use  them  in  a manner  often  im- 
proper! We  think,  for  instance,  that  we  are 
exceedingly  rational  beings.  Rather,  our 
higher  intelligence  is  often  prostituted  in 
service  in  that,  when  possible,  we  use  our 
higher  intelligence  to  explain  away  our  lower 
happenings.  However,  it  was  only  the  other 
day  that  we  began  to  give  a clear  motive 
force  to  our  emotional  trends  and  antique  de- 
sires, in  the  determination  of  conscious 
thought  and  action.  But  in  the  first  fine 
careless  rapture  of  that  discovery,  our  mod- 
ern novelists,  psychologists  and  painters 
have  urged  on  us  the  premature  destruction 
of  the  values  of  Truth  and  Beauty  and  have 
tried  “to  project  their  tastes  upon  the  empty 
canvas  of  a valueless  Universe.”  They  still 
try  to  dethrone  the  majesty  of  man’s  reason, 
to  replace  it,  not  augment  it,  by  a catch-as- 
catch-can  Subconscious.  This  is  a revolt  of 
the  helots  indeed — a mere  kitchen  rebellion 
— the  puny  gesturing  of  a generation  that 
got  tired  out,  and  of  its  successor  that  was 
born  fatigued. 

The  world  has  not  yet  made  up  its  mind 
whether  Plato  or  Aristotle  was  right — 
whether  man  is  really  Spirit  or  Machine.  We 
may  call  him  a transformer  of  power  and 
straddle  the  question.  It  is  quite  certain, 
however,  that  without  a good  brain  you  can- 
not have  a good  mind  and  good  breeding  be- 
gets good  brain.  And  in  fact,  to  appraise  our 
projecting  power,  you  ought  to  know  that  in 
a sense  we  are  three  dimensional,  and  you 
should  have  a lively  suspicion  that  we  can  be, 
four. 


It  may  well  be  that  the  scientists’  view  of 
the  Universe  as  being,  as  it  were,  mindless, 
non-creative,  traditional,  and  lacking  aim  or 
object  comes  from  the  scientist’s  mistaking 
tne  discovery  of  a regulating  Natural  Law 
for  a revelation  of  the  Universe  itself.  To 
attempt  to  apprehend  the  stars  in  terms  of  a 
mathematical  formula  or  a Law  of  Gravita- 
tion is  probably  like  mistaking  his  electro- 
cardiogram or  his  blood  count  for  the  per- 
sonality of  a poet. 

The  notion  of  either  “space-empty”  or 
“space-etheral”  has  today  been  abandoned 
and  Nature  is  now  viewed  as  Energy  pat- 
terned into  worlds,  patterned  variously  also 
for  every  stick,  stone  or  bit  of  life  upon 
them.  Man  thus  becomes  one  with  his  en- 
vironment, which  pervades  him  wholly,  and 
into  which  he  extends  himself  hugely;  born 
according  to  his  manner,  he  holds  his  unique 
pattern  as  a momentary  opportunity  for  ex- 
perience, a stream  of  creative  continuity, 
with  aim.  It  is  of  this  unique  dynamic  pat- 
tern of  force — so  temporarily  imprisoned — 
that  we  would  speak  tonight.  Plotinus  says 
that  sensations  are  obscure  thoughts,  and  in- 
telligible or  spiritual  thoughts  are  clear  sen- 
sations. Man  has  the  power  out  of  the  perci- 
pience  of  his  senses  to  fabricate  mental 
images.  These  images  he  can  then  project 
into  circumambient  Nature,  and  so  by  them 
interfere  with  routine  happenings  both  there 
and  within  himself.  He  can  modify  natural 
tradition,  and  by  creating  new  self-enjoying 
principles  out  of  his  past  experience,  he  can 
re-create  novelties  for  the  future.  There 
seems  to  be  no  end  in  him  to  the  piling  of 
power  upon  power,  of  faculty  upon  faculty, 
through  the  ages.  Great  need  in  the  organ- 
ism grows  organic  function;  repeated  “striv- 
ing-use” of  function,  centuries  long — grows 
power,  and  power,  long  used,  is  an  unconsci- 
ous emanation. 

We  differ  in  degree,  we  do  not  differ  in 
kind,  from  amphioxus — amphioxus  being  the 
lowest  creature  with  a primitive  vertebral 
column — and  translucent.  We,  too,  have  a 
backbone  and  are  also  often  sufficiently 
transparent!  So  we  are  not  so  far  removed 
from  amphioxus.  Age  after  age  our  nerve 
systems  grew,  layer  by  layer,  developing 
chieftains  in  the  layer  last  grown.  And  the 
last  chieftain  always  controls  those  that  have 
ruled  before.  We  seem  now  to  be  governed 
by  a chieftain  in  the  supragranular  layer  of 
the  brain  cortex,  that  has  controlled  and  sub- 
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dued,  but  not  killed,  other  earlier  faculties. 
When  that  chieftain  dies  by  disease,  the  anti- 
quated function  which  has  not  been  given  its 
day  by  reason  of  the  life  of  the  lately  ac- 
quired head,  is  revived,  so  that  at  this  mo- 
ment, for  example,  a man  with  a paralysis 
of  the  right  arm  and  the  right  leg,  utterly 
incapable  of  voluntarily  moving  his  right 
arm,  if  he  yawns,  will  lift  his  right  arm.  This 
is  an  automatic  fin  movement  associated 
with  the  movement  of  reflex  opening  the 
mouth.  You  and  I when  we  yawn  are  apt  to 
lift  our  arms.  We  stretch.  We  are  not  par- 
ticularly aware  of  why  we  stretch,  except 
that  we  like  to  stretch.  This  is  an  automatic 
movement  fulfilling  ages  ago,  a vital  function 
no  longer  necessary  for  the  kind  of  life  we 
lead  now.  The  nerve  pattern  still  exists. 
And  in  disease  that  pattern  may  become 
dominant,  the  old  pattern;  the  pattern  rele- 
gated into  limbo  but  not  dead,  may  become 
the  dominant  of  our  lives. 

Such,  in  a sense,  is  the  long  distance  de- 
velopment of  our  nervous  system.  But  there 
is  also  a similar  phylogenetic  development  of 
behavior  and  personality.  Each  individual, 
as  he  grows  from  the  embryo  to  the  adult,  is 
a little  cycle  of  the  race.  We  have  long 
known  that  from  the  egg  to  death  we  pass 
through  stages  in  our  body  at  least  similar 
to  those  through  which  humanity  has  passed 
before.  Freud  has  now  made  it  clear  that  in 
our  emotions,  in  our  urgings,  in  the  pre- 
ponderance of  this  instinct  over  that  at  dif- 
ferent periods  of  our  lives,  we  have  a like 
evolution  and, — if  we  live  long  enough — de- 
volution— of  personality;  that  the  child  is  a 
polytheistic  savage  and  that  its  sexual  in- 
stincts emerge  by  gradual  progression  from 
a preoccupation  with  one  orifice  to  a preoc- 
cupation with  another.  Freud  himself  doubts 
the  therapeutic  value  of  this  contribution  to 
our  knowledge  of  ourselves,  but  at  least  it 
does  make  clear  how  our  instincts  have  de- 
veloped within  the  microcosm  of  each  man’s 
bodv.  However,  while  bodily  we  have  still 
vestigial  remnants  of  our  past-like  gill-slits 
and,  emotionally,  others  like  sexual  rever- 
sions, we  certainly  cannot  describe  the  total 
bodv  in  terms  of  the  one  nor  the  total  per- 
sonality in  terms  of  the  other. 

However,  when  we  lose  what  we  have  last 
acquired,  we  uncover  what  we  had  acquired 
before.  The  proverb  says  of  the  Russian,  if 
you  scratch  him,  you  will  find  a Tartar.  It 
is  no  more  true  of  the  Russian  than  it  is  of 


the  rest  of  us.  If  you  scratch  the  surface 
you  will  find  below,  the  more  ancient,  the 
more  primitive  man. 

Where  do  these  patterns  of  which  I have 
spoken  come  from?  They  come  from  the 
reception  of  outside  and  inside  impressions 
into  the  brain  where  they  are  worked  up  by 
the  exquisite  integration  of  cells  and  fibres 
into  ideas  and  recreating  notions.  We  can, 
of  course,  only  acquire  knowledge  of  our  en- 
vironment by  our  senses.  And,  remember, 
had  we  a different  set  of  senses,  the  world, 
as  we  know  it,  would  be  changed  utterly  to 
some  other  baseless  fabric  of  some  other 
dream.  There  is  a vast  universe  we  cannot 
touch,  that  we  can  only  imagine,  and  indeed 
we  cannot  even  imagine  it.  We  can  only  sur- 
mise that  it  exists.  It  is  impossible  for  us 
really  to  envisage  the  universe  from  even  a 
dog’s-eye  point  of  view. 

Religion  has  always  served  us  in  this  pur- 
pose— the  earliest  Art-Form,  giving  a frame 
to  the  unknowable,  so  that  we  may  know  it  a 
little.  At  first,  man  made  Religion  as  a 
shield  against  his  ignorance  of  the  appalling 
happenings  by  which  he  found  himself  sur- 
rounded. And  now,  when  the  notion  of  geo- 
logical Time  and  light-years  of  Space  give 
way  to  one  of  a Cosmos  knowing  neither, 
constantly  turning  itself  inside  out  and  ex- 
panding also  to  infinity,  (and  it’s  not  for 
nothing  the  ancient  symbol  of  eternal-infin- 
ity was  a serpent  swallowing  its  own  tail) 
we  find  our  emotional  natures  such  little 
things  that  we  need  as  much  as  ever  the 
Arch-Diagram  of  Religion  as  a shield  against 
our  Knowledge. 

The  human  brain  is  a paltry  object  to  look 
at  but  it  is  the  master  organ  of  life.  On  it. 
are  probably  a thousand  million  individual 
entities,  the  brain  cells.  Each  one  perhaps 
as  individual  as  any  one  of  us,  doing  its  work 
as  efficiently  as  any  one  of  us,  gathering  its 
energies  and  sending  them  out  in  orderly 
fashion,  reproducing  itself  in  its  own  image, 
as  capable  of  explosion  as  any  of  us,  capable 
of  disorderly  conduct  as  you  or  me!  A thou- 
sand million  at  least,  and  only  those  I count 
on  the  surface.  The  Brain  is  so  enormously 
complicated  that  it  would  take  many  life- 
times to  begin  to  understand  it, — and  nobody 
does.  The  most  intricate  concatenation  of 
wiring  ever  dreamed  of.  And  disease  of  these 
cells  and  fibres  makes  for  disease  of  mind. 

It  has  been  the  fashion  for  the  last  twen- 
ty-five years  to  discuss  mental  illness  as 
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though  the  mind  were  like  Mahomet’s  cof- 
fin, swung,  unsupported,  in  the  empyrean  be- 
tween heaven  and  earth,  without  pathology 
of  structure.  I am  convinced  this  is  an  error. 
The  psychology  that  we  have  been  familiar 
with  in  the  last  twenty-five  years,  and  in- 
deed the  psychology  of  the  twenty-five 
years,  or  five  thousand  years  before  that  (of 
which  William  James  said  it  was  not  a science, 
it  was  not  even  a hope  of  a science) — all  that 
psychology  is  in  the  nature  of  a description. 
We  talk  of  the  modern  brand  as  an  analysis. 
It  is  so  far  from  really  plumbing  the  depths 
of  mental  origins  that  it  is  but  figure-skat- 
ing on  the  surface  of  the  problem.  The  real 
problem  is  why  does  a certain  person  have  to 
substitute  something  else  for  his  difficulty 
in  order  to  relieve  his  difficulty.  And  why 
does  another  person  not  have  to  go  through 
that  complicated  procedure  in  order  to  be 
happy?  The  true  problem  is  the  nature  of 
the  play  of  organic  forces  in  the  individual 
causing  the  stable  or  unstable  equilibrium  of 
his  feelings  and  his  intellect.  The  difference 
between  one  individual  and  another  is  here  in 
modern  psychology  only  described  and  not 
explained.  It’s  not  enough  to  go  into  a pic- 
ture gallery  and  say  “I  understand  this  pic- 
ture, it  is  by  Rubens,”  and  “that  there  is  by 
Velasquez.”  Mere  recognition.  The  person 
who  recognizes  those  pictures  enough  to 
christen  them  does  not  necessarily  under- 
stand Velasquez,  nor  need  he  have  an  iota  of 
knowledge  as  to  how  Velasquez  mixed  either 
his  paints  or  his  ideas.  We  must  not  mistake 
the  projections  and  the  productions  of  the 
mind  for  the  deeper  causes  of  those  projec- 
tions and  productions.  And  the  cause  of  the 
projections  in  the  last  analysis  lies  there  in 
the  type  and  quality  of  both  brain  and  body. 
That  is  the  center  of  our  impulses  and  the 
controller  of  the  weather  in  our  souls, 
worked  upon  by  the  rest  of  our  body.  Our 
internal  glands — our  sympathetic  nervous 
system,  the  link  between  the  outlying  body 
itself  and  the  central  brain — play  their  com- 
plex parts,  and  the  result  is  function  of  mind. 
Mind  is  to  the  brain  as  the  function  of  Sight 
is  to  the  eye.  If  we  should  think  of  Sight 
with  no  regard  to  the  eye,  to  the  workings 
of  the  retina,  to  the  optic  nerves,  no  regard 
for  the  brain  tracts  leading  impulses  back  to 
the  cortex,  there  to  be  gathered,  sorted,  ac- 
cepted, rejected,  we  should  know  nothing  of 
sight.  Lacking  such  consideration  we  would 
be  regarding  not  Sight  but  aesthetics,  visual 
aesthetics,  and  we  should  be  dwelling  in  this, 
too,  as  among  the  Mysteries. 


From  this  it  follows  that  the  function  of 
mind  can  only  work  inside  the  frame  of  our 
inheritance.  We  forget  to  apply  to  the  hu- 
man being,  truths  which  are  perfect  plati- 
tudes applied  to  polo  ponies.  Christ  did  not. 
Christ  knew  better  and  said,  “Do  men  gather 
grapes  from  throns,  or  figs  from  thistles?” 
He  loved  the  weak  and  the  forgotten  man 
but,  in  this  scornful  question,  He  is  an  Aris- 
tocrat of  the  intellect  speaking  the  known 
facts  of  biological  knowledge. 

People  differ  in  their  inherited  endow- 
ments, Thomas  Jefferson  and  Dr.  Watson 
notwithstanding!  Nor  am  I at  all  sure 
whether  “inherited  endowment”  should  be  an 
absolute  fixed  concept.  I am  much  inclined 
to  question  the  dogma  that  there  is  no  such 
thing  as  the  inheritance  of  acquired  charac- 
teristics. Indeed,  part  of  our  trouble  in  this 
whole  discussion  is  that  we  see  the  problem 
narrow  and  we  see  it  short.  We  think  in  far 
too  small  units  of  time.  We  cannot  see  the 
results  of  inheritance  of  acquired  character- 
istics because  of  the  paltry  shortness  of  our 
own  lives  and,  because  our  eyes  are  holden, 
our  minds  are  holden  also. 

There  is  a good  deal  of  evidence  in  the  ani- 
mal world  that  such  transmission  of  acquired 
characteristics  exists,  that  a defective  germi- 
nal cell  will  produce  a defective  descendant 
and  that  the  defective  descendant  will  pro- 
create a defect  in  his  descendant.  If  that  can 
happen  in  the  lower  animals  it  may  happen 
to  us;  only  our  nervous  systems  are  so  com- 
plex, they  are  so  much  more  evolved,  that  we 
cannot  see  changes  in  them  in  the  span  of 
our  little  lifetimes.  And  ages  of  effort  may 
produce  an  improvement  in  the  general  pat- 
tern of  the  brain.  It  is  certain  that  if  we  do 
not  stimulate  the  central  nervous  system  it 
does  not  properly  develop.  The  idiot  rendered 
so  by  deprivation  of  special  senses  has  spe- 
cial corresponding  sense  areas  in  the  brain 
undeveloped,  not  because  these  special  cen- 
ters in  the  brain  were  not  born  properly  but 
because  they  were  never  properly  impinged 
upon  from  the  outside  world.  For  instance 
in  Laurel  Bridges,  born  deaf  and  blind,  it  was 
found  after  death  that  the  centers  of  vision 
and  the  centers  of  hearing  in  the  brain  had 
not  developed.  But  in  the  initial  error  lay 
not  there;  it  lay  in  the  ears  and  eyes,  in  the 
outlying,  supplying  apparatus.  A lack  here 
of  Nurture  rather  than  of  Nature. 

The  result  of  brain  injuries  on  mental 
function  may  be  guessed  a little  if  we  ex- 
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amine  them  in  regard  to  the  function  of 
speech — which  we  think  a peculiarly  human 
attribute.  Our  senses  are  represented  in  the 
enormously  complex  cortex  of  the  brain  by 
specialized  kinds  of  cells.  Here  in  the  angu- 
lar area,  the  size  of  a postage  stamp,  lies  the 
visual  area.  On  each  side  lies  the  centre  for 
the  opposite  half  visual  field;  the  two  to- 
gether make  a whole.  Out  of  those  special- 
ized inherited  visual  cells  may  be  developed 
by  experience,  special  visual  functions.  You 
can  teach  a man  to  read  English  and  you 
can  further  teach  him  to  read  Russian  and 
you  can  go  still  further  and  teach  him  to 
read  Arabic.  Something  each  time  will  have 
happened  to  the  cells  in  his  visual  cortex.  If 
these  cells  become  slightly  diseased,  I say 
very  slightly,  he  will  tend  to  lose  the  last  ac- 
quired faculty — he  will  lose  Arabic.  He  will 
next  lose  Russian.  He  will  next  lose  the 
power  of  reading  his  original  language.  If 
disease  goes  further,  he  will  lose  the  sense 
of  color  vision  in  the  part  of  the  field  of  vi- 
sion subserved  by  that  area.  He  will  next 
lose  a sense  of  form  in  that  same  field,  and 
he  will  next  be  blind  in  that  field.  Here  is  a 
superlative,  a master  function,  graded  in 
mechanism  and  ability — exquisitely  graded. 
It  would  seem  as  though  fields  of  special 
faculty  were  hereditarily  represented  in  the 
cerebrum,  faculties  such  as  seeing,  moving 
or  speaking,  and  that  on  these  fields  of  facul- 
ty there  can  be  grown  by  education,  special 
gardens  of  specialized  function  such  as  the 
reading  of  letters,  and  letters,  too,  of  many 
languages,  and  the  speaking  of  many  tongues 
in  many  manners,  and  the  seeing  of  colors, 
and  of  beauties  of  form  and  line — and  the 
making  of  form  and  line  to  communicate  a 
sense  of  beauty  to  others. 

Judge  N , in  active  practice  at  the  bar 

and  in  apparently  good  general  health,  com- 
plained for  some  weeks  of  “difficulty  in  see- 
ing.” He  was  seen  by  two  oculists  who  found 
his  vision  deplorable  for  the  test-type  letters, 
which  were  the  sole  symbols  used  in  examin- 
ing his  acuity  of  sight;  he  lacked  all  objec- 
tive ocular  ailment.  He  was  therefore 
thought  to  have  an  hysterical  blindness.  A 
neurological  examination  revealed  no  speech 
defect  and  no  limb  weakness.  Asked  to  write 
a letter,  he  wrote  three  pages  describing  a 
suit  for  the  Union  Pacific  Railroad,  which  he 
had  pled  all  that  day  in  court,  and  wrote 
them  accurately.  He  was  then  told  to  read 
it.  He  began  to  do  so  correctly,  but  soon  his 
eyes  were  seen  to  be  no  longer  on  the  page, 


and  it  was  obvious  he  was  trying  “to  read” 
from  memory!  He  could  talk,  move,  and  see 
perfectly  not  only  all  objects  around  him  but 
the  written  symbols  of  speech  also.  These, 
however,  had  been  taught  him,  and  while 
seeing  them  clearly,  after  a clot  had  formed 
in  a certain  brain  blood  vessel,  he  found  no 
sense  in  them  and  viewed  them  as  one  might 
ancient  Erse. 

We  had  in  Bellevue  Hospital,  a while  ago, 
a young  woman  who  by  taxicab  accident  had 
sustained  an  injury  to  the  left  side  of  her 
head.  From  this  there  came  a slight  weak- 
ness of  the  right  arm  which  entirely  passed 
off  in  a week  or  two.  Six  or  seven  weeks 
after  the  injury  when  she  was  in  good  health 
I saw  her,  and  learned  from  her  that  she  had 
been  an  honor  student  at  the  National  School 
of  Design.  I asked  her  therefore  to  draw  a 
face  for  me.  She  said,  “Of  course,  yes.”  She 
took  pencil  and  drew  a face  consisting  of  a 
circle,  two  dots  a vertical  dash  and  a hori- 
zontal. And  I said,  “Is  that  the  best  kind  of 
face  you  can  draw  ?”  She  was  much  troubled 
by  her  ineptitude,  which  she  had  not  antici- 
pated; for  she  could  not  put  her  pencil  to 
drawing  any  better  kind  of  face  than  would 
have  been  drawn  by  a child  of  four  or  five. 
Each  day  we  had  her  draw,  and  almost  every 
day  we  saw  flow  and  economy  coming  into 
her  lines.  In  two  or  three  months  she  drew 
again  as  well  as  she  had  drawn  before  her 
injury.  The  hurt  sustained  to  the  hand  centre 
in  the  brain  had  deprived  her  of  an  educated 
faculty,  the  translation  of  design;  it  had  de- 
prived her,  by  infantile  regression,  of  an  im- 
portant factor  in  her  intellectual  communion 
with  her  environment. 

A man  by  a small  injury  to  the  brain  can 
lose  the  ability  to  play  the  fiddle,  but  retain 
the  ability  to  lift  a bucket  of  water  as  well  as 
he  had  done  before.  He  may  lose  his  facul- 
ty to  play  billiards,  but  not  lose  his  faculty  to 
drive  a motor  car.  I have  seen  a grocer  sit 
down  to  write  a letter  to  his  brother  and,  as 
he  wrote,  his  hand  was  writing  what  his 
mind  was  not  dictating.  He  was  filling,  in 
utter  exasperation,  page  after  page,  with 
grocer’s  signs,  hundredweights,  pounds  and 
fractions.  He  could  not  write  to  his  brother 
to  say  that  he  did  not  feel  well  and  he  wanted 
his  brother  to  come  to  see  him.  Another  in- 
stance of  reversion  to  habit;  he  could  think, 
but  only  from  habit  could  he  write.  His  was 
again  a loss  of  an  educated  faculty — the  re- 
sult of  a tiny  stroke  affecting  clever  hand 
movement.  You  know  that  repetition,  re- 
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iteration,  forms  habits.  Pavlof  has  shown 
in  dogs  what  we  have  always  known  was  true 
for  human  beings.  In  France,  I used  to  watch 
dogs  being  trained  for  frontline  service.  At 
each  kennel  was  a deep  bomb  pit.  The  Brit- 
ish soldier  put,  at  the  same  time,  food  on  the 
top  and  a Mill’s  bomb  at  the  bottom  of  each 
pit.  If  the  brave  mongrel  jumped  back  at 
the  explosion,  the  food  vanished.  Two  days’ 
hunger  was  enough  to  teach  the  dog  that  the 
food  stayed  if  he  did  not  jump,  and  soon  he 
could  not  jump — for  he  had  been,  as  Pavlof f 
says,  conditioned  against  it.  Such  forming 
of  conditioned  reflexes  and  conditioned  inhi- 
bitions is  the  core  of  education.  Reward  and 
punishment.  Either  alone  fails.  Such  con- 
ditioning is  usually  a protection  to  the  ani- 
mal; he  does  not  have  to  think  each  time  he 
acts. 

Thought  is  essentially  discriminative,  as- 
sociative, creative.  The  lower  physiological 
level  of  educated  habit  furnishes  a speedier 
reaction  to  environment  than  can  be  given  by 
the  imagery  of  ideas. 

I once  had  a hard  job  to  do  in  France.  I 
was  sent  flying  officers  for  examination  who 
had  reported  that  they  felt  unfit  to  fly.  They 
looked  well  and  by  ordinary  examination 
were  well.  The  flight  commander  had  theat- 
ened  to  court  martial  these  officers  if  they 
persisted  in  refusal.  He  had  made  some  fly, 
and  of  them  some  crashed  and  were  killed. 
After  that  he  sent  them  to  me  to  find  out 
if  they  could  fly  or  not.  I was  much  troubled 
by  the  responsibility,  for  if  I said  that  the 
man  should  fly  when  he  could  not  fly,  he  was 
killed  by  bad  flying.  If  I said  he  could  not 
fly  when  he  could  fly,  someone  else  had  to 
fly  in  his  place  and  the  other  man  perhaps 
was  killed  by  the  enemy. 

I began  to  inquire  of  myself  what  happen- 
ed to  me  when  I was  greatly  frightened.  I 
found  that  I saw  myself  in  mental  pictures, 
dead.  I saw  a little  drama  of  my  body  on 
the  ground  and  my  staff  sergeant  running  to 
it  saying,  “Oh,  the  Major’s  hit.”  Telegraph 
messages  going  out ; a lot  of  fuss  and  bother. 
These  pictures  sprang  up  in  my  mind  with  no 
will  of  mine.  They  were  an  emotional  prod- 
uct of  fear,  and  fatigue.  So  I began  asking 
those  officers,  often  over  my  shoulder — “By 
the  way,  have  you  ever  seen  yourself  in  your 
mind’s  eye,  dead,  when  flying?”  If  they 
stammered  and  seemed  confused,  and  de- 
scribed such  experiences  a little,  I never  let 
them  fly.  If,  on  the  other  hand,  they  did  not 


know  what  I was  talking  about,  I made  them 
fly.  It  worked  well.  It  saved  life.  What 
was  happening  is  that  in  certain  conditions 
of  fatigue  and  fear,  the  imagination  begins 
to  work.  The  person  instead  of  being  objec- 
tive, as  on  the  whole  we  are  all  normally  ob- 
jective, became  subjective,  aware  of  himself 
as  an  individual.  He  began  to  think,  and  the 
moment  a flyer  begins  to  think,  he  has  lost 
the  protection  of  his  conditioned  reflexes  and 
exchanged  it  for  the  very  incomplete  protec- 
tion of  his  brain  cortex.  He  has  gone  to  a 
level  at  which  it  is  not  safe  for  him  to  fly,  a 
level  of  thought,  instead  of  a level  of  action. 

You  know  the  old  nursery  rhyme: 

The  Centipede  was  happy  quite 
Until  a toad  in  fun 

Said,  ‘Pray  tell,  which  leg  goes  after  which?’ 
Which  worked  her  mind  to  such  a pitch, 

She  fell  distracted  in  a ditch, 

Considering  how  to  run. 

Our  internal  glands  are  linked  to  our  old- 
est Brain,  the  sympathetic  nervous  system, 
which  itself  originates  in  the  mid-brain. 
Even  so  primitive  a reaction  as  rage  needs 
the  cooperation  of  all  three  structures  acting 
together  to  protect  the  animal  from  danger. 
Short  circuiting  of  such  a function  is  seen 
often  when  the  mid-brain  is  sick,  so  that  ill 
people  sometimes  are  incapable  of  normally 
unpleasant  emotional  states.  The  Gouvernor 
of  our  Emotional  Life  is  placed  in  the  mid- 
brain— and  on  this  center  depends  the  feel- 
ings of  happiness  or  anger,  and  from  these 
spring  discontent,  and  thence  ambition. 

Nearly  twenty  years  ago  the  sleeping  sick- 
ness— not  the  African  variety — assailed  the 
world.  This  infection  struck  at  the  mid- 
brain and  often  in  a manner  curiously  dis- 
crete and  particular.  No  disease  process, 
however,  has  done  more  to  illuminate  dark 
places  in  nervous  and  mental  physiology. 
Through  it  we  have  a clear  authority  to  as- 
sail the  Cartesian  theory  of  mental  and 
physical  dualism.  (After  all,  only  in  Wonder- 
land could  Alice  find  a grin  without  cat).  We 
saw  there  morbid  behaviour  and  morbid  emo- 
tional states  emerging  from  lesions  as  organ- 
ic as  a fractured  thigh  and  so  came  to  be- 
lieve that  these  cases  furnished  precious 
knowledge  of  neurotic  and  psychotic  happen- 
ings from  a physical  rather  than  emotional 
or  psychic  causes. 

We  saw  then  patients  with  catalepsy, 
spontaneous  or  provoked,  with  fixed  bodily 
attitudes  of  bizarre  character  with  altered 
personalities,  fluctuating  between  docility 
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and  opposition,  patients  who  used  stereo- 
typed and  reiterated  words  and  phrases,  wno 
held  their  eyes  closed  ior  days  and  their  wa- 
ter and  bowels  also.  Many  had  ethical  de- 
fects with  flight  of  ideas  and  some  happy 
few  a merriment  greater  than  is  proper  to  a 
natural  man.  Many  developed  antisocial 
trends,  and  the  milder  cases  were  character- 
ized by  agitated  anxiety,  a loss  of  confidence 
and  exaggerated  shyness  with  feelings  of  un- 
reality and  much  slow  mindedness.  Their 
emotional  tone  was  often — usually — apathe- 
tic; so  that  growing  uninterested  in  busi- 
ness, family  or  friends,  the  encepahlitic  often 
ceased  to  bother  about  his  ailments  from 
sheer  apathy  and  mental  powerlessness.  This 
mental  fatigue  often  coincided  with  hallucin- 
ations or  delusions  of  a persecutory  charac- 
ter; usually  there  came  an  inert  indifference 
toward  his  environment  which  for  him  had 
become  a gray  monochrome  without  signifi- 
cance or  form.  Such  people  were  usually 
sexually  impotent,  but  one  saw  many  in- 
stances of  increased  sexual  feeling  accom- 
panied at  times  by  sadistic  behaviour. 

However,  in  neurology  there  can  be  dis- 
cerned a certain  inevitability  of  symptoms 
resulting  from  the  injury  of  vital  structured 
mechanism  having  such  functions  as  we  can 
comprehend.  The  activities  of  the  sympa- 
thetic system  after  all  are  centrifugal  and 
centripetal;  the  former  control  smooth  mus- 
cle contraction  and  glandular  secretion,  the 
latter  determine  the  mood  of  the  organism. 
Experimental  lesions  and  disease  processes 
of  the  thalamus  give  rise  to  dissociation  be- 
tween emotional  and  voluntary  activity  of 
muscle,  and  to  alteration  in  vasomotor  con- 
trol and  respiratory  rhythm.  Irritation  of 
the  head  of  the  caudate  nucleus  produces 
emotional  mimicry,  heart  hurry  and  involun- 
tary laughing  and  crying.  Lesions  of  the 
hypothalamus  and  floor  of  the  third  ventricle 
give  rise  to  urinary  sugar,  salivation  and  in- 
creased sweating  with,  usually,  such  changes 
in  blood  pressure  as  to  bring  in  their  train 
morbid  sleep.  Further,  we  know  that  tonus 
in  general  is  under  the  high  control  of  part 
of  the  striatum,  and  changes  in  the  striatum 
can  give  rise  to  muscular  stiffness  to  the 
point  of  catalepsy  with  tremors  and  rigidity. 
Automatic  associated  movements  like  the 
“four  legged”  swinging  of  the  arms  in  walk- 
ing also  are  under  striatal  government:  it 
may  be  that  in  paralysis  agitans  we  have  an 
antique  expression  of  both  facial  emotion 
and  bodily  posture. 


Dr.  Michael  Pupin  once  asked  me,  quizzi- 
cally, li  we  doctors  had  found  the  center  in 
the  brain,  governing  emotion?  To  his  sur- 
prise, I answered,  “Yes,  in  the  hypothala- 
mus.” “Ah,  but  can  you  pull  the  switch?” 
“No,”  I replied,  “but  another  hundred  years 
of  peace  and  we  will  be  able  to! — And  then 
the  governments  of  the  Earth  will  establish 
switching  posts  throughout  all  countries, 
and  there  will  be  a great  Day,  when  Man- 
kind will  come  to  be  switched  into  happi- 
ness. But  there  will  be  one  man  in  perhaps 
every  two  hundred  million  who  will  hang- 
back — in  uncertainty  and  discontent.  And 
six  months  after  the  switching,  these  doubt- 
ing Thomases  will  together  be  Lords  of  the 
Earth;  but  six  months  later  still  they  will 
have  found  there  is  no  Earth  worth  being 
Lords  of — for  their  subjects  will  not  work, 
they  will  be  merely  shepherds  of  sheep.  And 
to  make  Mankind  once  more  discontented 
and  human,  the  Lords  of  the  Earth  will  take 
all  the  doctors,  and  load  them  into  scows  and 
tow  them  into  the  middle  of  the  Atlantic — 
and  sink  ’em!” 

The  glands  of  internal  secretion — the  thy- 
roid, the  pituitary  gland,  the  adrenal  glands, 
the  testes  and  the  ovaries — in  beautiful  co- 
ordination, balance  the  personality.  They  are 
activators.  They  are  retarders.  They  work 
through  the  sympathetic  nervous  system, 
which  links  them  to  the  brain.  The  sympa- 
thetic nervous  system  carries  their  messages 
to  the  brain,  which  integrates  and  selects, 
and  selects  and  discriminates,  and  some- 
times rejects  the  messages  that  come. 

A proper  balance  of  these  glands  makes 
for  a proper  balance  of  the  emotions.  Inter- 
ference with  some  of  them  cause  manifest 
idiocies.  For  instance,  a person  whose  thy- 
roid fails  of  its  duty  at  the  age  of  forty  be- 
comes, I won’t  say  a demented,  but  an 
amented  person.  Slowed  up.  Fat — mind  and 
body.  Slowed  to  a cold  in  temperature,  and 
cold  in  feelings;  and  if  the  thyroid  supply 
should  sink  still  lower,  the  individual  must 
needs  live  an  almost  vegetable  life.  Give 
thyroid  then  and  the  mind  begins  to  reap- 
pear, the  individual  begins  to  burn  more  rap- 
idly, the  pulse  becomes  faster,  the  tempera- 
ture higher,  thought  goes  quicker.  Lacking 
the  thyroid  pacemaker,  normal  mental  rela- 
tion with  environment  fails. 

On  the  other  hand,  increase  thyroidal  ac- 
tion— as  often  occurs  normally  in  women  at 
the  time  of  the  “change  of  life” — and  there 
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come  the  hot  flashes  and  the  feelings  of 
nervousness  associated  with  that  period.  The 
sometimes  unsteady  mental  state  at  the  men- 
opause is  produced  by  the  influx  into  the 
blood  of  over-stimulating  thyroxin  secreted 
by  the  thyroid  gland.  And  we  know  now  how 
to  off-set  such  symptoms  by  artifically  sup- 
plying the  balancing  secretion  of  the  ovary. 

The  eunuchs  of  Old  Rome  helped  to  gov- 
ern the  Roman  Empire  for  300  years  and  did 
it  very  welL  They  had  no  testes.  They  had 
brains.  These  organs,  however,  are  not  to 
be  thought  of  as  mutually  exclusive;  they 
are  collaborative.  Possibly  the  eunuchs’  ab- 
sence of  sexual  pre-occupation  gave  them 
more  time  to  think!  In  that  fact  may  have 
lain  their  efficiency.  Castration  did  not  dim 
their  intelligence  but  changed  their  emotion- 
al tone  so  that  they  became  ideal  seconds-in- 
command. 

A person,  for  example,  with  tuberculosis 
of  the  adrenal  glands  has  a completely  dif- 
ferent emotional  attitude  towards  life  than 
a person  with,  say,  an  increased  thyroidal 
activity.  The  latter  is  dynamic,  driving, 
rushing,  urging,  fighting,  a^d  high-strung. 
The  person  with  defective  adrenal  is  utterly 
fatigued  by  using  a pocket  handkerchief,  by 
combing  his  hair,  by  walking  to  the  bath- 
room. His  blood-pressure  is  negligible  and 
he  dies  of  lack  of  strength,  too  tired  to  feel. 

Indeed  the  adrenal,  the  thyroid,  the  sex- 
ual, and  the  pituitary  glands,  together  are 
an  orchestra  playing  tunes  to  which  we  all 
dance.  But  the  pituitary  is  the  leader  of  the 
orchestra.  This  little  object  was  once  thought 
to  be  a minature  brain.  It  has  roughly  the 
shape  of  a brain,  but  is  no  bigger  than  the 
end  of  your  thumb.  No  other  single  struc- 
ture in  the  body  is  so  zealously  protected. 
Lying  in  a cup  of  bone  at  the  base  of  the 
skull,  it  is  guarded  and  hidden  like  Truth  at 
the  bottom  of  a well ; the  very  mainspring 
of  our  primitive  existence,  of  our  vegetative, 
emotional,  and  re-productive  life.  Complex 
in  structure  it  has  a baffling  variety  of  du- 
ties, determining  by  its  activities  not  only 
the  size  of  each  animal  but  the  size  of  its 
family  as  well.  For  only  by  the  collabora- 
tion of  the  pituitarv  with  the  testes  and 
the  ovaries  is  there  born  any  desire  to  per- 
petuate the  species  at  all.  On  its  activities, 
with  more  or  less  success,  man  has  come  to 
superimpose  a series  of  repressions ; we  have 
imposed  on  it  a cortex,  the  chieftain  I first 
spoke  of,  which  more  or  less  manages  to 


keep  the  impulses  of  our  antique  selves  in 
order.  But  our  antique  selves,  thank  good- 
ness, are  always  jumping  up  like  trout  out 
of  a stream ! 

Almost  in  our  own  times  have  we  become 
aware  of  our  own  evolution,  and  we  have 
been  here  perhaps  a hundred  million  years — 
a tenth  of  the  time  that  life  has  been  upon 
this  planet.  Mankind  is  just  departing  from 
the  nursery ; he  stands,  bright-eyed  with  new 
knowledge  of  his  forebears  and,  for  the  first 
time,  with  the  power  and  zest  to  mould  his 
destiny.  It  must  have  been  a murderous 
need  that  made,  so  many  eons  ago,  a super- 
ior water-creature  take  to  the  Land,  but  it 
was  a fiery  thought  that  made  man  take  to 
the  Air.  And  how  far  he  may  yet  project 
his  power  and  personality  we  can  not  even 
guess.  The  most  complex  things  are  the  in- 
finitely little  and  the  infinitely  vast, — the  ul- 
timate nature  of  the  atom  and  the  ultimate 
nature  of  God.  Between  these  two  mysteries 
is  the  range  of  our  knowledge  and,  maybe, 
the  wheel  coming  full  circle,  the  secret  of  the 
one  will  be  found  as  the  secret  of  the  other. 

We  are  still  so  larval  in  our  growing  that 
to  try  to  storm  the  seat  of  Zeus  is  to  court 
failure  and  the  fate  of  the  Titans.  Never- 
theless, we  must  needs  grapple  ardently  with 
the  problem  of  Reality,  whilst  leading  our 
lowly  lives  and  earthly  fates.  The  Stretch 
and  Thrust,  upward  and  outward,  of  aspiring- 
thought  forces  brain  growth  and  makes  for 
almost  conscious  evolutionary  development. 

Of  course  we  have  as  yet  a likeness,  when 
we  would  assault  Heaven  clamorously  for 
Knowledge,  to  a winged  iridescent  beetle  in 
my  cellar  trying  with  all  his  little  might  to 
make  up  his  mind  whether  or  not  I am  going 
to  Spain  next  Summer  when  I do  not  know 
myself.  The  beetle  must  fail  in  his  impos- 
sible aim,  but  the  ardour  of  his  passionate 
thought,  and  the  mystical  ecstasy,  vouch- 
safed to  a few  of  the  more  finely  organized 
beetles,  will, — aided  by  their  happy  faculty 
of  rapid  generation,  pile  nerve  unit  upon 
nerve  unit  in  them.  So,  one  day,  the  nature 
of  the  deity  in  the  drawing-room  upstairs 
may  become  dimly  apprehended  by  some 
poetic  beetle,  given  to  mysticism,  and  of  a 
very  superior  order. 

For  the  Vision  is  to  him  who  will  see  it. 
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Each  few  years  sees  a discovery  made  in 
medicine  or  surgery,  usually  due  to  the  cu- 
mulative efforts  of  many  men  over  many 
years  which  revolutionizes  the  treatment  of 
certain  conditions.  For  instance  the  discov- 
ery of  insulin  has  wrought  a complete  change 
in  the  outlook  and  expectancy  of  diabetics. 
Such  a discovery  in  the  opinion  of  many  of 
us  is  the  one  to  which  I wish  to  call  your  at- 
tention today,  and  this  must  be  the  excuse 
for  again  discussing  internal  fixation  for 
fractures  of  the  neck  of  the  femur,  for  this 
injury  is  not  an  isolated  one  but  one  which 
all  of  us  have  seen  and  will  see  many  times, 
and  one  which  some  of  us  will  suffer  our- 
selves. And  an  injury  which  in  the  past  has 
been  attended  by  such  sequelae  as  to  have 
made  it  one  of  the  most  terrible  injuries 
which  could  happen  to  old  people.  An  acci- 
dent often  terminal  and  often  terminal  after 
months  of  suffering  with  pain,  bed  sores, 
pneumonias,  mental  aberration,  and  in  fact 
almost  every  complication  known  to  medi- 
cine. 

The  treatment  of  fractures  is  by  no  means 
a recent  thing.  Bones  were  broken  during 
construction  of  the  pyramids  4,000  years 
ago,  fractures  occurred  during  the  building 
of  the  palaces  in  the  valley  of  the  Euphrates 
and  these  fractures  were  treated  by  the 
scientific  priesthood  of  that  day  and  in  some 
respects  treated  surprisingly  well.  From  be- 
fore our  earliest  knowledge  of  recorded  his- 
tory the  principles  of  fracture  treatment 
have  been  understood  as  the  effort  to  place 
the  ends  of  the  fractured  bones  in  the  rela- 
tion which  existed  between  them  before  frac- 
ture occurred,  and  to  keep  them  in  that  posi- 
tion until  they  healed.  Splints,  the  use  of 
traction,  of  levers,  of  fracture  tables,  and  of 
malleable  bandages  have  been  employed  for 
many  centuries.  From  the  time  of  Hippo- 
crates until  the  19th  century  little  change 
had  been  made  by  medical  men  in  the  appli- 
cation of  these  instruments  to  these  known 
principles  of  reduction  and  immobilization. 
As  you  know  the  Nineteenth  century  saw 
tremendous  forward  strides  made  in  surgery 
which  of  course  was  reflected  also  in  frac- 
ture surgery.  The  use  of  suspension  by 
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Smith(1>  in  1827,  Buck’s  adhesive  traction 
described  by  him  in  1850,  the  use  of  Hod- 
gen’s  and  Thomas’  splints  in  the  early  60’s 
and  of  course  the  remarkable  work  of  Sir 
Thomas  Jones  in  the  latter  part  of  the  cen- 
tury brought  about  a much  better  adaptation 
of  the  principles  of  fracture  treatment  than 
had  been  seen  before.  But  there  was  no 
change  in  the  principles  of  reduction  and  im- 
mobilization themselves.  The  difference  was 
purely  in  the  ability  of  these  men  to  apply 
these  principles,  and  it  again  should  be  em- 
phasized that  the  modern  treatment  of  frac- 
tures which  dates  from  the  discovery  of  the 
roentgen  ray  differs  in  no  way  in  these  ele- 
mentary principles  discovered  by  the  Egyp- 
tians and  the  Greeks;  the  difference  is  en- 
tirely in  our  ability  to  apply  them  due  to  our 
growing  understanding  of  anatomy,  physi- 
ology, and  of  asepsis,  and  especially  our  mod- 
ern use  of  x-ray. 

Fractures  about  the  hip  fall  into  two  gen- 
eral classes;  first,  inter-trochanteric  frac- 
tures, and  secondly,  those  fractures  through 
the  neck  of  the  bone  to  which  the  capsule  is 
attached  which  we  today  call  transcervical. 
This  difference  both  in  diagnosis  and  treat- 
ment was  well  known  to  the  ancients  who  in 
the  case  of  inter-trochanteric  fracture  ad- 
vised binding  the  leg  from  the  foot  to  the 
armpit  with  a long  board  because  they  had 
found  that  healing  would  take  place  in  this 
injury,  but  who  in  the  case  of  transcervical 
fracture  advised  no  treatment  whatever  be- 
cause they  had  found  that  these  fractures 
did  not  heal  no  matter  what  treatment  was 
used.  The  first  general  work  on  fractures 
published  in  English  was  written  by  Sir  Ast- 
ley  Cooper (2)  in  1822  and  this  same  idea  per- 
sists in  Cooper’s  mind  for  he  says:  “Frac- 
tures of  the  neck  of  the  femur  internal  to 
the  capsular  ligament  do  not  unite  by  bone.” 
And  he  goes  on,  “It  is  of  no  use  to  sacrifice 
the  patient’s  last  remnant  of  health  and 
strength  and  run  the  risk  of  producing  a 
slough  of  the  nates  by  a long  confinement  in 
bed  in  the  hope  of  procuring  union  by  bone. 
He  may  be  kept  in  bed  a fortnight  and  then 
get  up  and  sit  in  a chair  and  shortly  begin  to 
crawl  about  on  crutches.”  Cooper  under- 
stood the  principles  of  fracture  treatment, 
that  is  reduction  and  immobilization,  as  well 
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as  did  Hippocrates.  A method  by  which 
these  principles  could  be  applied  to  this  par- 
ticular fracture  was  unknown  to  either. 

In  our  own  age  Nicholas  Senn(3>,  a man 
who  is  known  personally  to  many  of  us,  in 
working  on  transcervical  fractures  of  the  hip 
sent  a questionaire  to  fifty  prominent  sur- 
geons of  his  acquaintance  both  in  this  coun- 
try and  in  Europe,  asking:  “In  your  opinion 
does  bony  union  ever  occur  in  intra-capsular 
fractures  of  the  neck  of  the  femur?”  And  to 
this  questionaire  he  received  replies  as  fol- 
lows : twenty-seven  said  no,  union  did  not  oc- 
cur, eighteen  thought  that  union  did  occur 
occasionally  and  five  frankly  did  not  know. 
But  of  course  Senn  and  his  colleagues  thor- 
oughly understood  the  principles  of  fracture 
treatment  generally  which  had  been  known 
for  many  centuries  for  we  find  this  state- 
ment in  his  writings:  “There  is  no  specific 
tendency  to  non-union  in  any  form  of  frac- 
ture. If  the  ends  of  the  bones  can  be  kept 
in  perfect  apposition  union  by  bone  will  take 
place.”  And  this  same  attitude  is  reflected 
by  Gurlt(4>  an  eminent  German  pathologist 
of  the  same  generation  who  states  that:  “Old 
age  does  not  retard  the  process  of  union  as 
has  been  erroneously  supposed.  Reparative 
process  remains  the  same  all  during  adult 
life.”  Senn  sums  up  his  study  on  transcervi- 
cal fractures  and  the  cause  for  their  non- 
union thus:  “From  this  short  review  we  are 
not  only  justified  but  warranted  in  asserting 
that  the  only  cause  for  non-union  in  the  in- 
tra-capsular fracture  is  to  be  found  in  our 
inability  to  maintain  perfect  coaptation  and 
immobilization  of  the  fragments  during  the 
time  required  for  bony  union  to  take  place.” 

On  January  23,  1896,  in  the  Physico-Medi- 
cal  Society  of  Wurtzberg  Roentgen  dramati- 
cally announced  his  discovery  of  the  x-ray 
and  immediately  the  treatment  of  fractures 
throughout  the  world  was  revolutionized,  for 
with  this  discovery  the  actual  relations  of 
the  fractured  bones  could  be  determined.  Tt 
must  be  emphasized  that  this  discovery  of 
x-ray  did  not  change  the  ancient  principles 
of  fracture  treatment  but  simply  advanced 
our  ability  to  apply  these  principles  in  a more 
enlightened  manner.  As  one  would  expect 
this  change  reflected  itself  in  the  methods  of 
treating  transcervical  fractures  of  the  femur 
and  Royal  Whitman(5>  of  New  York  in  No- 
vember, 1902,  described  in  the  Annals  of 
Surgery  a method  of  actually  reducing  these 
fractures  and  to  some  extent  at  least  of 
keeping  them  reduced  by  the  use  of  his  ab- 


duction cast,  so  that  he  would  have  found  if 
Senn’s  questionaire  had  been  sent  out  to  an- 
other fifty  eminent  surgeons  in  1915  their 
answers  would  have  been,  not  that  union  sel- 
dom or  never  occurs,  but  that  union  does  oc- 
cur in  about  half  of  the  patients  who  survive 
the  treatment.  The  Whitman  reduction  and 
cast  by  1920  was  well  known  and  well  estab- 
lished and  had  been  used  in  thousands  of 
cases  by  competent  surgeons  everywhere  but 
still  non-unions  occurred  in  a discouragingly 
large  number  of  hip  fractures  for  only  about 
one-half  of  the  patients  who  survived  the 
rigorous  bed  stay  in  the  big  plaster  showed 
union.  And  we  still  found  in  reputable  sur- 
gical text  books  published  in  the  20’s  that 
the  same  old  device,  “Treat  the  patient  and 
let  the  fracture  go,”  is  still  given.  A state- 
ment which  would  never  be  used  and  has 
never  been  used  in  the  treatment  of  any  oth- 
er injury,  for  as  we  all  know  almost  invaria- 
bly the  best  treatment  of  an  injury  is  also 
the  best  treatment  for  the  patient. 

Sir  Arbuthnot  Lane’s  visit  to  this  country 
and  his  description  of  his  method  of  applying 
steel  plates  to  fractures,  the  so-called  inter- 
nal fixation,  produced  a veritable  mania  for 
applying  plates  to  all  types  of  fractures.  Na- 
turally attempts  were  made  to  utilize  Lane’s 
method  in  treating  fractures  of  the  neck  of 
the  femur.  John  B.  Murphy  attempted  with 
some  degree  of  success  to  fix  transcervical 
fractures  by  the  use  of  wrought  iron  nails 
and  wood  screws.  He  was  not  very  success- 
ful in  this,  not  because  the  principle  was  at 
fault  but  because  experience  and  mechanical 
and  x-ray  technic  had  not  evolved  far  enough 
to  permit  him  to  apply  these  principles  cor- 
rectly. 

During  all  of  these  years  the  science  of 
surgery  was  maturing  and  our  use  of  the 
x-ray  was  becoming  more  exact  so  that  by 
the  early  1930’s  x-ray  technic  had  evolved 
sufficiently  so  that  lateral  as  well  as  antero- 
posterior views  of  the  neck  of  the  fractured 
femur  could  be  obtained.  It  was  then  found 
that  many  of  these  transcervical  fractures 
which  had  seemed  perfectly  reduced  in  the 
antero-posterior  view  were  actually  not  re- 
duced when  viewed  from  the  side.  Again  we 
thought  that  the  solution  of  the  problem  of 
transcervical  fractures  was  at  hand  and  we 
find  Leadbetter(6>  in  1932  describing  a 
somewhat  different  technic  to  reduce  these 
fractures  which  resulted  in  a more  perfect 
apposition  of  the  ends  of  the  fractured  bones. 
Disappointingly,  however,  even  in  Leadbet- 
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ter’s  own  hands  and  with  the  fractures  per- 
fectly reduced  and  proven  reduced  only  some 
60%  of  the  surviving  patients  obtained  bony 
union.  The  principle  of  reduction  and  im- 
mobilization for  the  treatment  of  fractures 
was  unchanged.  Reduction  could  now  be  ac- 
curately made  and  proven.  Therefore  the 
other  factor,  that  of  immobilization,  must  be 
the  one  at  fault. 

All  progress  is  by  the  gradual  process  of 
evolution;  each  further  step  depending  upon 
steps  which  have  been  made  earlier.  The 
archeologist,  Jas.  Henry  Breasted(7>  in  his 
“Conquest  of  Civilization”  puts  this  well 
when  he  says:  “Thus  if  we  went  back  far 
enough,  we  would  reach  a point  where  no  one 
could  build  a stage  coach  or  a wagon  because 
no  one  had  invented  a wheel  or  tamed  a wild 
horse.” 

Research  in  metals  by  the  late  20’s  had 
evolved  stainless  steel  alloys  which  were 
rustless.  Experimenting  with  the  reactions 
of  bone  to  these  various  alloys  Smith-  Peter- 
sont8>  published  in  1931  a method  of  intern- 
al fixation  by  the  use  of  a cleverly  contrived 
three-flanged  nail  which  had  a tremendous 
surface  area  for  its  weight  and  thickness. 
The  use  of  this  instrument  however  did  nec- 
essitate an  open  reduction  of  the  fracture 
with  a complete  exposure  of  the  neck  of  the 
femur,  a rather  formidable  surgical  proceed- 
ing in  the  majority  of  transcervical  fractures 
which  as  we  know  occur  ordinarily  not  in  ro- 
bust individuals  but  in  the  aged  and  feeble. 
Smith-Petersen’s  first  reported  series  dealt 
with  carefully  selected  patients  and  his  end 
results  were  very  gratifying  as  he  obtained 
about  85%  of  unions  in  those  patients  who 
had  been  subjected  to  this  type  of  internal 
fixation  by  open  operation.  Immobilization 
now  had  been  made  as  accurate  as  reduction. 
Experiments  continued  for  some  means  by 
which  the  old  and  feeble  and  the  poor  surgi- 
cal risks  could  also  be  given  the  advantage 
of  this  discovery.  In  1932  Johannsson(9>  in 
Stockholm  and  at  about  the  same  time  West- 
cott(10)  in  this  country  devised  methods  in 
which  by  using  bi-plane  x-rays  and  a cannu- 
lated  Smith-Petersen  nail  which  is  threaded 
over  a guide  wire  they  were  able  to  transfix 
the  fragments  by  a simple  linear  incision 
over  the  great  trochanter.  A year  or  two 
later  other  men  notably  Knowles(11)  and  Tel- 
son(12>  devised  means  of  using  threaded 
stainless  steel  spokes  or  simple  stainless  steel 
rods  to  accomplish  the  same  result. 


These  methods  or  variations  of  them  have 
been  extensively  used  during  the  past  three 
or  four  years  and  in  the  opinion  of  most  of 
us  who  see  hip  fractures  have  completely 
changed  the  outlook  for  these  unfortunate 
people.  This  achievement  may  I again  em- 
phasize by  no  means  changes  the  funda- 
mental ancient  principles  of  reduction  and 
immobilization,  it  is  simply  an  evolvement  of 
our  ability  to  apply  these  principles.  At  first 
following  internal  fixation  most  of  us  used 
light  traction  or  casts  or  possibly  suspension 
for  a few  weeks.  Experience  has  proven  this 
unnecessary.  Following  fixation  patients 
can  be  returned  to  bed  without  external  sup- 
port, they  can  be  allowed  in  a chair  in  a few 
days,  they  have  no  pain,  they  have  no  bed 
sores,  they  seldom  develop  hypostatic  pneu- 
monias or  cystitis,  they  do  not  develop  the 
cerebral  depression  which  long  plaster  immo- 
bilization and  bed  stay  almost  invariably 
brings  to  old  people  and  in  truth  unless  one 
has  followed  the  convalescent  course  of  some 
of  these  nailed  patients  one  would  find  it  im- 
possible to  believe  that  a man  or  woman  with 
a fractured  hip  could  be  so  comfortable.  It 
is  here  unnecessary  to  go  into  the  intricate 
technical  details  of  subcutaneous  fixation. 
The  method  is  new  and  every  operator  who 
uses  it  seems  to  have  devised  a slightly  dif- 
ferent technic  of  his  own.  And  there  are 
many  types  of  nails.  This  is  of  no  moment, 
they  are  all  good.  The  vital  thing  is  the  fact 
that  we  are  now  able  to  apply  a method  in 
which  subcutaneous  transfixion  and  fixation 
of  these  fractures  can  be  done.  I will  brief- 
ly describe  the  technic  used  by  us  not  be- 
cause it  is  superior  to  other  technics  but  be- 
cause, naturally,  it  is  the  one  with  which  I 
am  the  most  familiar. 

Some  special  instruments  are  required. 
First  an  extremely  mobile  and  shock  proof 
x-ray  tube  and  a hooded  fluoroscope  which 
may  be  used  in  a lighted  room,  and  a pair  of 
dark  glasses  which  must  be  worn  by  the  op- 
erator twenty  minutes  or  half  an  hour  before 
the  work  is  started.  In  addition  to  this  one 
needs  of  course  a cannulated  Smith-Petersen 
nail  of  the  proper  length,  a heavy  twelve- 
inch  Kirschner  wire  and  a drill  to  hold  it,  a 
small  three-flanged  chisel  to  cut  through  the 
cortical  bone  before  the  nail  is  started,  a 
cannulated  driving  punch  must  be  threaded 
over  the  wire  to  the  head  of  the  nail  so  that 
the  nail  may  be  driven  in  without  driving 
the  wire  before  it,  a mallet,  another  driving- 
punch  which  is  fenestrated  to  fit  over  the 
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head  of  the  nail  so  that  the  fracture  may  be 
impacted  after  the  nail  is  in  place  because  it 
is  possible  for  distraction  to  take  place  at  the 
fracture  line  as  the  nail  penetrates  this  line, 
much  as  two  boards  sometimes  separate  as  a 
nail  passes  between  them,  and  finally  an  ex- 
tractor so  that  if  by  some  misadventure  the 
nail  is  driven  in  wrong  it  may  be  removed 
and  replaced  and  of  course  in  addition  to  this 
the  usual  instruments  for  any  piece  of  sur- 
gery. 

One  must  know  the  exact  length  of  the 
nail  to  use  for  obviously  if  the  nail  is  too 
long  it  will  penetrate  the  pelvis  and  if  it  is 
too  short  it  will  not  engage  the  fracture. 
There  are  several  ways  to  determine  the 
length  of  the  nail  required.  The  simplest  of 
these  is  to  take  a flat  x-ray  of  the  pelvis  with 
the  good  hip  in  internal  rotation  so  that  the 
neck  of  the  femur  is  parallel  to  the  horizon 
and  with  the  x-ray  tube  at  a distance  of  six- 
ty inches  or  more  from  the  plate.  At  this 
distance  distortion  is  very  slight  and  the 
length  of  the  nail  needed  can  be  determined 
simply  by  measuring  the  length  of  the  neck 
on  the  good  side.  If  x-ray  equipment  does 
not  permit  a film  to  be  taken  at  this  distance 
the  length  of  the  nail  can  be  determined  by 
taking  an  x-ray  at  any  distance  of  the  good 
hip  when  in  internal  rotation  and  with  a 
three-inch  steel  rod  fastened  with  adhesive 
tape  at  the  trochanter  major.  By  measuring 
the  projected  shadow  of  the  rod  one  can  at 
once  determine  the  amount  of  distortion  in 
the  film  so  that  the  length  of  the  nail  may 
be  readily  computed.  For  instance,  if  the 
metal  rod  which  we  know  to  be  three  inches 
long  casts  a shadow  on  the  x-ray  film  four 
inches  long  we  immediately  know  the  actual 
length  of  the  neck  of  the  femur  is  25%  less 
than  its  length  as  measured  on  the  film. 
Either  of  these  methods  is  quick  and  accur- 
ate and  may  be  used  equally  well. 

Experience  has  shown  that  in  compara- 
tively slender  individuals  infiltrative  local 
anesthesia  about  the  great  trochanter  and 
the  neck  of  the  femur  together  with  prelimi- 
nary sedation  by  morphine  or  barbiturates  is 
sufficient.  In  more  robust  individuals  local 
infiltrative  with  the  addition  of  light  ethy- 
lene, ether,  or  gas  at  the  moment  of  reduc- 
tion is  necessary.  Full  general  anesthesia  or 
full  spinal  anesthesia  is  seldom  needed.  Re- 
duction is  probably  best  accomplished  by 
using  Leadbetter’s  modification  of  Whit- 
man’s orginal  method  which  consists  as  you 
know  of  flexion  of  the  leg  on  the  thigh,  of 


the  thigh  on  the  abdomen,  vertical  exten- 
sion on  the  thigh,  internal  rotation  and  cir- 
cumduction into  moderate  abduction.  The 
position  of  the  fractured  neck  must  then  be 
accurately  determined  because  reduction 
must  be  complete  and  exact.  Therefore  a 
fluoroscopic  check  is  made  in  both  antero- 
posterior and  axial  planes  or  x-ray  plates  may 
be  used  if  accurate  fluroscopy  is  not  avail- 
able. The  position  of  the  axis  of  the  neck  of 
the  femur  must  then  be  known  before  the 
guide  wire  is  passed  so  we  fasten  a sterile 
steel  rod  on  the  skin  with  adhesive  tape  over 
the  position  in  which  we  think  the  axis  of 
the  neck  lies.  Another  antero-posterior 
glance  with  the  fluoroscope  must  be  taken  to 
see  whether  this  guide  does  parallel  the 
neck ; if  it  does  we  are  ready  to  proceed,  if  it 
does  not,  it  must  be  adjusted  so  that  it  does. 
A small  incision  is  now  made  along  the  later- 
al border  of  the  upper  fifth  of  the  femur  to 
the  bone  and  the  guide  wire  driven  in  exact- 
ly paralleling  the  guide  wire  lying  on  the 
skin  and  also  exactly  paralleling  the  floor  be- 
cause we  know  that  with  the  entire  extrem- 
ity in  internal  rotation  the  axis  of  the  neck 
of  the  femur  normally  lies  parallel  with  the 
floor.  The  wound  is  temporarily  closed  with 
towel  clips  and  is  draped  and  another  fluoro- 
scopic view  taken  both  antero-posterior  and 
lateral,  or  plates  used  if  necessary.  If  these 
show  the  guide  wire  exactly  in  the  center  of 
the  neck  we  proceed  to  the  actual  nailing.  If 
not,  the  guide  wire  must  be  withdrawn  and 
replaced  so  that  it  does  lie  in  the  center  of 
the  neck.  A cut  is  then  made  with  a three- 
flanged  chisel  corresponding  with  the  flanged 
nail  through  the  cortex  of  the  femur,  the 
nail  is  then  threaded  over  the  guide  wire  and 
firmly  driven  in  with  the  punch.  When  it  is 
in  place  for  fear  that  the  fragments  may 
have  slightly  distracted  as  the  nail  passed 
the  fracture  line  the  fracture  is  again  im- 
pacted by  the  large  fenestrated  punch.  The 
wound  is  closed  with  a gutta  percha  drain  in 
the  subcutaneous  tissues  and  the  patient  re- 
turned to  bed  without  further  immobiliza- 
tion. The  drain  is  left  in  place  twenty-four 
hours.  The  patient  ordinarily  sits  up  in  bed 
the  same  day  and  is  allowed  to  be  up  in  a 
chair  in  two  or  three  days  or  a week.  Weight 
bearing  of  course  cannot  be  permitted  under 
any  circumstances  until  repeated  x-ray  ex- 
aminations show  the  fracture  is  healed  and 
that  trabeculated  bone  crosses  the  fracture 
line.  This  time  varies.  No  definite  length 
of  time  weight  bearing  is  prohibited  can  be 
made.  In  our  experience,  however,  it  has 
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usually  been  between  four  and  six  months. 
The  nail  may  or  may  not  be  removed  as  de- 
sired. We  have  removed  most  of  them  for 
they  have  a tendency  to  become  rather  loose 
after  months  of  contact  with  the  bone  and 
their  removal  is  a very  simple  matter  under 
local  anesthesia. 

The  operating  time  seldom  exceeds  thirty 
minutes  and  in  our  experience  and  the  ex- 
perience of  most  clinics  it  is  neither  so 
lengthy  nor  so  shocking  as  reduction  and  the 
application  of  a cast,  and  the  convalescence 
is  so  immeasurably  more  rapid  and  less  dan- 
gerous and  the  end  results  are  so  infinitely 
better,  that  we  feel  that  internal  fixation  by 
the  subcutaneous  method  is  the  method  of 
choice  for  the  treatment  of  all  transcervical 
fractures  of  the  hip,  except  of  course  in  the 
presence  of  impending  death  or  infection  in 
the  adjacent  skin  areas. 
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IN  THIS  ISSUE 


IN  the  discussion  of  “The  Organic  Back- 
ground of  Mind,”  Dr.  Foster  Kennedy  offers 
delightful  as  well  as  instructive  ideas  on 
why  we  behave  as  we  do.  Dr.  Kennedy  is  as 
good  a philosopher  as  he  is  a teacher.  See 
Page  _ __ 321 

“FRACTURES  of  the  Hip”  always  consti- 
tute a problem  requiring  skill  and  judgment. 
Dr.  A.  F.  O’Donoghue  makes  a “Plea  for  In- 
ternal Fixation  in  These  Cases”  on  page  329 

THOSE  of  us  who  follow  the  historical  de- 
velopment of  anesthesia  often  wonder  why 
for  so  many  years  the  vapor  anesthesias 
were  the  only  type  in  use.  Dr.  S.  D.  Miller 
presents  a discussion  of  the  modern  trends 
in  this  growing  specialty  on  page 334 

AT  one  time  or  another  every  physician  in 
general  practice  has  to  consider  the  problem 
of  pain  relief  in  obstetrics.  Last  year  Dr.  R. 
M.  Grier  of  Evanston,  111.,  presented  a paper 
on  this  subject  before  the  Omaha  Midwest 
Clinical  Society.  So  many  requests  have  come 
in  for  copies  of  this  talk  that  the  Journal  is 
delighted  to  publish  this  paper.  Page ...338 

UNDER  the  title  “New  and  Effective  Sup- 


port for  Joints,”  Dr.  W.  L.  Sucha  describes 
an  appliance  that  should  be  of  service  to 
every  physician  treating  bone  and  joint  in- 
juries. His  paper  is  on  page 342 

THE  symptoms  of  thyroid  disfunction  are 
familiar  to  all  of  us.  The  border-line  cases, 
however,  are  at  times  difficult  to  diagnose.  A 
discussion  of  hypometabolism  as  evidence  of 
thyroid  deficiency  is  discussed  by  Dr.  John 
F.  Gardiner  on  page  345 

RHEUMATIC  fever  is  one  of  the  plebeian 
diseases  on  the  medical  calendar,  and  most  of 
us  know  something  about  this  disease  in  a 
general  way.  Comes  now  Dr.  Edward  Thomp- 
son to  give  us  a discussion  on  rheumatic 
fever  in  our  own  State.  His  paper  is  on  347 

TO  many  of  us  the  bronchoscope  is  an  in- 
strument for  extracting  foreign  bodies  from 
the  lower  respiratory  passage.  Bronchoscopy, 
however,  offers  more  than  this  limited  serv- 
ice. There  are  numerous  diseases  of  the 
chest  where  bronchoscopy  may  be  used  with 
benefit  for  purposes  of  treatment  as  well  as 
of  diagnosis.  Dr.  Kully  describes  this  phase 
of  bronchoscopy  on  page 350 


Present  Day  Trends  in  Anesthesia* 

S.  D.  MILLER,  M.  D.,  F.  I.  C.  A. 
Anesthetist  and  Assistant  Surgeon  Bailey’s  Sanatorium 
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Recent  advances  in  Anesthesia  have  played 
an  important  part  in  making  the  medical 
profession  “Anesthesia-conscious”  during 
the  last  few  years.  Yet  in  any  field  of  Medi- 
cine or  Surgery  the  number  of  outstanding- 
advances  must  always  be  considered  in  the 
light  of  the  total  number  of  attempts  made 
in  the  direction  of  progress.  All  new  dis- 
coveries are  first  announced;  later  subjected 
to  the  criticism  of  conservative  and  radical 
judgment;  and  finally  given  the  test  of  time 
after  which  they  become  firmly  established 
or  gradually  pass  into  a forgotten  realm — 
some  returning  at  a later  date,  while  others 
pass  on  into  oblivion.  Then  comes  a further 
elimination  in  which  a classification  of  major 
and  minor  advances  is  gotten  together  and 
the  result  compared  with  a similar  classifica- 
tion of  a former  era.  It  is  from  these  facts 
and  comparisons  that  we  strive  to  determine 
just  which  way  the  pendulum  swings  at  the 
present  time. 

If  we  attempt  to  follow  the  present  day 
trends  in  the  field  of  Anesthesia  we  must 
give  serious  consideration  to  the  importance 
of  three  controlling  factors,  namely  (1)  Re- 
sponsibility of  Surgeon  and  Anesthetist,  (2) 
Comfort  and  Safety  of  the  Patient,  and  (3) 
Interest  of  the  Medical  Profession. 

(1)  RESPONSIBILITY  OF  THE  SURGEON 
AND  ANESTHETIST 

In  the  last  ten  years  different  opinions 
have  been  given  by  leading  surgeons  regard- 
ing the  responsibility  of  the  surgeon  in  the 
use  of  anesthesia.  Bevan  insists  that  the 
surgeon  should  control  the  anesthesia  as  he 
is  responsible  for  it  as  well  as  the  operation. 
Lahey,  on  the  other  hand,  believes  that  the 
surgeon  should  listen  to  the  anesthetist  and 
a course  planned  that  will  minimize  anesthe- 
tic dangers.  Elliott  Cutler  is  recently  quoted 
as  saying  that  surgeons  frequently  blame  the 
anesthetist  for  complications  that  the  sur- 
geon himself  is  responsible  for.  When  we 
stop  to  think  of  only  a few  years  back  when 
anesthesia  was  administered  by  the  young- 
est member  of  the  surgical  team  and  the 
anesthetic  agent  in  the  most  cases  was  ether 
or  chloroform,  we  can  readily  see  that  the 
outcome  of  the  surgeon’s  operation  was  more 
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dependent  on  his  concern  over  the  anesthetic 
being  given  than  would  be  the  case  if  he 
were  using  anesthetic  agents  of  today  more 
skillfully  administered.  In  such  cases  the 
surgeon  was  forced  to  judge  the  patient’s 
condition  chiefly  by  the  color  of  the  skin  and 
disturbances  in  respiration.  Today  with  the 
modern  anesthetic  equipment,  carbon  dioxide 
absorption  technique,  and  powerful  anesthe- 
tic agents  like  cyclopropane  it  becomes  nec- 
essary that  the  patient’s  condition  is  closely 
watched  and  this  becomes  very  difficult  for 
the  surgeon  if  he  hopes  to  give  his  full  at- 
tention to  the  operation  he  is  about  to  do. 
As  surgeons  become  more  and  more  thorough 
in  their  knowledge  and  technique  of  opera- 
tive procedures,  it  is  obvious  that  the  re- 
sponsibility of  the  anesthesia  being  admin- 
istered must  be  shifted  to  the  anesthetist 
rather  than  forced  upon  the  surgeon  to  add 
to  his  worries. 

(2)COMFORT  AND  SAFETY  OF  THE  PATIENT 

When  we  consider  the  comfort  and  safety 
of  the  patient  we  had  best  classify  the  type 
of  risk  presented  in  the  individual.  The  In- 
ternational Anesthesia  Research  Society  has 
for  years  made  use  of  the  following  scale: 

A.  The  good  risks.  Patients  free  from  or- 
ganic disease,  whose  surgical  condition  is  not 
likely  to  prove  fatal. 

B.  The  fair  risks.  Patients  suffering  from 
organic  disease  but  whose  surgical  condition 
is  not  especially  serious. 

C.  The  poor  risks.  Patients  whose  surgical 
condition  is  so  serious  or  so  far  advanced  as 
likely  to  result  in  fatality. 

More  recently,  Woodbridge  of  Boston  has 
called  our  attention  to  the  fact  that  this 
“scale  provides  no  suitable  classification  for 
patients  with  extremely  severe  ‘organic  dis- 
ease’ and  mild  ‘surgical  condition’.”  As  a 
result  he  recommends  the  following  scale: 

1.  Good  risk:  Nothing  found  in  the  pa- 
tient’s condition  that  adversely  affects  the 
risk. 

2.  Fair  risk:  One  or  more  adverse  factors 
are  present  but  not  serious. 

3.  Poor  risk : Prepare  patient  carefully  for 
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operation,  choose  the  least  operation  that 
will  give  the  needed  surgical  relief,  and  select 
the  anesthetic  drug  and  method,  with  special 
regard  to  the  patient’s  condition. 

4.  So  seriously  sick  that  death  is  likely  un- 
less the  downward  progress  is  quickly  re- 
versed. 

He  also  calls  our  attention  to  the  fact  that 
“the  severity  of  the  proposed  operation  is 
not  taken  into  account.”  He  further  states, 
“In  this  way  serious  misunderstandings  are 
avoided  which  might  arise  if  the  proposed 
operation  were  taken  into  account,  for  the 
operation  might  be  changed  at  a moment’s 
notice.”  This  scale  appears  to  be  more  satis- 
factory at  the  present  time. 

On  the  basis  of  either  classification  there 
should  be  but  very  few  fatalities  among  the 
good  risks.  Among  the  poor  risks,  on  the 
other  hand,  we  can  naturally  expect  more 
fatalities.  It  is  among  the  fair  risks  or  mid- 
dle group  where  both  surgeon  and  anesthe- 
tist must  be  on  their  toes  continually  in  or- 
der to  prevent  unforeseen  complications  and 
reduce  fatalities  to  a minimal  figure.  Such 
a degree  of  alertness  must  continue  post- 
operatively  as  well  if  the  patient  is  to  receive 
the  greatest  degree  of  safety  in  anesthesia. 
This  calls  for  a word  on  post-anesthetic  com- 
plications. Kuehn  maintains  that  post-oper- 
ative pulmonary  complications  are  frequent- 
ly a result  of  respiratory  depression  result- 
ing from  excessive  pre-operative  medication. 
Galbraith  concludes  that  atelectasis  (a  com- 
mon post-operative  pulmonary  complication) 
results  from  the  effects  of  insufficient  infla- 
tion and  deflation  on  the  circulation  of  the 
lungs.  Schmidt  believes  that  inhalation  of 
carbon  dioxide  in  oxygen  not  only  fails  to 
stimulate  a depressed  respiratory  center  but 
may  even  depress  it  further.  Burford  rec- 
ommends the  addition  of  some  slowly  ab- 
sorbable gas  to  the  anesthetic  mixture  to  re- 
place the  inert  gas  in  the  air  which  the  pa- 
tient normally  breathes  but  which  is  lack- 
ing in  the  anesthetic  atmosphere.  He  con- 
siders helium  most  valuable  for  this  purpose. 
Bonham  advises  the  use  of  helium  near  the 
end  of  the  anesthetic  to  give  support  to  the 
lung  by  distending  the  alveoli.  Ralph  Waters 
of  Madison,  Wisconsin,  is  advocating  what 
he  calls  “Stir-up”  in  patients.  This  consists 
of  the  following  measures: 

1.  The  nurse  must  report  seeing  the  pa- 
tient once  every  hour  post-operatively. 


2.  The  patient  is  compelled  to  definitely 
change  his  position  each  and  every  time  he 
is  seen  by  the  nurse. 

3.  Insist  that  the  patient  take  deep  breath- 
ing exercises. 

4.  The  patient  is  made  to  cough  if  there  is 
any  reason  to  think  that  he  is  breathing  with 
the  least  difficulty. 

He  believes  it  is  necessary  that  we  re-train 
patients  and  nurses  to  “stir-up”  post-opera- 
tively or  we  will  continue  to  have  as  many 
post-operative  complications  as  ever. 

Whenever  possible  the  comfort  of  the  pa- 
tient is  to  be  considered  as  well  as  the  safety 
of  the  patient  but  in  no  case  is  safety  to  be 
sacrificed  for  comfort.  Especially  is  this 
true  in  the  case  of  the  above-mentioned  Class 
C or  Type  3 and  4 risks.  These  patients  are, 
no  doubt,  very  trying  to  the  surgeon  who  is 
attempting  to  focus  his  entire  efforts  on  the 
operation  he  is  doing.  Such  patients  are  also 
exhaustive  to  the  endurance  of  the  anesthe- 
tist, but  nevertheless,  the  anesthetic  agent 
and  method  that  will  be  the  least  harmful 
to  such  a patient  will,  of  course,  be  the  anes- 
thetic of  choice  in  that  given  case.  In  Class 
A or  Type  1 risks,  on  the  other  hand,  com- 
fort should  be  given  more  consideration  but 
even  among  such  good  risks  there  is  no  rea- 
son for  over-looking  the  importance  of  the 
safety  of  the  patient.  A possible  exception 
to  the  above  may  be  in  the  use  of  regional  or 
spinal  anesthesia  when  the  anesthetic  action 
is  adequate  and  supplementary  anesthesia 
becomes  a necessity.  In  such  cases  it  is  bet- 
ter to  use  some  form  of  general  anesthesia 
as  supplementary  rather  than  for  surgeon 
and  anesthetist  to  insist  to  the  patient  that 
the  regional  or  spinal  anesthetic  is  adequate 
when  the  patient  feels  that  he  is  being  tor- 
tured rather  than  receiving  the  benefit  of 
modern  anesthesia.  We  must  remember  that 
the  patient  is  giving  up  his  responsibility  to 
surgeon  and  anesthetist,  and  in  turn  has  the 
right  to  expect  that  those  in  whom  he  places 
his  confidence  will  not  fa;l  him  in  using  their 
best  skill  and  jud^me^t  in  doing  their  part 
toward  his  eventual  convalescence  and  recov- 
ery. 

The  incidence  of  anesthesia  explosions  has 
been  reduced  to  a minimum  through  the  ex- 
ercising of  greater  care  in  the  operating 
room,  although  such  dangers  must  be  held  in 
mind  as  long  as  we  continue  to  use  inflam- 
mable anesthetic  mixtures.  The  attempts  at 
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perfection  of  anesthetic  machines  has  done 
much  within  recent  years  to  keep  the  num- 
ber of  explosions  at  a low  figure  by  confin- 
ing the  inflammable  mixtures  to  as  small  a 
space  as  possible  for  efficient  administra- 
tion. 

Endotracheal  anesthesia  is  being  used  in- 
creasingly to  bring  about  improved  adminis- 
tration of  anesthetic  agents  in  operations 
about  the  head  and  neck. 

The  decrease  in  the  amount  of  chloroform 
used  for  anesthetic  purposes  has  been  large- 
ly due  to  the  fact  that  liver  damage  as  well 
as  other  latent  changes  took  place  following 
its  use.  It  has  been  displaced  to  a great  de- 
gree by  Vinyl  Ether  or  Vinethene,  and  ac- 
cording to  Wesley  Bourne,  the  latter  anes- 
thetic agent  is  much  safer  to  mother  and 
child  in  obstetrical  cases  and  does  not  result 
in  liver  damage.  Tucker  believes  it  should 
be  used  only  in  skilled  hands. 

Recent  studies  by  Heard  of  Toronto  have 
proven  that  the  specific  gravity  and  reaction 
of  spinal  fluid  play  an  important  part  in  the 
safety  of  the  patient  on  whom  spinal  anes- 
thesia is  administered. 

For  the  past  ten  years  the  use  of  Avertin 
or  tribromethanol  with  amylene  hydrate  as 
basal  anesthesia  has  been  of  great  value  to 
those  patients  who  greatly  fear  the  trip  to 
the  operating  room.  By  using  such  basal 
anesthesia  the  patient  goes  to  sleep  in  his 
own  room  and  awakens  after  he  has  returned 
from  the  operating  room — thus  avoiding  all 
psychic  shock.  A newer  anesthetic  agent, 
namely  trichlorethanol,  is  thought  to  be  less 
toxic  than  avertin  and  may  in  time  take  its 
place  in  basal  anesthesia. 

Over  the  past  two  years  rumer^us  reports 
have  arisen  from  the  use  of  a new  intraven- 
ous anesthetic  agent — namely  pentoth"!  so- 
dium. The  more  recent  studies,  however, 
would  indicate  that  respiratory  depression 
is  one  of  the  great  dangers  in  its  use.  Intra- 
venous evipal  has  special  value  in  fracture 
surgery  as  well  as  in  combination  with  local 
and  regional  anesthesia,  but  the  greatest 
care  is  to  be  exercised  in  its  use.  The  use  of 
rectal  Evipal  is  still  in  the  experimental 
stage. 

The  use  of  ether,  nitrous  oxide  and  ethy- 
lene has  been  greatly  lessened  in  the  field  of 
general  anesthesia  by  the  discovery  of  a 
newer  gas.  Cyclopropane,  and  it  is  to  Ralph 
Waters  of  the  University  of  Wisconsin  that 


due  credit  must  be  given.  Less  than  ten 
years  before  he  began  using  Cyclopropane, 
Waters  advanced  the  idea  of  carbon  dioxide 
absorption  technique,  which  in  itself  was 
considered  revolutionary  to  anesthesia  at 
that  time.  A recent  review  indicates  that 
this  technique  has  stood  the  “rigid  test  of 
fifteen  years  practical  application”  and  ranks 
today  as  one  of  the  greatest  contributions 
ever  made  in  the  field  of  Anesthesia. 

(3)  INTEREST  OF  THE  MEDICAL 
PROFESSION 

From  the  beginning  of  this  century  up  un- 
til a few  years  ago  there  was  a tendency 
among  members  of  the  medical  profession  to 
keep  away  from  the  field  of  Anesthesia.  No 
doubt,  there  were  two  reasons  for  such  an 
attitude. 

(A)  Only  the  simplest  anesthetic  agents 
and  methods  were  in  common  use  and  in  most 
places  anesthesia  was  limited  to  ether  and 
chloroform. 

(B)  Physicians  in  general  practice  fre- 
quently found  it  difficult  to  avail  themselves 
to  administer  anesthesia  when  called  upon  at 
any  time. 

The  first  reason  undoubtedly  accounted  for 
anesthesia  being  administered  by  the  least 
experienced  or  youngest  member  of  the  sur- 
gical team,  and  since  he  had  no  permanent 
interest  in  anesthesia,  his  objective  was  to 
do  his  work  only  to  a fair  degree  and  take  no 
chance  of  being  made  into  a permanent  anes- 
thetist. As  gas-oxygen  anesthesia  became 
more  and  more  popular  among  surgeons  it 
then  became  necessary  that  more  compli- 
cated apparatus  be  used  but  there  became 
little  more  permanent  interest  on  the  part  of 
the  anesthetist  than  before.  It  was  only  aft- 
er the  carbon  dioxide  absorption  technique 
became  known  that  the  interest  of  the  medi- 
cal group  was  revived  and  everyone  realized 
that  anesthesia  was  making  rapid  advance- 
ment. Since  then  the  advent  of  Cyclopro- 
pane has  added  to  this  increasing  interest 
and  continued  research  is  paving  the  way  for 
even  greater  discoveries. 

The  second  reason,  likewise,  accounts  for 
a revival  of  interest  in  anesthesia.  The  tend- 
ency toward  further  specialization  in  all 
fields  of  Medicine  and  Surgery  is  no  longer 
a dream  but  a reality.  The  same  holds  true 
in  the  field  of  anesthesia.  The  recent  estab- 
lishment of  the  American  Board  of  Anesthe- 
siology and  since  then  the  approval  of  this 
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board  by  the  American  Medical  Association 
may  be  looked  upon  as  outstanding  accom- 
plishments by  the  medical  groups  interested 
in  the  betterment  of  anesthesia.  The  estab- 
lishment of  a Section  on  Anesthesia  by  sev- 
eral of  the  State  Medical  Associations  indi- 
cates that  the  movement  for  better  anesthe- 
sia by  the  national  organization  is  being  car- 
ried to  all  the  smaller  units  of  organized 
Medicine. 

SUMMARY 

The  present  trend  in  anesthesia  is  profes- 
sional. To  relieve  the  surgeon  of  any  part  of 
his  greater  burden  of  responsibility  can  be 
interpreted  only  as  a move  toward  better 
surgery  and  further  advances  in  surgical  re- 
search. The  fields  of  Surgery  and  Anesthe- 
sia must  advance  together  if  the  greatest 
value  of  our  efforts  is  to  be  appreciated  and 
the  greatest  service  rendered  to  mankind. 
The  comfort  and  safety  of  the  patient  of  to- 
day is  dependent  on  how  well  we  take  ad- 
vantage of  increasing  knowledge  of  anesthe- 
sia and  how  hard  we  strive  to  apply  this 
knowledge  in  the  most  practical  way.  The 
ever-increasing  interest  in  anesthesia  among 
different  medical  groups  has  probably  been 
the  greatest  stimulus  to  organization  and  re- 
search that  the  field  of  Anesthesia  has  ever 
known.  The  anesthetist  of  today  has  been 
given  the  long-awaited  opportunity  to  con- 
vince the  surgeon  of  today  of  the  importance 
of  good  anesthesia  to  Surgery. 

In  conclusion,  we  can  rest  assured  that 
professional  anesthesia  is  on  its  way  back. 
In  many  parts  of  the  United  States  as  well 
as  in  Canada  it  has  already  returned. 

DISCUSSION 

Question:  What  steps  can  be  taken  to  prevent  ex- 
plosions with  cyclopropane? 

DR.  MILLER:  It  is  rather  difficult  to  say  at  this 
time  what  can  be  done  about  that.  There  has  been 
a meeting  of  the  American  Society  of  Anesthetists 
held  in  Ohio  this  week  at  which  this  subject  was 
discussed,  since  having  had  an  explosion  at  an  East- 
ern hospital  last  fall.  The  headquarters  of  this 
Society  is  in  New  York  City.  You  might  write  and 
get  what  they  found  out  at  this  meeting.  Thus  far 
I do  not  know  that  any  special  recommendations 
have  been  made. 
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Pain  Relief  in  Normal  Labor  and  Operative 
Obstetrics" 

ROBERT  M.  GRIER,  M.  D. 

Evanston,  Illinois 


The  subject  which  has  been  assigned  to  me 
is  one  which  could  hardly  be  covered  thor- 
oughly in  the  time  at  my  disposal.  I shall 
therefore  limit  myself  to  a consideration  of 
the  methods  of  obstetric  amnesia,  analgesia 
and  anaesthesia  with  which  I have  had  per- 
sonal experience,  and  which  are  now  being 
employed  by  the  staff  of  the  Evanston  Hos- 
pital. It  is  unfortunate  that  as  yet  no  single 
agent  has  been  found  which  is  adaptable  to 
all  stages  of  labor  and  to  all  types  of  obste- 
tric procedures.  It  is  therefore  necessary  to 
determine  first  what  is  to  be  accomplished 
by  the  medication,  and  then,  to  select  the 
drug  or  drugs  best  suited  to  the  particular 
needs. 

In  the  first  stage  of  labor  we  are  inter- 
ested in  producing  analgesia  and  amnesia 
without,  at  the  same  time,  diminishing  the 
contractile  force  of  the  uterus,  or  producing 
significant  narcosis  of  the  fetus.  Our  exper- 
ience with  pentobarbital  sodium  has  led  us 
to  the  conclusion  that  this  drug  is  well  suited 
to  these  demands.  It  is  difficult  to  evaluate 
the  amnesia  which  it  produces,  as  frequently 
the  patients  seem  fully  cognizant  of  what  is 
going  on ; the  next  day,  however,  they  recol- 
lect but  a few  irrevelant  incidents,  such  as 
being  lifted  onto  a cart  or  having  a mask 
placed  over  the  face.  Concerning  the  con- 
tractile force  of  the  uterus,  there  are  no  re- 
ports in  the  literature  which  indicate  a long- 
er labor  after  the  use  of  this  drug;  on  the 
contrary  there  are  several  authors  who  be- 
lieve the  labors  are  shortened.  Often  the 
frequency  of  the  pains  is  less  during  the  first 
hour  after  it  is  given  but  progress  is  not  de- 
layed. In  regard  to  fetal  narcosis,  we  have 
found  that  in  many  instances  spontaneous 
breathing  begins  somewhat  more  slowly ; 
however,  full  term  babies  are  readily  aroused 
by  the  simple,  common  procedures. 

There  are  certain  contraindications  to  the 
use  of  this  drug  which  should  be  mentioned 
at  the  outset.  These  include : 

1.  Premature  labor,  before  the  37th  week. 
I have  mentioned  the  tendency  toward  drow- 
siness which  these  babies  have.  We  believe 
that  these  infants  need  all  the  vitality  which 
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they  have  in  order  to  overcome  the  handicap 
of  premature  birth,  and  should  not  be  sub- 
jected to  further  respiratory  depression 
through  the  use  of  pentobarbital. 

2.  Maternal  cardiac  weakness  with  actual 
or  threatened  decompensation.  About  15% 
of  women  become  quite  restless  and  struggle. 
Such  exertion  is  too  much  for  weak  hearts. 

3.  Pre-eclamptic  toxemia.  Pentobarbital 
is  eliminated  mrough  the  liver  and  there- 
fore adds  iurtner  work  to  an  already  over- 
taxed organ. 

4.  Acute  respiratory  disease.  The  respir- 
atory depression  which  pentobarbital  causes 
is  especially  undesirable  in  the  presence  of 
acute  pulmonary  disease. 

5.  Inadequate  special  nursing.  Restless- 
ness is  frequently  severe  enough  to  warrant 
the  constant  attendance  of  a special  nurse. 
Where  this  is  impractical  we  feel  that  it  is 
wiser  to  employ  some  other  analgesic  agent. 

6.  Precipitate  labors.  Many  multiparous 
women  enter  the  hospital  with  the  first 
stage  of  labor  almost  complete.  In  these  wo- 
men the  drug  is  not  used  as  the  need  for  a 
first  stage  analgesic  agent  is  no  longer  pres- 
ent. Also,  when  it  is  probable  that  delivery 
will  follow  within  an  hour  after  the  adminis- 
tration of  an  enema,  we  prefer  not  to  use 
pentobarbital,  but  to  wait  until  the  first 
stage  is  complete  and  then  to  administer  ap- 
propriate inhalation  analgesia  during  the  sec- 
ond stage. 

7.  As  a further  contraindication,  it  should 
be  mentioned  that  some  patients  prefer  to 
experience  labor  while  they  are  fully  con- 
scious. However,  this  group  is  comparative- 
ly small  and  does  not  concern  us  in  this  dis- 
cussion. 

The  procedure  which  we  follow  for  the  ad- 
ministration of  pentobarbital  is  that  which 
was  originally  recommended  by  Dr.  Fred- 
erick C.  Irving  of  the  Boston  Lying-In  Hos- 
pital. As  soon  as  the  patient  is  definitely 
in  labor  and  showing  signs  of  progress,  as 
increasing  effacement  and  dilatation,  she  is 
given  6 or  7x/2  grains  of  sodium  pentobarbi- 
tal, depending  upon  her  weight.  Small  wo- 
men under  115  pounds  may  have  excellent 
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results  with  6 grains,  whereas  large  women 
over  150  pounds  usually  require  Ty2  grains 
or  more.  Occasionally  a good  result  may  be 
obtained  with  as  little  as  3 grains;  but  too 
often  the  first  stage  of  labor  is  practically 
complete  before  the  attendant  realizes  that 
more  of  the  drug  is  needed.  In  general,  our 
results  with  the  larger  doses  are  far  more 
satisfactory.  Furthermore,  an  adequate 
early  dose  produces  the  desired  effect  more 
quickly  and  certainly. 

There  is  less  restlessness  and  excitement 
if  the  drug  is  given  before  rapid,  hard  pains 
develop,  just  as  with  general  anaesthesia  the 
excitement  stage  is  more  pronounced  if  the 
anaesthetic  is  administered  at  a time  when 
the  patient  is  suffering  severely.  The  pento- 
barbital is  administered  in  four  or  five  ll/> 
grain  capsules,  perforated  at  the  ends  to 
hasten  absorption.  At  the  same  time  a sin- 
gle dose  of  1/150  grain  of  scopolamine  is 
given  hypodermically.  Twenty  to  thirty 
minutes  later  20  grains  of  bicarbonate  of 
soda  is  given,  as  the  drug  is  better  absorbed 
in  a stomach  secretion  which  is  not  too 
strongly  acid.  A full  stomach  delays  absorp- 
tion; therefore  patients  should  be  warned 
not  to  eat  at  home  when  labor  is  threatening. 

We  have  found  it  useless  to  supplement 
the  original  dose  of  7*/2  grains  to  quiet  rest- 
lessness. The  more  obstreperous  the  patient, 
the  more  certain  we  are  that  she  is  receiving 
sufficient  amnesia  and  analgesia.  We  practi- 
cally never  give  more  than  the  original  dose 
of  scopolamine.  We  think  this  drug  aids 
greatly  in  obtaining  amnesia,  but  also  makes 
for  more  excitement.  We  have  attempted 
the  use  of  sodium  pentobarbital  alone,  but 
have  found  that  the  amnesia  was  too  fre- 
quently unsatisfactory. 

The  patient  usually  does  not  awaken  for 
about  six  hours  after  the  initial  dose,  in 
which  time  in  most  instances  delivery  has  al- 
ready occurred,  and  she  has  been  returned  to 
her  room.  However,  if  after  three  or  four 
hours  the  patient  has  not  delivered,  and  she 
seems  to  be  regaining  consciousness,  we  do 
not  hesitate  to  administer  another  capsule  of 
11/2  grains. 

The  response  to  the  drug  varies  in  differ- 
ent women,  some  are  apparently  sound  asleep 
in  five  to  ten  minutes,  others  remaining 
awake  for  as  long  as  thirty  minutes  or  more. 
A small  number  of  women  will  vomit  prompt- 
ly after  the  administration  of  pentobarbital. 
Many  of  these  have  eaten  directly  before 


coming  to  the  hospital;  apparently  a full 
stomach  predisposes  toward  intolerance  for 
the  capsules.  In  the  event  of  vomiting,  fur- 
ther medication  is  a matter  of  judgment,  as 
it  is  impossible  to  determine  how  much  of 
the  drug  has  been  returned  with  the  emesis. 
We  have  inserted  capsules  into  the  rectum 
when  nausea  and  vomiting  have  persisted, 
but  the  result  is  uncertain. 

Sodium  pentobarbital  and  scopolamine  are 
essentially  used  for  their  effects  in  the  first 
stage  of  labor,  but  when  a good  result  has 
been  obtained  in  this  period,  and  continues 
into  the  second  stage,  there  seems  to  be  no 
delay  in  descent  and  rotation,  which  often 
occurs  with  surprising  ease  even  without 
voluntary  effort  on  the  part  of  the  patient. 
That  the  last  bit  of  dilatation  without  medi- 
cation is  usually  attended  by  severe  pain  we 
all  know.  The  frantic  agony  accompanying 
this  is  usually  absent  when  under  the  influ- 
ence of  pentobarbital.  Attendants  must 
watch  the  patient  diligently  in  the  second 
stage,  as  the  head  may  descend  to  the  peri- 
neum and  bulging  occur  without  any  appar- 
ent change  in  the  mother’s  actions.  Further, 
near  the  completion  of  dilatation,  we  usually 
do  not  see  the  uncontrollable  desire  to  bear 
down,  with  resultant  tearing  of  the  cervix. 
It  is  at  this  point  that  “masterful  inactivity” 
is  the  most  desirable  treatment ; and  yet  it  is 
frequently  the  point  where  without  medica- 
tion the  beseeching  cries  of  the  woman  are 
apt  to  influence  an  anxious  physician  to  in- 
tervene when  he  should  be  practicing  watch- 
ful expectancy. 

It  is  true  that  when  voluntary  efforts  are 
desirable  after  complete  dilatation  they  are 
not  as  often  forthcoming  as  the  physician 
would  desire.  However,  we  have  found  the 
actual  time  consumed  in  bringing  the  head 
onto  the  perineum  is  not  increased,  but  is 
shorter.  In  posterior  positions  where  a longer 
second  stage  is  to  be  expected,  we  find  no 
more  failure  in  the  mechanism  of  sponta- 
neous anterior  rotation,  but  on  the  contrary 
it  is  accomplished  more  readily.  A good  per- 
centage of  our  women,  especially  multiparae, 
deliver  spontaneously  after  pentobarbital  and 
a much  larger  number  could  if  we  would  let 
them.  However,  we  do  episiotomies  on  prac- 
tically all  of  our  primiparae,  when  the  head 
has  reached  the  perineum  and  bulging  oc- 
curs. Labor  is  then  terminated  with  outlet 
forceps.  For  these  procedures  we  find  it 
preferable  to  have  the  patient  relaxed,  so  we 
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resort  to  ethylene  for  anaesthesia.  I will  dis- 
cuss this  later. 

The  third  stage  of  labor  has  not  proved 
more  difficult  to  manage  since  the  use  of 
sodium  pentobarbital.  Uterine  contractions 
and  separation  of  the  placenta  are  accom- 
plished as  readily  as  without  it.  We  have  not 
encountered  any  increase  in  postpartum  hem- 
orrhage. 

Before  concluding  the  discussion  of  the  use 
of  pentobarbital  sodium  I would  like  to  men- 
tion a few  points  in  the  management  of  these 
patients.  We  expect  about  15%  to  be  quite 
restless  and  are  prepared  to  meet  it.  We  in- 
sist that  all  private  patients  have  special 
nurses,  and  preferably  one  who  has  had  prac- 
tice in  handling  these  women.  An  inexperi- 
enced nurse  will  do  more  harm  than  good. 
Too  much  restraint  only  aggravates  the  pa- 
tient and  causes  her  to  struggle  and  fight. 
We  find  labor  beds  with  padded  sides  very 
helpful.  The  patient  can  be  allowed  more 
freedom  with  less  danger  of  injuring  herself. 

The  room  should  be  darkened  and  noises 
avoided,  especially  when  the  drug  is  first  ad- 
ministered. This  assures  quicker  and  more 
profound  sleep.  Rectal  examinations  should 
be  avoided  for  at  least  half  an  hour.  Most 
women  will  go  to  sleep  within  fifteen  min- 
utes. We  think  it  unwise  to  administer  other 
medication  to  quiet  the  patient.  Morphine 
sulphate  in  addition  to  pentobarbital  and 
scopolamine  is  detrimental  to  the  best  inter- 
ests of  the  baby.  Rectal  ether  has  been  rec- 
ommended for  this  purpose  but  we  have  used 
it  very  little  for  the  same  reason.  We  would 
rather  struggle  with  an  excited  patient  than 
employ  too  many  drugs.  It  is  better  to  have 
a failure. 

Many  women  repeatedly  express  the  de- 
sire to  void,  even  though  they  have  just 
voided.  This  can  be  laid  to  the  incoherence 
which  is  common  to  all.  The  bladder  should 
be  watched  for  distention  and  if  the  patient 
does  not  void  spontaneously  she  should  be 
catheterized.  It  is  surprising  how  easy  it  is 
to  allow  them  to  use  a commode  avoiding 
this  necessity.  The  chief  unfavorable  effect 
in  the  use  of  sodium  pentobarbital  has  been 
described  as  the  effect  on  the  baby.  This  is 
essentially  a drowsiness.  To  the  inexperi- 
enced attendant  this  might  be  alarming.  The 
babies  are  slow  in  beginning  spontaneous 
respirations,  however  in  full  term  babies  this 
can  easily  be  overcome  by  the  very  simple 


methods  commonly  employed.  In  the  past 
two  and  one-half  years  we  have  kept  a rec- 
ord of  the  number  of  babies  requiring  more 
than  the  simple  procedures.  When  the  moth- 
er had  received  sodium  pentobarbital  it  was 
thought  necessary  in  13.7%.  When  not  used 
it  was  apparently  needed  in  10.2%.  This  is 
a very  negligible  difference  and  it  is  easy  to 
assume  that  the  attendants  were  unduly  ap- 
prehensive. Actually  our  fetal  mortality  rec- 
ord is  better  than  before  its  use,  not  with- 
standing our  increase  in  low  forceps  deliver- 
ies. We  do  not  maintain  that  our  fetal  mor- 
tality rate  is  better  because  of  nembutal,  but 
think  that  our  staff  has  improved  its  obste- 
tric technic  and  judgment.  Our  pediatri- 
cians do  not  decry  its  use,  even  though  they 
have  been  asked  to  watch  carefully  for  harm- 
ful effects  on  the  babies. 

The  injudicious  use  of  the  drug  is  silly. 
For  example,  if  given  before  labor  is  defi- 
nitely started,  pains  will  cease.  If  given  too 
late  in  labor  analgesia  and  amnesia  will  not 
be  successful.  Too  small  a dose  will  be  un- 
successful more  often  than  not.  The  use  of 
additional  dosage  to  allay  restlessness  is  fu- 
tile. 

We  have  already  discussed  the  manage- 
ment of  patients  in  the  second  stage  who 
have  received  sodium  pentobarbital.  There 
are  times  when  this  cannot  be  used  as  previ- 
ously stated.  However,  in  the  second  stage, 
with  or  without  it,  we  always  have  available 
trained  nurse  anaesthetists  who  can  effi- 
ciently administer  nitrous  oxide  and  oxygen 
or  ethylene  and  oxygen  for  this  purpose. 
These  gases  are  used  for  analgesia  whenever 
the  physician  thinks  they  are  indicated ; 
sometimes  to  control  a very  restless  patient, 
especially  while  draping  and  preparing  her 
for  delivery  or  when  no  medication  has  been 
used.  When  it  becomes  necessary  to  do  an 
episiotomy  and  outlet  or  low  forceps  the  an- 
aesthetist has  only  to  increase  the  ratio  of 
gas  over  oxygen  sufficient  to  produce  ade- 
quate anaesthesia. 

When  more  relaxation  is  indicated,  as  in 
manual  rotation  of  a posterior  occiput,  mid 
forceps,  breech  extraction  or  version,  we 
change  to  drop  ether.  In  these  situations 
one  needs  deeper  anaesthesia  than  ethylene 
will  produce.  In  case  of  contraction  ring  the 
subcutaneous  injection  of  5 minims  of  adren- 
alin chloride  produces  relaxation  sufficient 
to  perform  the  above  procedures.  As  soon 
as  the  necessity  for  this  amount  of  relaxa- 
tion is  over  the  anaesthetist  can  return  to 
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ethylene.  Usually  drop  ether  is  not  neces- 
sary for  longer  than  ten  minutes. 

In  the  absence  of  pre-eclamptic  toxemia 
and  certain  cardiac  or  respiratory  complica- 
tions ethylene  is  employed  for  Caesarian  sec- 
tions. In  the  presence  of  these  conditions, 
especially  pre-eclamptic  toxemia,  where  a 
general  anaesthetic  might  be  harmful  to  the 
mother,  we  have  found  local  infiltration  an- 
aesthesia with  novocaine  satisfactory.  A 
long  needle  is  attached  by  two-way  tubing  to 
a vessel  containing  novocaine  and  a 20  cc. 
Luer  syringe.  By  clamping  this  tubing  at 
the  proper  place  the  syringe  may  be  filled  or 
emptied  during  infiltration  at  will  without 
removing  the  syringe  from  the  needle.  The 
novocaine  is  injected  one  layer  at  a time, 
namely,  skin,  fascia  and  muscle  and  peri- 
toneum. The  visceral  peritoneum  must  be 
infiltrated  quite  far  laterally  as  the  patients 
complain  of  pain  at  this  location  more  than 


one  would  believe.  If,  in  the  course  of  the 
operation,  pain  is  noted,  more  infiltration 
should  be  instituted.  Some  patients  are  too 
excitable  to  allow  completion  of  the  opera- 
tion without  resort  to  ethylene.  This  is 
usually  while  the  baby  is  being  extracted. 
After  this  it  may  be  discontinued.  The  use 
of  nembutal  might  prevent  the  use  of  local 
anaesthesia  because  of  the  lack  of  co-opera- 
tion on  the  part  of  the  patient,  which  is  very 
essential. 

We  have  used  spinal  anaesthesia  but  once 
and  this  was  for  a Caesarian  section.  The 
result  was  very  satisfactory.  Nevertheless 
we  think  the  technic  required  is  too  involved 
and  is  far  from  fool  proof.  Local  novocaine 
infiltration  of  the  perineum  for  an  episioto- 
my  and  even  an  outlet  forceps  is  compara- 
tively easy.  It  has  been  used  by  us  in  cases 
of  acute  respiratory  infection,  with  much 
satisfaction. 


A satisfactory  solution  to  the  problem  of 
medical  service  requires  the  development  of 
cooperative  plans  between  the  medical  pro- 
fession and  official  health  agencies.  I.  C. 
Riggin,  M.  D.,  Richmond,  Va.,  declares  in  a 
paper  on  “The  Expansion  of  Functions  and 
Responsibilities  of  Health  Departments,”  in 
The  Journal  of  the  American  Medical  Asso- 
ciation for  July  22. 

“While  public  health  is  preventive,”  he 
maintains,  “and  the  practice  of  medicine  by 
the  general  practitioner  as  well  as  by  many 
of  the  specialists  is  of  necessity  both  pre- 
ventive and  curative,  there  is  no  reason  why 
the  practice  of  private  medicine  and  public 
health  should  not  go  forward  without  diver- 
gence of  thought  and  opinion  and  through 
proper  coordination  of  efforts,  develop  and 
render  more  and  better  service  to  all  con- 
cerned.” 

Changes  in  economic  conditions  in  the 
country  during  the  past  several  years  have 
presented  new  problems  both  to  the  medical 
profession  and  to  public  health  departments, 
Dr.  Riggin  observes.  “There  have  been 
added  responsibilities  of  the  health  depart- 
ments in  relation  to  certain  diseases  and  crip- 
pling conditions,”  he  says.  “It  is  an  indis- 
putable fact  that  many  of  these  diseases  or 
conditions  are  of  long  duration,  and  many  of 
those  suffering  from  such  diseases  or  condi- 


tions are  unable  to  provide  for  themselves 
needed  medical  care  and  hospitalization. 

“With  the  knowledge  of  the  public  con- 
cerning such  diseases  and  conditions  and 
with  the  death  rates  of  certain  diseases 
steadily  increasing,  it  has  been  necessary  for 
the  functions  of  the  health  departments  to 
be  expanded  in  many  instances  in  an  effort 
to  meet  this  need.  Certain  diseases,  such  as 
cancer  and  heart  disease,  have  steadily  in- 
creased as  a cause  of  death,  and  the  health 
departments  are  receiving  requests  not  only 
to  furnish  information  and  education  which 
would  lead  to  early  diagnosis  but  even  to 
provide  facilities  for  treatment  and  care  in 
cooperation  with  the  medical  profession. 

“These  added  functions  and  responsibili- 
ties of  health  departments  can  properly  and 
successfully  be  carried  out  in  the  many  fields 
which  must  be  undertaken  only  with  the  co- 
ordination and  correlation  of  the  activities 
of  those  engaged  in  preventive  medicine,  in- 
dustrial medicine  and  public  health.  The 
physician  will  continue  to  perform  his  duty 
to  humanity  as  far  as  he  is  able  to  do  so,  but 
the  care  of  the  indigent  sick  is  a responsibil- 
ity which  the  physician  cannot  carry  alone, 
and  it  is  not  his  place  to  assume  this  respon- 
sibility without  just  compensation  for  his 
services.” 


New  and  Effective  Support  for  Joints* 

W.  L.  SUCHA,  M.  D. 

Professor  Orthopedic  Surgery,  Creighton  University  School  of  Medicine 

Omaha,  Nebr. 


The  problem  of  protecting  the  weak  and 
previously  injured  joints  of  athletes,  parti- 
cularly knees,  ankles,  and  shoulders  has  for 
years  been  a constant  worry  to  every  coach 
in  the  country.  The  team  physician  and  con- 
sulting orthopedic  surgeon  have  been  driven 
to  distraction  by  the  coaches,  sports  writers, 
alumni,  and  the  athletes  themselves,  seeking 
some  means  whereby  these  boys  can  return 
to  the  game  with  sufficient  protection  to 


Fig.  I A 


shield  these  joints  and  yet  allow  the  neces- 
sary mobility  for  successful  participation. 
Added  to  this  group  of  athletes  are  many 
compensation  cases  who  have  suffered  simi- 
lar injuries  and  who  find  it  difficult  to  re- 
turn to  their  regular  duties  because  of  a feel- 
ing of  instability  in  a knee  or  ankle.  Yet 
their  employers  have  no  place  for  them  ex- 
cept in  their  regular  full  duty  capacity.  Ad- 
hesive tape,  which  has  been  our  recourse  in 
these  cases  for  many  years,  has  been  unsatis- 
factory. It  can  only  support  the  patient’s 


joint  at  the  expense  of  sacrificing  mobility. 
After  many  years  of  discouragement  with 
these  joints  I conceived  the  idea  of  capital- 
izing on  Becton  Dickinson  traction  adhesive 
by  interposing  a piece  of  rubber  between  two 
pieces  of  heavy  outing  flannel,  with  the  Bec- 
ton Dickinson  traction  adhesive  to  anchor 
the  ends  to  the  skin  and  stretch  the  rubber 
across  the  weakened  joint  for  support,  there- 
by obtaining  support  of  any  strength  de- 
sired and  still  permitting  a full  range  of  mo- 
tion. 

The  protector  is  made  by  sewing  a piece  of 
12-ounce  outing  flannel  to  either  end  of  a 
piece  of  bicycle  inner  tube,  the  outing  flannel 


Fig.  I B 


being  cut  in  strips  five  inches  wide,  the  an- 
chor pieces  cut  seven  inches  long  giving  one 
thirty-five  square  inches  of  traction  area. 
The  piece  of  rubber  ranges  from  two  and 
one-half  to  four  inches  in  width  depending 
on  the  size  of  the  joint  to  be  protected.  (Fig- 
ure 1 A.) 
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For  stabilizing-  the  ankle  one  uses  three 
pieces  of  outing  flannel  and  two  pieces  of 
rubber.  (Figure  1 B. ) With  the  aid  of  this 
type  of  protection  I kept  three  boys  in  every 
football  game  Creighton  University  played 
during  the  past  season.  One  of  them  would 
have  missed  all  three  of  the  games  that  fol- 
lowed his  knee  injury.  The  other  two  would 
have  missed  at  least  three  games  each.  The 
boys  who  required  ankle  taping,  for  the  sake 


Fig.  II  A 


of  reinforcement  or  protection,  found  this 
type  of  protection  far  superior  to  the  previ- 
ous method  of  taping  with  adhesive,  in  that 
they  had  full  protection  and  no  limitation  of 
motion.  We  had  on  our  squad  two  boys  who 
were  practically  useless  on  account  of  habi- 
tual dislocating  shoulders,  which  made  it  im- 
possible to  depend  on  their  staying  in  the 
game.  Both  of  them  played  the  last  five 
games  of  the  season  without  mishap.  Three 
games  played  before  this  protection  was  ap- 
plied, had  resulted  in  three  dislocated  shoul- 
ders for  these  two  boys. 

The  technique  of  application  is  simple. 
Protection  of  the  medial  lateral  ligaments  of 
the  knee,  for  instance,  where  weakness  from 
trauma  is  our  most  frequent  and  most  an- 
noying problem  in  athletes,  is  accomplished 


by  first  painting  the  anterior  and  medial 
surfaces  of  the  thigh  with  Becton  Dickinson 
traction  adhesive,  placing  the  outing  flannel 
ends  of  two  protectors,  as  illustrated  in  Fig- 
ure 2 A.  Wrap  the  thigh  with  an  Ace  band- 
age as  per  instructions  in  the  use  of  this 
traction  adhesive.  The  two  rubbers  are  then 
stretched  in  a crucial  manner  across  the  in- 
ner side  of  the  knee  after  first  painting  the 
lower  leg  with  the  Becton  Dickinson  traction 
adhesive.  And  the  two  lower  outing  flannel 
ends  stuck  to  the  lower  leg,  Figure  2 B. 
The  Ace  bandage  wrapping  is  then  continued 
down  to  cover  these  lower  outing  flannel 
strips,  or  better  yet,  a separate  Ace  bandage 
may  be  used.  The  patient  now  has  full  pro- 
tection to  his  medial  lateral  ligaments  and 


Fig.  II  B 


positively  no  interference  with  a full  range 
of  motion. 

In  the  case  of  an  ankle,  first  some  traction 
adhesive  is  painted  on  the  sole  of  the  foot ; 
the  middle  strip  of  outing  flannel  is  placed 
on  the  sole  of  the  foot;  the  lower  leg  is 
painted  on  both  sides;  the  two  rubbers  are 
then  stretched  and  the  two  ends  of  strips  of 
outing  flannel  are  stuck  to  the  leg  on  either 
side  and  wrapped  with  an  Ace  bandage.  This 
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protects  the  ankle  from  rocking  either  to  in- 
version or  eversion,  and  yet  interferes  in  no 
way  with  this  patient’s  running  speed. 

In  the  case  of  a shoulder  we  cause  the 
interposed  piece  of  rubber  to  serve  very 
much  the  same  purpose  that  the  posterior 
portion  of  the  deltoid  serves  after  a Clair- 
mont  operation.  The  first  outing  flannel 
strip  is  attached  to  the  side  and  back  of  the 
neck  with  adhesive  tape,  Figure  3 A.  It  is 
necessary  to  use  adhesive  tape  here  because 
the  Becton  Dickinson  traction  adhesive  re- 
quires a slight  pressure  be  maintained  on  the 
outing  flannel  with  an  Ace  bandage.  This 
would  be  impracticable  in  this  locality. 
Whereas  having  the  broad  back  to  tape  to, 
one  can  secure  the  necessary  anchorage  with 
adhesive.  A piece  of  silence  cloth  or  felt 


Fig.  in  A 


four  inches  wide  and  six  inches  long  is  then 
placed  in  the  axilla.  The  rubber  is  then 
stretched  across  the  anterior  capsule  of  the 
shoulder  joint  and  carried  back  behind  the 
axilla.  Care  must  be  exercised  at  this  point 
to  not  carry  this  end  too  high  on  the  back. 
To  do  so  would  encircle  the  axilla  too  far  and 
produce  pressure  on  the  axillary  vessels, 
with  resulting  numbness  in  the  arm.  Yet  it 
must  be  carried  high  enough  to  give  the 


humeral  head  some  protection  from  below. 
After  some  experimentation  we  found  that 
bringing  it  up  to  approximately  a right  angle 
to  the  spine  would  protect  the  shoulder  from 
dislocation,  and  not  produce  excessive  pres- 
sure on  the  axillary  vessels. 


“I  think  the  day  is  coming  when  we  shall 
stop  talking  about  ‘mental  disease’  and  ‘phy- 
sical disease’  because  I am  convinced  it  is  an 
artificial  and  wrongful  separation,”  C. 
Charles  Burlingame,  M.  D.,  Hartford,  Conn., 
declares  in  The  Journal  of  the  American 
Medical  Association  for  July  29. 

‘‘The  human  organism,”  he  continues,  “be- 
comes ill,  and  one  cannot  separate  the  human 
organism  into  separate  entities  any  more 
than  one  can  consider  him  apart  from  his  en- 
vironment. I say  the  distinction  is  an  artifi- 
cial one  because  it  was  thought  that  demen- 
tia paralytica  (a  chronic  disease  of  the  brain 
marked  by  progressive  loss  of  mental  and 
physical  power)  was  a ‘mental  disease’  and 
then  it  was  discovered  to  be  caused  by  the 
(syphilis)  spirochete.  Does  it  now  become  a 
physical  disease  with  mental  symptoms?  It 
may  be  demonstrated  that  there  is  scarcely 
a physical  disorder  that  does  not  have  its 
mental  concomitants — a carbuncle  on  a pa- 
tient’s neck  has  a definite  influence  on  his 
personality!  More  difficult  perhaps,  but  just 
as  logical  is  the  assumption  that  there  is  no 
so-called  mental  disease  that  does  not  have 
its  physical  concomitants  which  may  ulti- 
mately be  demonstrated. 

“And  when  that  artificial  distinction  be- 
tween mental  disease  and  physical  disease  is 
abolished  in  the  minds  of  physicians  gener- 
ally it  will  be  a good  thing  for  psychiatry 
and  it  will  be  a good  thing  for  the  internist. 
Psychiatry  can  well  profit  by  the  painstaking 
laboratory  research  of  physical  medicine,  and 
physical  medicine  can  in  turn  ingest  psychi- 
atry with  its  leavening  interpersonal  rela- 
tionship and  its  awareness  of  the  psychogen- 
ic factors  (those  originating  in  the  mind) 
which  are  present  in  practically  all  disease 
conditions.” 

Concluding  his  paper,  in  which  he  outlines 
the  history  of  psychiatry  from  its  origin 
shortly  before  the  World  War  to  date,  Dr. 
Burlingame  says:  “Meanwhile,  it  would  be 
well  for  general  practitioners  to  realize  that 
psychiatry  has  come  out  of  its  swaddling 
clothes  and  that  it  now  stands  mature,  young 
to  be  sure,  but  with  its  wild  oats  behind, 
ready  to  assist  by  definite  contributions  to 
the  art  and  science  of  healing.” 


The  Clinical  Recognition  and  Treatment  of  Thyroid  Deficiency 
States  and  Other  Disorders  of  Hypometabolism* 

JOHN  F.  GARDINER,  M.  D. 

Omaha 


The  study  of  hypometabolism  states  has 
an  intriguing  interest  both  to  the  laboratory 
investigator  and  the  practicing  clinician.  In- 
creasing knowledge  of  ductless  gland  behavi- 
or has  brought  to  light  a number  of  distinct 
glandular  syndromes,  associated  with  states 
of  hypometabolism.  For  many  years  hypo- 
metabolism was  synonymous  with  hypothy- 
roidism. While  underfunction  of  the  thyroid 
gland  is  the  most  frequent  cause  of  such 
states  and,  from  the  standpoint  of  specific 
therapy,  offers  the  most  gratifying  results 
to  the  practitioner,  yet  a vast  field  has  been 
opened  up  in  which  hypothyroidism  plays,  at 
the  most,  only  a minor  part  in  the  causation 
of  the  lowered  metabolism. 

It  is  fairly  well  established,  and  agreed  up.- 
on  by  most  authorities,  that  metabolism  lev- 
els from  0 to  -20  are  seldom  due  to  primary 
hypothyroidism,  and  that  the  response  to 
thyroid  therapy  alone  in  such  states  is  not  es- 
pecially gratifying.  Levels  from  -20  to  -45, 
when  associated  with  myxedema,  are  truly 
of  thyroid  origin  and  make  one  of  the  most 
satisfactory  responses  to  intelligent  medica- 
tion as  is  found  anywhere  in  the  field  of 
medicine. 

The  characteristic  symptoms  and  signs  of 
myxedema  are  well  known  to  the  modern 
practitioner,  and  are  discussed  with  clarity  in 
the  modern  text  book  of  medicine.  Unfor- 
tunately, despite  such  knowledge,  even  today 
the  classical  case  of  complete  myxedema  may 
escape  recognition.  This  delay  in  diagnosis 
is  usually  due  to  the  fact  a single  symptom  is 
so  dominant  as  to  prevent  recognition  of  the 
underlying  condition.  (1> 

Per  Hanssen  (Oslo)  reports  such  a case 
in  which  a woman  aged  51  years  was  admit- 
ed  to  a nursing  ward  in  April,  1929,  because 
of  ascites,  occasional  epigastric  pain,  de- 
creased appet  te,  and  listlessness.  Amenor- 
rhea had  been  present  since  1927.  She  re- 
mained in  the  nursing  home  for  many  years 
undergoing  157  paracenteses  for  the  removal 
of  ascitic  fluid.  In  June,  1937,  examination 
revealed  many  typical  signs  of  hypothyroid- 
ism, including  complete  absence  of  eyebrows, 
pubic  ard  axillary  hair,  dry  skin,  swelling 
around  the  eyes  and  lips,  slow  movements 

‘Read  before  Nebraska  State  Medical  Association.  Grand  Is- 
land, May  4,  1939. 


and  hoarse  voice.  Laboratory  examination 
confirmed  the  physical  findings  with  a mark- 
edly lowered  metabolic  rate,  increased  blood 
cholesterol,  and  increased  transverse  diam- 
eter of  the  heart.  Five  weeks  treatment 
with  thyroid  extract  caused  the  disappear- 
ance of  the  ascites,  with  a complete  change 
for  the  better.  After  five  months  therapy 
the  patient  had  apparently  returned  to  a pre- 
vious normal  status  which  a follow-up  exam- 
ination in  April  1938,  reaffirmed. 

Low  basal  metabolism  without  myxedema 
is  a common  observation  and  has  been  re- 
ported in  the  literature  by  various  writers. 
Boothby  and  Sadiford  from  the  Mayo  Clin- 
ic,(2)  in  summarizing  the  metabolism  data  of 
8,614  patients,  found  a basal  metabolism  be- 
low -15%  in  103  patients  who  had  no  disease 
of  the  thyroid. 

Thurman  and  Thompson (3)  in  an  excellent 
study  of  6,655  patients  of  all  types,  found 
1,255  (19%)  had  one  or  more  metabolic 
rates  below  -10%.  Reporting  on  a group  of 
196  patients  with  basal  metabolism  of  -10% 
to  -45%  below  the  average  normal,  but  with- 
out myxedema,  the  above  authors  came  to 
the  conclusion,  after  careful  study,  that  elev- 
en of  the  patients  could  be  considered  nor- 
mal ; that  in  thirteen  there  was  hypothyroid- 
ism without  myxedema,  and  that  the  remain- 
ing 172  patients  appeared  to  be  suffering 
from  various  pathologic  conditions,  but  not 
from  underfunction  of  the  thyroid  as  judged 
by  the  clinical  picture  and  the  response  to 
doses  of  desiccated  thyroid  sufficient  to 
maintain  the  basal  metabolism  at  a standard 
normal  level.  There  were  seventy-nine  in 
whom  nervousness,  worry,  and  e^se  of  fa- 
tigue were  the  outstanding  complaints ; twen- 
ty-one in  whom  scantiness  or  absence  of  men- 
struation was  the  outstanding  abnormality; 
and  seventy-two  who  suffered  from  various 
other  pathological  conditions,  such  as  starv- 
ation, pituitary  tumor,  and  muscular  atro- 
phy. 

A clinical  classification  of  states  associated 
with  lowered  metabolism  that  is  satisfactory 
for  purposes  of  therapy  is  usually  followed 
by  metabolic  clinics  and  is  divided  into:(4) 

1.  Primary  hypothyroidism  with  or  with- 
out myxedema. 
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2.  Secondary  hypothyroidism. 

(a)  Anterior  pituitary  lobe  failure 
(Frohlich’s  syndrone  and  Simmonds’  d i s- 
ease). 

(b)  Adrenal  cortex  failure  (Addison’s 
disease,  and  subclinical  states  adrenal  insuf- 
ficiency). 

3.  Miscellaneous  disorders. 

(a)  Malnutrition. 

(b)  Nephrosis. 

(c)  Anemias. 

(d)  Menstrual  disorders. 

(e)  Sterility  and  habitual  abortion. 

(f)  Vitamin  B deficiency  states  (chronic 
morphinism  and  chronic  alcoholism). 

(g)  Following  iodine  administration. 

(h)  Certain  diseases  of  the  nervous  sys- 
tem. 

(i)  Unclassified  disorders  such  as  chil- 
blains, dry  skin,  etc. 

Primary  hypothyroidism,  with  or  without 
myxedema  is  completely  cured  by  the  ad- 
ministration of  thyroid  extract,  providing 
medication  is  sufficient  and  permanent. 

Hypothyroid  states  without  myxedema 
may  offer  some  difficulty  in  recognition,  due 
to  an  indefinite  clinical  picture.  In  the  pres- 
ence of  some  of  the  characteristic  signs  and 
symptoms  of  hypothyroidism,  with  basal 
rates  of  -20  or  lower,  if  the  administration 
of  thyroid  extract  in  suitable  dosage  for  a 
sufficient  length  of  time  improves  the  clin- 
ical condition,  coincident  with  the  rise  in 
metabolism,  then  the  diagnosis  is  hypothy- 
roidism. 

In  hypothyroidism  secondary  to  other 
states,  the  administration  of  thyroid  extract 
will  improve  the  condition  up  to  a certain 
point  only.  It  is  a well  known  fact  that  hypo- 
pituitary  disorders  are  commonly  associated 
with  a lowered  metabolism. (5)  This  is  espe- 
cially true  of  Anterior  Pituitary  Lobe  dis- 
orders, as  the  integrity  of  this  lobe  is  regard- 
ed as  essential  for  normal  thyroid  function. 

In  the  treatment  of  Frohlich’s  syndrome  it 
is  usually  necessary,  with  our  present  frag- 
mentary knowledge  of  the  true  mechanism 
at  fault,  to  combine  a weight  reducing  diet 
with  thyroid  extract,  and  one  of  the  sex  hor- 
mones, viz. ; the  male  sex  hormone,  or  Prolon 
B,  from  the  urine  of  pregnant  women.  We 
may,  in  the  not  far  distant  future,  have  a 
single  pituitary  substance  which  will  correct 
the  hypogenitalism,  the  hypothyroidism,  and 
the  adiposity.  This  would  be  ideal  therapy. 

Similarly  with  Simmonds’  disease,  in  the 


absence  of  a single  potent  pituitary  prepara- 
tion, the  use  of  thyroid  extract,  plus  Prolon 
A and  B,  and  a hypernutrition  diet,  may 
temporarily  prolong  life. 

In  Addison’s  disease  and  borderline  clinical 
states  of  adrenal  insufficiency,  there  is  a dif- 
ference of  opinion  regarding  the  use  of  thy- 
roid extract:  Means(6)  stating  it  is  absolute- 
ly contraindicated  in  Addison’s  disease  and 
citing  a case  report  in  which  the  giving  of 
thyroid  extract  pushed  the  patient  into  an 
Addisonian  crisis.  On  the  other  hand,  Thomp- 
son* 7>  cites  a number  of  cases  of  Addison’s 
disease  that  were  benefited  by  thyroid  ex- 
tract and  is  of  the  opinion  that  it  may  be  of 
decided  benefit. 

In  starvation  and  severe  states  of  malnu- 
trition, contrary  to  popular  medical  thought, 
thyroid  administration  may  be  of  great  bene- 
fit to  such  patients.  The  severe  state  of 
malnutrition  often  alters  the  functions  of 
various  endocrine  glands,  including  the  An- 
terior Pituitary.  In  such  patients  thyroid 
extract  may  be  judiciously  used  as  evidenced 
from  many  case  reports  in  the  literature  and 
personal  observation. 

In  Nephrosis  the  results,  on  the  whole, 
have  been  disappointing  in  the  treatment  of 
the  lowered  metabolism  and  high  blood  cho- 
lesterol, with  thyroid  extract.  Its  use  is 
worth  trying  and,  occasionally,  with  excel- 
lent results.  Its  mechanism  in  such  cases  is 
not  exactly  known. 

In  miscellaneous  group  of  disorders  its  use 
is  empirical,  but  worthy  of  trial.  Extremely 
good  symptomatic  results  are  often  had. 

Hypometabolism  states,  in  general,  are  not 
improved  by  the  use  of  thyroid  extract  un- 
less they  fit  into  some  of  the  above  men- 
tioned syndromes.  If  in  doubt,  a trial  of 
thyroid  therapy  should  be  had.  Substances 
other  than  thyroid  extract  that  may  raise 
metabolism  are:  Dinitrophenol,  Dinitro- 

orthocresol,  Diiodothyronine  and  Epine- 
phrine. The  use  of  some  of  these  substances, 
such  as  Dinitrophenol,  is  not  without  danger. 

In  conclusion,  it  is  well  to  remember  that 
thyroid  extract  is  a potent  weapon  and  that 
in  beginning  its  use,  small  doses  are  best,  to 
be  raised  at  ten  day  intervals  until  the  mini- 
mal amount  that  will  maintain  normal  basal 
metabolism  is  estimated.  It  is  a specific 
agent  in  primary  hypothyroidism,  but  mere- 
ly an  auxiliary  in  secondary  hypothyroidism 
and  of  dubious  benefit  in  hypometabolism  of 
miscellaneous  origin. 

Bibliography  in  Reprints. 
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EDWARD  THOMPSON,  M.  D. 

From  the  Cardiac  Clinic  of  the  University  of  Nebraska 
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The  association  of  rheumatic  fever  with 
polyarthritis  has  long  been  known.  Since 
1888  we  have  understood  that  the  joint 
symptoms  are  related  to  the  cardiac  aspects 
of  the  disease.  However,  in  the  last  thirty 
years  the  relationship  of  tonsil  infection  and 
evidences  of  meningeal  irritation  have  been 
recognized  as  part  of  this  diffuse  disease 
process.  During  the  last  decade  more  pro- 
gress has  been  made  in  our  comprehension 
of  the  disease  than  at  any  other  period,  par- 
ticularly in  its  relationship  to  what  consti- 
tutes the  initial  infection  and  the  relation- 
ship to  developing  carditis.  Comprehensive 
studies  of  a large  group  of  school  children, 
such  as  the  studies  of  De  Graff  and  Roth(1> 
have  brought  this  out.  We  are  also  gradu- 
ally coming  to  realize  the  life  span  and  prog- 
nosis of  the  disease  in  its  various  forms. 
This  work  has  been  carefully  worked  out  by 
Bland  and  Jones(2>  as  well  as  other  eastern 
groups.  The  relationship  of  predisposing 
factors  such  as  climate,  social  status,  age, 
family  and  racial  incidence,  as  well  as  rela- 
tionship to  upper  respiratory  infections,  is 
now  generally  known  and  appreciated. 

Unfortunately  the  specific  etiology  of  the 
disease  is  not  clear.  The  clinical  studies  re- 
garding so  many  of  the  important  factors 
have  been  so  well  studied  that  the  relation- 
ship of  a “virus”  or  streptococcus  is  not 
readily  established  in  spite  of  many  attempts 
to  find  the  true  etiology.  The  recent  work 
of  Pauli  and  Coburn(3>  deserves  mention  in 
this  regard.  This  work  is  the  most  promis- 
ing of  all  studies  done  in  recent  years.  If 
confirmed,  it  will  give  us  a practical  diagnos- 
tic method  of  indicating  so-called  “rheumatic 
infection”  in  its  earliest  stages.  Briefly,  this 
study  demonstrates  the  presence  of  a secon- 
dary antigen  and  antibody  in  the  blood  serum 
of  humans  after  the  initial  infection.  It  con- 
firms the  clinical  hypothesis  that  there  is  a 
secondary  anaphylaxis  and  immunity  devel- 
oped by  succeeding  infections,  respiratory, 
polyarthritic,  and  otherwise.  It  is  hoped 
that  this  work  will  be  confirmed. 

•Read  before  the  Annual  Assembly  of  The  Nebraska  State 
Medical  Association  in  Grand  Island,  May  4,  1939. 


The  predisposing  factors  of  the  rheumatic 
state,  and  their  relationship  to  the  disease  in 
this  locality  are  of  interest  to  all  clinicians. 
The  racial,  familial  manifestations,  and  the 
social  aspects  of  the  disease  are  rather  con- 
stant in  all  parts  of  the  country.  The  geo- 
graphical and  climatological  aspects  are  vari- 
able as  well  as  significant.  The  disease  is 
one  of  the  temperate  zone  and  more  frequent 
in  the  so-called  Rheumatic  Belt,  the  southern 
boundary  of  which  is  the  Mason-Dixon  line. 
Many  widely  distributed  reports  on  the  inci- 
dence of  rheumatic  fever  and  its  more  seri- 
ous manifestation,  rheumatic  heart  disease, 
have  appeared  in  the  literature  during  the 
past  ten  years,  so  that  the  outlines  of  such 
a geographical  area  are  gradually  forming. 
Nebraska  is  geographically  in  this  area.  It 
has  a changeable  climate  as  well  as  rather 
severe  one  and  meets  the  requirements  of 
these  factors  for  a high  incidence  of  rheu- 
matic infection.  The  incidence  of  respira- 
tory infection  is  high  in  this  area.  Theoreti- 
cally, then,  Nebraska  should  be  in  the  Rheu- 
matic Belt. 

In  compiling  the  statistics  of  any  disease 
it  is  always  helpful  to  have  it  a reportable 
one.  Such  is  not  the  case  with  rheumatic 
fever.  In  spite  of  much  evidence  that  the 
disease  has  a familial  and  infectious  nature, 
the  Nebraska  State  Department  of  Health 
does  not  require  it  to  be  reported.  It  is 
therefore  impossible  to  determine  the  death 
rate  from  rheumatic  heart  disease  and  this 
fine  a differentiation  of  the  cause  of  death 
is  not  required  by  the  death  certificates. 
This  makes  the  study  of  such  a disease  an 
indirect  matter,  and  necessitates  study  of 
rheumatic  heart  disease,  the  latter  stage  of 
the  disease,  the  method  available  to  deter- 
mine the  incidence  of  the  disease  as  a whole. 
All  figures  given  in  this  study  were  obtained 
at  the  University  of  Nebraska  College  of 
Medicine.  This  is  advantageous  because  pa- 
tients are  admitted  from  all  parts  of  the 
state  in  a definite  ratio. 

Rheumatic  heart  disease  is  probably  as  dis- 
abling and  serious  a malady  as  tuberculosis 
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in  its  different  forms.  It  is  among  the  im- 
portant diseases  occurring  in  large  general 
hospitals  in  the  rheumatic  fever  belt,  as  well 
as  large  out-patient  clinics.  During  the  year 
1938,  the  University  Hospital  admitted  3500 
patients  of  all  types.  There  were  twenty 
cases  of  active  rheumatic  fever  admitted,  but 
there  were  one  hundred  and  twenty-five 
cases  of  rheumatic  heart  disease  in  which 
this  was  the  primary  diagnosis.  This  did 
not  include  those  cases  in  which  this  disease 
was  not  the  primary  diagnosis.  There  were 
twenty-five  cases  of  tuberculosis  admitted 
during  this  same  period.  In  the  out-patient 
department  there  are  two  special  clinics  for 
the  study  and  diagnosis  of  these  cases.  The 
tuberculosis  clinic  has  been  established  for 
twenty  years,  the  cardiac  clinic  for  three 
years.  Last  year  eighty-nine  visits  were 
made  to  the  tuberculosis  clinic  while  two 
hundred  and  eighty  were  made  to  the  cardiac 
clinic  and  at  least  30%  or  eighty-four  of 
these  were  patients  with  rheumatic  heart 
disease.  Rheumatic  heart  disease  is  at  least 
as  frequently  seen  at  the  University  Hospital 
as  tuberculosis. 

Comparative  studies  of  other  hospitals  is 
of  value.  Two  other  hospitals  were  used  in 
this  study:  Peter  Bent  Brigham  in  Boston, 
definitely  in  the  rheumatic  area,  and  Charity 
Hospital  of  New  Orleans,  definitely  out  of 
this  area.  Autopsy  statistics  were  used  as  a 
basis  of  comparison  over  a ten  year  period. 
Comparative  studies  on  the  clinical  incidence 
are  also  presented.  There  is  room  to  ques- 
tion these  as  there  is  less  agreement  on  clin- 
ical observations,  nevertheless,  there  is  a 
striking  parallel  in  frequency. 

INCIDENCE  OF  RHEUMATIC  FEVER 
(Autopsy  Percentage) 

Peter  Bent  Charity  University 

Brigham  - Boston  New  Orleans  Omaha 

4.67%  .23%  4.27% 

INCIDENCE  OF  MITRAL  STENOSIS 
(Autopsy  Percentage) 

3.89%  .08%  3.1% 

It  is  apparent  from  these  figures  that 
there  is  a high  incidence  of  rheumatic  heart 
disease  seen  at  the  University  Hospital.  Its 
incidence  is  approximately  the  same  as  Peter 
Bent  Brigham,  considered  to  be  in  the  heart 
of  the  rheumatic  belt. 

During  the  years  1930-35,  Dr.  Henske 
made  observations  in  an  out-patient  chil- 
dren’s heart  clinic  at  the  University.  Obser- 


vations in  eastern  clinics  show  .3%  to  3%  of 
all  children  examined  give  evidence  of  rheu- 
matic heart  disease.  Similar  studies  made 
here  in  relationship  to  actual  incidence  of  the 
disease  as  compared  to  admissions,  not  only 
to  the  pediatric  clinic,  but  also  to  the  chil- 
dren’s heart  clinic,  are  shown  in  the  follow- 
ing table. 

PEDIATRIC  HEART  CLINIC 
(1930-1935  Inclusive) 


Pediatric  admission 11,259 

Cases  in  clinic 764  or  6.8% 

Organic  Heart  Disease 269  or  2.4% 

Potential  Rheumatic  Heart  Disease 98  or  .8% 

Total  Rheumatic  Heart  Disease 3.0% 

As  seen  from  cardiac  clinics. 


The  figure  of  3%  of  all  children  admitted 
during  the  six  year  period  rates  as  high  as 
the  most  frequent  eastern  group  studies. 

The  degree  of  damage  done  by  rheumatic 
heart  disease  may  be  gauged  by  study  of  the 
functional  classification  as  outlined  in  the 
Criteria  for  Diagnosis  of  Heart  Disease. 
The  following  chart  illustrates  this  study  in 
relationship  to  the  age  incidence  of  the  two 
major  types  of  heart  disease  seen  in  the  ad- 
ult cardiac  clinic. 

FUNCTIONAL  CLASSIFICATION 
(Compared) 

Arteriosclerosis  Arteriosclerosis  Rheumatic 

with  Hypertension  Heart  Disease 


Age 

58.4 

57.7 

23.5 

Number 

25 

22 

53 

1. 

0 

0 

4 

2a. 

5 

4 

19 

2b. 

16 

14 

16 

3. 

3 

4 

4 

4. 

1 

0 

10 

It  is  easily  seen  that  rheumatic  heart  dis- 
ease causes  severe  heart  damage  from  this 
viewpoint  in  very  young  individuals.  The 
age  incidence  of  231/2  years  as  compared  to 
an  average  of  58  years,  with  the  majority 
of  cases  falling  into  the  brackets  where  there 
is  limitation  of  physical  activity,  is  of  serious 
significance. 

Not  only  is  this  true  of  a clinical  estimate 
such  as  the  functional  classification,  but  it 
can  also  be  demonstrated  by  definite  study 
such  as  Roentgen  evidence  of  enlargement  of 
the  heart.  This  is  illustrated  in  the  follow- 
ing chart. 

ENLARGEMENT  OF  THE  HEART 
Number  No.  in 

Enlarged  Clinic 

18  Arteriosclerosis  25 

22  Arteriosclerosis  with  Hypertension  22 

3 Arteriosclerosis  with  Emphysema  6 
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3 Arteriosclerosis  with  Thyroid  Disease  3 


8 Hypertension  (Essential)  8 

39  Rheumatic  Fever  53 

8 Congenital  8 

12  Syphilis  19 

2 Thyroid  Disease  2 


Evidence  is  presented  that  not  only  is  Ne- 
braska in  the  rheumatic  belt,  but  there  is 
also  a high  incidence  of  rheumatic  heart  dis- 
ease in  well-developed  form,  not  only  in  chil- 
dren, but  also  in  adults.  This  study  did  not 
include  any  of  the  so-called  subclinical  cases 
of  rheumatic  fever  or  rheumatic  heart  dis- 
ease. From  this  it  might  be  stated  that  if 
our  statistics  are  correct,  they  are  on  the 
conservative  side. 

CONCLUSIONS 

1.  Geographically  Nebraska  should  be  in 
the  area  of  high  incidence  of  rheumatic  fev- 
er. 

2.  Comparative  statistical  studies  that 
are  available  indicate  that  this  is  true. 

3.  Studies  on  the  frequency  of  rheumatic 
heart  disease  in  children  as  well  as  in  adults 
show7  a high  frequency  of  not  only  “rheumat- 
ic infection,”  but  advanced  rheumatic  heart 
disease. 

4.  The  form  of  rheumatic  heart  disease 
seen  in  this  area  is  similar  in  seriousness  of 
manifestation  to  eastern  groups. 

5.  Rheumatic  fever  and  rheumatic  heart 
disease  are  probably  as  frequent  as  tubercu- 
losis in  Nebraska  and  just  as  serious  in  their 
manifestations.  The  importance  of  this  dis- 
ease is  minimized  in  this  area. 
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DISCUSSION 

DR.  F.  LOWELL  DUNN,  (Omaha):  I think  Dr. 
Thompson  has  done  an  excellent  job  of  analyzing  a 
non-reported  disease.  He  knows  full  well  that  his 
figures  are  conservative  because  it  is  difficult  to  ob- 
tain information  on  the  subclinical  cases  and  yet  the 
subclinical  group  is  one  of  the  most  important  in 
the  prophylaxis  and  therapy  of  rheumatic  fever. 

It  will  be  a fine  thing  if  Dr.  Coburn’s  skin  test 
proves  to  be  of  value  in  recognizing  subclinical 
forms  of  rheumatic  fever.  We  place  a great  deal 
of  reliance  on  a rapid  sedimentation  rate.  I wish 
that  Dr.  Thompson  had  had  time  to  discuss  the  dif- 
ferences in  rheumatic  fever  as  we  see  it  in  Nebras- 
ka as  compared  with  some  urban  areas  where  mal- 
nutrition is  a serious  complicating  factor.  From  our 
limited  experience  rheumatic  fever  in  the  presence 
of  malnutrition  is  a much  more  serious  problem  that 
when  malnutrition  is  not  present.  Fortunately  mal- 
nutrition in  Nebraska  has  not  been  common  in  the 
cases  of  rheumatic  fever  that  we  have  seen. 

Certain  forms  of  therapy  are  showing  promise. 
Sutton  and  Dodge  have  reported  on  the  use  of  ty- 
phoid vaccine  and  the  past  three  years  Dr.  Simmons 
and  myself  have  been  studying  the  effects  of  fever 
therapy.  The  results  are  favorable.  We  are  now 
collecting  material  from  several  clinics  over  the 
country  for  an  exhibit  at  the  American  Medical  As- 
sociation and  are  finding  that  the  reults  in  general 
corroborate  those  that  we  have  obtained. 

There  have  been  many  organisms  suggested  as 
causative  factors  in  rheumatic  fever.  The  Rocke- 
feller Institute  for  Medical  Research  has  recently  re- 
ported on  a pleural-pneumonia  virus  which  from 
their  preliminary  studies  may  well  be  related  to 
rheumatic  fever.  The  identification  of  the  organism 
would  be  a great  help. 

I would  like  to  ask  Dr.  Thompson  whether  he 
thinks  the  high  incidence  of  rheumatic  fever  at  the 
Charity  Hospital  in  New  Orleans  had  to  do  with  the 
large  colored  population? 

DR.  THOMPSON,  (closing  discussion) : The  sta- 
tistics given  at  the  Charity  Hospital  are  interesting. 
They  ran  them  in  two  groups — the  white  and  the 
colored.  This  question  about  the  racial  incidence 
has  been  brought  out  by  watching  large  groups  of 
people  imported  from  the  South  American  countries. 
There  developed  no  manifestation  of  rheumatic 
heart  disease  in  that  group.  Probably  the  most  im- 
portant factor  is  the  warmth  and  the  supposedly  low 
incidence  of  respiratory  infections  in  that  area, 
rather  than  the  colored  population.  The  colored 
population,  as  we  see  it  here,  is  not  very  comparable 
to  that  area;  but  we  have  had  only  one  case  of  rheu- 
matic heart  disease  in  our  group  in  a colored  pa- 
tient. Theoretically,  the  incidence  should  be  low. 


Whether  a nearsighted  person  can  do  with- 
out glasses  all  the  time  depends  to  a great 
extent  on  his  temperament.  If  he  is  the 
highstrung  type  of  person  who  must  see 
clearly  all  the  time  and  who,  intentionally  or 
unintentionally,  squints  and  strains  to  see 
distinctly  without  his  glasses,  then  he  must 


wear  them  constantly.  If,  on  the  other 
hand,  he  is  an  amiable,  easygoing,  placid  or 
even  phlegmatic-  individual  who  accepts  blur- 
red vision  passively  as  the  price  he  pays  for 
going  without  glasses,  he  can  usually  use  his 
glasses  or  not  as  he  desires. — Hygeia,  The 
Health  Magazine. 


Diseases  of  the  Chest  From  the  Viewpoint 
of  the  Bronchoscopist* 

HERMAN  E.  KULLY,  M.  D. 

Omaha,  Nebraska 


The  usefulness  of  the  bronchoscope  as  an 
aid  in  the  diagnosis  and  treatment  of  dis- 
eases of  the  chest  has,  now  been  definitely 
established,  although  only  a short  space  of 
time  has  passed  since  Chevalier  Jackson  de- 
veloped the  distally  illuminated  broncho- 
scope. The  frequent  difficulty  encountered 
by  the  internist  in  interpreting  signs  and 
symptoms  referable  to  the  air  and  food 
passages  emphasizes  the  importance  of  di- 
rect inspection  as  a diagnostic  aid.  Broncho- 
scopy and  esophagoscopy  are  still  thought  of 
by  many  as  a means  of  foreign  body  removal, 
but  this  phase  now  occupies  only  a small  per- 
centage of  all  bronchoscopic  cases. 

Bronchoscopy  should  be  considered  early 
in  all  respiratory  conditions  where  there  is  a 
question  of  diagnosis.  The  diagnosis  of 
chronic  cough  or  bronchitis  may  temporar- 
ily satisfy  a patient,  but  if  the  condition  per- 
sists, this  diagnosis  is  an  inadequate  basis 
for  proper  treatment  and  prognosis. 

The  indications  in  which  the  value  of 
bronchoscopy  and  esophagoscopy  has  been 
demonstrated  may  be  briefly  enumerated  as 
follows : removal  of  foreign  bodies ; unex- 
plained expectoration  of  blood,  pus,  fibrinous 
casts  and  mucous ; unexplained  cough ; unex- 
plained dyspnea ; asthma ; bronchiectasis ; 
acute  abscesses,  especially  post-tonsillectomy 
and  post-anaesthetic;  atalectasis;  bronchial 
obstruction ; chronic  pulmonary  abscesses ; 
unresolved  pneumonia ; dysphagia ; cardio- 
spasm, strictures  of  the  esophagus ; removal 
of  secretion  in  tracheobronchial  diphtheria 
and  in  non-specific  laryngo-tracheitis. 

We  shall  discuss  only  a few  of  the  above 
conditions.  The  foreign  body  is  really  the 
first  diagnostic  possibility  to  be  excluded  in 
every  case  of  acute,  or  chronic  disease  of  the 
chest.  A negative  roentgenogram  does  not 
rule  out  the  presence  of  a foreign  body,  as 
will  be  demonstrated  on  the  accompanying 
lantern  slides.  The  most  serious  type  of 
foreign  body  is  the  vegetal  foreign  body  such 
as  peanuts,  nut  kernels,  beans,  watermelon 
seeds,  corn,  fruit  seeds,  etc.  A septic  bron- 
chitis which  is  rapidly  fatal  in  about  98  per 
cent  of  the  cases  is  the  result  of  inspiration 

♦Read  before  the  Omaha  Mid-West  Clinical  Society,  October 
26th,  1938. 
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of  this  type  of  foreign  body,  if  allowed  to 
remain.  It  may  be  well  to  point  out  to  the 
medical  profession  that  portions  of  instru- 
ments are  not  uncommon  foreign  bodies,  and 
that  teeth  may  be  inspired  during  operations 
about  the  throat.  Foreign  bodies  in  the 
esophagus  must  be  removed  through  the 
esophagoscope.  The  old  blind  instruments 
such  as  the  bougie  should  be  discarded  as  ob- 
solete. The  practice  of  inverting  a patient 
after  a foreign  body  has  been  aspirated  is  a 
dangerous  one,  since  the  foreign  body  may 
be  dislodged  and  come  to  lie  so  as  to  com- 
pletely obstruct  respiration. 

There  is  a diversity  of  opinion  about  the 
treatment  of  bronchiectasis  through  the 
bronschoscope.  Bronchiectasis  is  becoming 
a serious  problem  due  to  its  high  incidence 
and  morbidity.  The  proper  approach  is  from 
a prophylactic  viewpoint;  that  is,  properly 
recognizing  the  chronic  cough  and  pathologi- 
cal conditions  in  the  nasal  sinuses.  The 
proper  treatment  and  consideration  of  the 
cough  following  acute  infectious  diseases  in 
children  can  not  be  overemphasized.  All 
cases  of  bronchiectasis  should  have  a diag- 
nostic bronchoscopy.  There  may  be  a for- 
eign body,  a stricture,  thick  pus  or  granula- 
tion tissue  which  is  obstructing  free  drainage 
and  ventilation.  The  aspiration  of  thick  pus 
permits  ciliary  action,  thereby  facilitating 
better  drainage.  The  surgical  approach  is 
still  in  its  infancy,  and  can  never  be  applic- 
able to  bilateral  bronchiectasis.  The  fact 
that  many  of  our  cases  of  bronchiectasis 
present  themselves  for  repeated  aspirations 
is  some  testimony  as  to  the  value  of  this 
form  of  treatment. 

Many  cases  previously  diagnosed  as  post- 
operative pneumonia  are  in  reality  post-oper- 
ative atalectasis,  due  to  accumulated  secre- 
tions of  a tenacious  character.  Immediate 
aspiration  in  these  cases  is  very  striking. 
The  value  of  bronchoscopy  in  pulmonary  ab- 
scesses depends  upon  the  early  recognition 
and  treatment  of  the  cause.  It  has  been 
demonstrated  many  times  that  the  funda- 
mental etiologic  factor  in  all  suppurative  dis- 
eases of  the  lung  is  bronchial  or  bronchiolar 
obstruction.  So  long  as  free  drainage  and 
ventilation  are  maintained,  the  normal  de- 
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fensive  powers  of  the  lung  will  overcome  the 
infection.  In  abscesses  following  tonsillec- 
tomy, phenomenal  results  are  obtained. 

Bronchoscopy  has  proven  of  little  value  in 
bronchial  asthma.  It  should  be  utilized 
where  the  cause  has  not  been  established  to 
rule  out  conditions  that  may  simulate 
asthma. 

In  tuberculosis,  our  experience  has  been 
limited.  There  is  little  to  be  gained  in  the 
way  of  treatment  through  the  bronchoscope. 

Early  recognition  of  endobronchial  neo- 
plasm has  been  made  possible  by  the  de- 
velopment of  the  bronchoscope.  Early  rec- 
ognition of  the  symptoms  however,  is  neces- 
sary, if  any  progress  is  to  be  made  in  the 
treatment  of  malignancies  of  the  lung.  Prior 
to  bronchoscopy,  a positive  diagnosis  of  can- 
cer was  made  only  at  autopsy.  It  is  a de- 
plorable fact  that  cancer  of  the  lung  is  usual- 
ly treated  for  a considerable  time  under  an 
erroneous  diagnosis.  A chronic  cough,  un- 
explained hemoptysis,  signs  of  bronchial  ob- 
struction on  physical  examination  demand  an 
exploratory  bronchoscopy.  During  the  past 
year,  we  have  seen  four  cases  of  bronchio- 
genic  carcinoma,  and  all  were  treated  for 
other  conditions  before  referred  for  broncho- 
scopic  examination.  No  form  of  therapy  was 
of  any  avail.  With  thoracic  surgery  coming 
rapidly  to  the  front,  early  recognition  of  can- 
cer of  the  lung  will  result  in  many  complete 
cures.  Endobronchial  tumors  are  slow  grow- 
ing and  remain  localized  for  a relatively  long 
period  of  time.  With  the  aid  of  the  broncho- 


scope, we  can  easily  diagnose  this  condition 
in  the  early  stages  if  the  general  physician 
will  cooperate. 

The  esophagus  is  another  field  where  en- 
doscopic procedures  are  invaluable.  Foreign 
bodies  in  the  esophagus  have  been  discussed 
but  it  must  be  repeated  that  only  through 
the  esophagoscope  should  removal  be  at- 
tempted. Endo-esophageal  cancer  can  be  di- 
agnosed just  as  quickly  as  cancer  of  the  cer- 
vix, if  an  opportunity  for  esophagoscopy  is 
afforded  early.  The  mortality  is  practically 
one  hundred  per  cent.  But  as  long  as  the 
patient  is  allowed  to  drift  on  to  certain  death 
under  an  erroneous  inferential  diagnosis  of 
spasm  or  globus  hystericus,  just  so  long  will 
it  be  useless  to  try  to  lessen  the  mortality  of 
cancer  of  the  esophagus. 

Esophagoscopy  should  not  be  omitted  in 
the  case  of  any  patient  complaining  of  ab- 
normal sensation  in  swallowing,  unless  the 
cause  is  an  obvious  one.  Strictures  of  the 
esophagus  should  be  dilated  under  direct  vi- 
sion to  avoid  perforation  of  the  weakened 
wall  above  the  site  of  the  stricture. 

Bronchoscopy  and  esophagoscopy  afford 
us  a means  of  examining  many  conditions  in 
the  chest  by  direct  vision.  They  are  not  ex- 
ceptional, or  dangerous  procedures.  The 
medical  profession  should  recognize  the 
great  contribution  that  bronchoscopy  can  of- 
fer in  the  investigation  and  treatment  of  in- 
numerable diseased  conditions  in  the  chest 
cavities. 


That  sulfanilamide  may  eventually  prove 
of  value  in  the  treatment  of  tularemia  is  in- 
dicated in  the  report  of  one  case,  in  The  Jour- 
nal of  the  American  Medical  Association  for 
July  22,  so  treated  by  Walker  L.  Curtis,  M. 
D.,  College  Park,  Ga. 

Tularemia  is  generally  contracted  from  in- 
fected rabbits.  While  one  is  dressing  such 
rabbits  the  infection  can  easily  pass  into  his 
blood  stream  through  a scratch  or  abrasion 
of  the  skin. 

The  case  reported  by  Dr.  Curtis  occurred 
in  a middle-aged  woman  who  was  suffering 
from  chills,  fever,  nausea,  vomiting  and 
headache.  Her  condition  grew  steadily 
worse:  to  the  general  symptoms  were  added 
mild  pain  in  the  right  arm  and  more  severe 


pains  over  the  chest  and  right  upper  quarter 
of  the  abdomen ; she  became  weaker  and 
somewhat  irrational. 

“Two  days  after  the  administration  of  sul- 
fanilamide,” the  author  states,  “the  symp- 
toms of  tularemia,  severe  for  more  than  two 
weeks,  subsided  and  convalescence  has  been 
uneventful.  So  far  I have  found  no  report  of 
an  earlier  case  of  tularemia  successfully 
treated  with  sulfanilamide. 

“After  the  patient  had  recovered  she  re- 
called that  a week  before  she  became  ill  she 
had  taken  some  dressed  rabbits  from  salt 
water  and  wrapped  them  up.  The  nature  of 
her  occupation  was  such  that  she  often  had 
scratches  and  abrasions  of  her  hands.” 
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EDITORIAL 

LET  THE  SPEAKERS’  BUREAU 
ARRANGE  YOUR  PROGRAM 

September  generally  marks  the  resump- 
tion of  county  and  district  medical  society 
activities  following  a summer  lull  of  two  or 
three  months.  Many  societies  already  have 
a tentative  program  to  be  carried  on  for  the 
year.  Many  other  societies  do  not  make 
their  plans  until  immediately  before  the 
stated  meeting.  That  the  completed  program 
in  the  beginning  of  the  year  offers  advan- 
tages over  the  month-to-month  arrangement, 
there  is  no  doubt.  To  begin  with,  programs 
previously  arranged  give  the  essayist  a 
chance  to  prepare  a well-rounded,  compre- 
hensive discussion  of  the  subject  which  he 
has  chosen.  Speakers  like  to  feel  that  they 
come  well  prepared.  They  like  to  have  time 
in  which  to  gather  material  and  render  this 
material  acceptably  before  their  audience.  It 
is  a well  known  fact  that  attendance  at  meet- 
ings is  usually  directly  proportional  to  the 
interest  in  the  discussion  and  the  prepara- 
tion which  the  subject  had  received  prior  to 
delivery. 

Perhaps  some  secretaries  of  county  socie- 
ties are  unaware  of  the  fact  that  the  Speak- 


ers’ Bureau  of  the  Nebraska  State  Medical 
Association  is  now  equipped  to  help  individ- 
ual county  and  district  societies  in  the  prep- 
aration of  their  programs  for  the  year.  Some 
societies  have  already  taken  advantage  of 
this  service.  It  is  hoped  that  each  year  there 
will  be  an  increasing  number  of  these  organi- 
zations who  will  recognize  the  value  of  the 
tentative  program  completed  by  the  time 
these  units  begin  to  function  at  the  begin- 
ning of  the  year. 


RHEUMATIC  HEART  DISEASE 

Rheumatic  heart  disease  has  occupied  a 
secondary  role  during  the  last  two  decades. 
With  the  epoch-making  description  of  coro- 
nary occlusion  by  Herrick,  and  with  the  de- 
velopment of  electrocardiography,  diseases 
of  the  coronary  arteries  have  occupied  a stel- 
lar position.  The  clinical  picture  of  the  latter 
has  been  so  well  described  that  it  is  perhaps 
recognized  with  less  error  than  any  other 
disease  entity.  Even  the  laity  have  become 
coronary  artery  conscious.  The  suddenness 
with  which  it  strikes — one  day  an  active, 
energetic,  ambitious  individual  frequently  oc- 
cupying an  important  position,  the  next  day 
in  the  casket — furnishes  headlines  for  the 
newspapers.  So  it  is  small  wonder  that  the 
less  spectacular  rheumatic  heart  disease  has 
been  eclipsed.  In  the  latter  instance  it  has 
usually  been  known  by  the  individual’s 
friends  that  he  or  she  had  heart  disease  since 
childhood,  and  after  a long  period  of  illness 
the  individual  finally  dies.  The  friends  in- 
stead of  being  shocked,  justly  feel  that  the 
patient  has  been  relieved  of  a miserable  ex- 
istence. This  episode  simply  calls  for  an 
obituary,  and  not  for  headlines.  The  fanfare 
accorded  coronary  artery  disease  is  not  en- 
tirely warranted  by  the  circumstances.  This 
individual  has  lived,  usually  a reasonable 
span,  unaware  of  his  fate.  At  least  the  ma- 
jority attain  senesence.  Their  play  as  chil- 
dren, their  ambitions  as  young  individuals, 
their  achievements  as  adults,  have  been  un- 
hampered and  unless  struck  down  too  early 
are  spared  a long  period  of  invalidism.  Not 
so  with  rheumatic  heart  disease.  Childhood 
is  usually  blighted  with  poor  health.  The  de- 
velopment of  the  young  adult  life  is  curtailed 
by  restrictions  regarding  occupation,  mar- 
riage, etc.,  and,  after  marriage,  the  problem 
of  pregnancy.  Frequently,  with  the  period 
of  life  bringing  achievements,  invalidism  be- 
gins, and  life  often  terminates  with  broken 
hopes,  motherless  or  fatherless  children,  etc. 
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With  this  perspective  in  mind  it  seems  ur- 
gent that  the  prevention  and  care  of  rheu- 
matic heart  disease  be  again  emphasized. 
Prevention  obviously  is  closely  allied  with  the 
prevention  of  respiratory  and  rheumatic  in- 
fections. 

Better  standard  of  living  is  an  important 
factor.  The  medical  profession  must  learn 
to  properly  evaluate  the  apical  systolic  mur- 
mur. Levine’s  classification,  based  on  in- 
tensity, is  helpful.  The  attitude  of  branding 
every  individual  with  an  apical  systolic  mur- 
mur as  a cardiac  is  as  erroneous  as  to  pooh 
pooh  its  significance  altogether.  After  its 
presence  is  definitely  established  it  has  a 
similar  significance  as  a positive  Mantoux 
test.  As  the  latter  indicates  that  tubercu- 
lous infection  has  occurred  in  the  body,  the 
former  indicates  that  a cardiac  valvulitis  has 
occurred,  and  it  is  always  a liability,  but  in 
itself  does  not  always  signify  an  impending 
calamity. 

In  further  attacking  the  problem  of  rheu- 
matic heart  disease  a lesson  may  be  learned 
from  the  method  used  in  eradicating  tuber- 
culosis. Finding  cases  can  be  accomplished 
by  encouraging  pre-school  examinations  by 
the  family  physician.  Provision  for  neces- 
sary protection  in  school,  instruction  in  the 
care  at  home,  proper  choice  of  occupation, 
proper  placement  in  trade  or  industry,  should 
be  considered  in  helping  an  individual  de- 
velop himself  to  his  own  best  interest  and 
to  that  of  the  community. 

FREDERICK  W.  NIEHAUS,  M.  D„ 
Chairman  of  Committee  for  Cardiac 
and  Vascular  Diseases. 


A MESSAGE  FROM  OUR  PRESIDENT 

At  the  meeting  of  the  Committee  on  Pub- 
lic Health  and  Medical  Education  held  in 
Omaha  on  August  7,  it  was  most  gratifying 
to  see  the  splendid  outlines  and  suggestions 
for  proposed  activities  as  presented  by  the 
chairmen  of  all  the  committees. 

It  has  been  my  hope,  as  President  of  the 
Nebraska  State  Medical  Association,  to  in- 
augurate an  intensive  educational  campaign, 
both  to  the  physicians  and  the  public.  The 
physicians  first,  because  complete  coopera- 
tion in  the  proper  handling  of  medical  affairs 
is  most  important.  We  must,  as  physicians, 
continue  to  make  every  effort  in  giving  good 
care  to  the  indigent  patient.  This  class  is 
large  and,  apparently,  growing.  The  care  of 
the  indigent  is  essentially  an  economic  prob- 
lem which  will  require  the  combined  efforts 


of  our  best  minds  for  proper  solution.  The 
public  is  in  need  of  information  as  to  what 
the  free  and  untrampled  medical  profession 
in  America  has  accomplished  in  the  past, 
what  it  is  now  doing  and  what  the  future 
holds  for  further  advancement  in  the  care  of 
the  sick. 

The  various  committee  chairmen  will, 
through  the  central  office  and  the  Speakers’ 
Bureau,  be  provided  with  the  proper  publi- 
city through  the  column  on  “Medical  Facts,” 
which  is  printed  in  115  newspapers  in  Ne- 
braska, and  through  other  available  contacts 
and  channels.  The  medical  men  of  Nebraska 
should  prepare  themselves  and  show  a will- 
ingness to  appear  before  their  local  commun- 
ity clubs  with  a medical  educational  program. 
The  Speakers’  Bureau  and  the  central  office 
will  furnish  much  valuable  help. 

Your  President,  President-Elect,  and  Ex- 
ecutive Secretary  are  planning  to  make  of- 
ficial visits  to  as  many  medical  meetings  as 
is  possible  during  October  and  November.  If 
the  local  secretaries  and  presidents  will  keep 
the  executive  secretary  notified  as  early  as 
possible  of  pending  medical  meetings,  we  will 
try  to  fit  them  into  our  itinerary. 

It  is  only  by  whole-hearted  cooperation  be- 
tween the  local  county  officers,  the  member- 
ship, and  the  state  officers  that  our  medical 
profession  and  the  ideals  we  represent  can  go 
forward  to  a successful  conclusion.  Per- 
sonally, as  President,  I look  forward  to  mak- 
ing many  happy  contacts  with  the  medical 
men  of  the  state. 

A.  L.  MILLER. 


1767  North  Tamarind  Ave., 
Hollywood,  California, 

August  16,  1939. 

Mr.  M.  C.  Smith, 

Executive  Secretary 
Nebraska  State  Medical  Assn., 

Lincoln,  Nebr. 

Dear  Mr.  Smith: 

The  exquisite  “Distinguished  Service  Cer- 
tificate” from  the  Nebraska  State  Medical 
Association  reached  me  in  safety.  I realize 
that  this  important  event  naturally  would 
bring  forth  an  immediate  response.  In  my 
case  it  has  not  done  so.  The  fact  is  that  day 
after  day  I have  been  hoping  for  an  inspira- 
tion that  would  express  to  the  Association 
my  appreciation  of  this  honor.  After  the 
lapse  of  days  I find  I have  made  no  progress 
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toward  a suitable  reply.  So  I give  it  up.  I 
simply  want  to  say  that  I admire  greatly  the 
grace  and  artistic  beauty  of  the  certificate 
itself  and  deeply  appreciate  the  kindly  spirit 
which  prompted  the  gift. 

During  the  last  dozen  years  adverse  fates 
have  deprived  me  of  association  with  the  old- 
time  friends  in  the  profession.  This  has 
been  a severe  loss  to  me.  I can  assure  you 
that  the  constant  presence  before  my  eyes  of 
the  Certificate,  which  shall  for  me  stand  for 
our  State  Association,  will  do  me  a world  of 
good.  Will  you  please,  at  your  convenience, 
make  known  to  the  Association  my  apprecia- 
tion and  thanks. 

Sincerely  yours, 

W.  F.  MILROY. 


ANNOUNCEMENTS 


Examinations — American  Board  of 
Obstetrics  and  Gynecology 

The  next  written  examination  and  review 
of  case  histories  (Part  I)  for  Group  B candi- 
dates will  be  held  in  various  cities  of  the 
United  States  and  Canada  on  Saturday,  Jan- 
uary 6,  1940,  at  2:00  p.  m.  The  Board  an- 
nounces that  it  will  hold  only  one  Group  B, 
Part  I,  examination  this  year  prior  to  the 
final  general  examination  (Part  II),  instead 
of  two  as  in  former  years.  Candidates  who 
successfully  complete  the  Part  I examination 
proceed  automatically  to  the  Part  II  exami- 
nation held  in  June,  1940. 

Applications  for  admission  to  Group  B, 
Part  I,  examinations  must  be  on  file  in  the 
Secretary’s  office  not  later  than  October  4, 

1939. 

The  general  oral  and  pathological  examina- 
tions (Part  II)  for  all  candidates  (Groups  A 
and  B)  will  be  conducted  by  the  entire  Board, 
meeting  in  Atlantic  City,  N.  J.,  on  June  8, 
9,  10,  and  11,  1940,  immediately  prior  to  the 
annual  meeting  of  the  American  Medical  As- 
sociation in  New  York  City. 

Applications  for  admission  to  Group  A, 
Part  II  examinations  must  be  on  file  in  the 
Secretary’s  office  not  later  than  March  15, 

1940. 


The  Mississippi  Valley  Conference  on  Tu- 
berculosis and  the  Mississippi  Valley  Sana- 
torium Association  will  meet  in  Hotel  Fonte- 
nelle  September  20,  21,  22,  1939.  Physicians 
of  this  area  are  invited  to  attend.  An  elabor- 


ate program  has  been  prepared  that  will  be 
of  value  to  everyone  interested  in  tubercu- 
losis in  its  many  phases. 

Of  particular  interest  will  be  the  School 
Health  Education  conference  on  September 
20th.  In  this  conference  there  will  be  dis- 
cussed various  problems  in  health  education 
of  rural  and  urban  elementary  schools ; prob- 
lems of  nutrition  and  the  relation  of  health 
to  education  in  the  schools.  Dr.  W.  W.  Bauer, 
Director  of  the  Bureau  of  Health  Education 
of  the  American  Medical  Association,  will  ad- 
dress the  conference  on  “What  the  Public  Is 
Thinking  About  Health.”  Miss  Bess  Exton, 
who  is  connected  with  the  National  Educa- 
tion Association,  will  be  available  for  consul- 
tation on  school  health  problems. 

The  Physicians’  Committee  from  Nebraska  con- 
sists of:  Joseph  Weinberg,  M.  D.,  Chairman;  John 
F.  Allen,  M.  D.,  A.  W.  Anderson,  M.  D.,  P.  H.  Bar- 
tholomew, M.  D.,  J.  D.  Bisgard,  M.  D.,  Max  Fleish- 
man, M.  D.,  R.  W.  Fouts,  M.  D.,  J.  F.  Gardiner,  M. 
D.,  E.  W.  Hancock,  M.  D.,  A.  L.  Miller,  M.  D.,  T. 

C.  Moyer,  M.  D.,  J.  Harry  Murphy,  M.  D.,  J.  A. 
Phipps,  M.  D.,  L.  T.  Sidwell,  M.  D.,  L.  Van  Ess,  M. 

D. 


Subject:  Medico-Military  Inactive  Status  Train- 
ing, Mayo  Foundation. 

To:  Medical  Department  Reservists. 

1.  The  eleventh  annual  Inactive  Status  Training 
Course  for  Medical  Department  Reservists  of  the 
Army  and  Navy  will  be  held  at  the  Mayo  Founda- 
tion, Rochester,  Minnesota,  October  8 to  22,  1939. 

2.  During  the  past  ten  years  this  school,  the  first 
of  its  kind,  has  been  remarkably  successful.  Offi- 
cers attending  have  been  most  enthusiastic.  The 
general  plan  of  former  years  will  be  followed.  Spe- 
cial work  in  clinics  and  hospitals  will  be  offered  dur- 
ing the  morning  hours  for  those  asking  special  as- 
signments. Presentations  of  carefully  selected  sub- 
jects in  military  medicine  are  scheduled  for  the 
morning,  afternoon,  and  evening  hours.  There  will 
be  appropriate  sections  or  special  courses  for  offi- 
cers of  the  Dental  and  Veterinary  Corps. 

3.  All  Medical  Department  Reservists  are  eligible 
for  enrollment.  Approved  applicants  will  be  en- 
rolled upon  the  recommendation  of  the  Surgeon  of 
the  Seventh  Corps  Area  or  the  Surgeon  of  the  Ninth 
Naval  District.  Applications  should  be  made  at  an 
early  date  and  should  be  forwarded  through  the  re- 
spective Reserve  headquarters  of  the  officer  con- 
cerned. 

KENT  NELSON, 
Colonel,  Medical  Corps,  Surgeon. 


Mississippi  Valley  Medical  Society  Meets  at 
Burlington,  Iowa,  September  27,  28,  29 
The  fifth  annual  meeting  of  the  Missis- 
sippi Valley  Medical  Society  will  be  held  in 
the  new  $500,000  Municipal  Auditorium  at 
Burlington,  Iowa,  September  27,  28,  29. 
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There  will  be  32  clinicians  on  the  program 
who  will  give  50  lectures,  clinical  demonstra- 
tions, etc.  An  All-St.  Louis  program  with  14 
clinical  teachers  from  St.  Louis  University 
and  Washington  University  will  feature  the 
first  day.  Two  short  courses  of  instruction 
of  four  hours  each  will  be  given  in  internal 
medicine  and  gynecology  by  Dr.  Fred  M. 
Smith,  head  of  the  Department  of  Medicine 
and  Dr.  E.  D.  Plass,  head  of  the  Department 
of  Obstetrics  and  Gynecology,  University  of 
Iowa.  Among  the  speakers  will  be  Dr.  Rock 
Sleyster,  President  of  the  American  Medical 
Association,  Dr.  Evarts  A.  Graham  and  Dr. 
V.  P.  Blair,  Professors  of  Surgery,  Washing- 
ton University,  Dr.  W.  T.  Coughlin,  Profes- 
sor of  Surgery,  and  Dr.  Charles  H.  Neilson, 
Professor  of  Medicine,  St.  Louis  University, 
Dr.  Frederick  F.  Boyce,  Assistant  Professor 
of  Surgery,  Louisiana  University,  Dr.  Arthur 
E.  Hertzler,  Professor  of  Surgery,  University 
of  Kansas,  Dr.  Karl  Goldhamer,  formerly 
Roentgenologist,  University  of  Vienna.  There 
will  be  a big  technical  and  scientific  exhibit 
hall.  A complimentary  Stag  Supper  will  be 
given  on  September  27  and  banquet  Septem- 
ber 28.  Every  ethical  physician  is  cordially 
invited  to  attend.  Detailed  program  may  be 
secured  from  Harold  Swanberg,  M.  D.,  Sec- 
retary M.  V.  M.  S.,  209-224  W.  C.  U.  Build- 
ing, Quincy,  Illinois. 


THE  OMAHA  MIDWEST  CLINICAL 
SOCIETY 

The  Omaha  Midwest  Clinical  Society  in- 
vites all  the  physicians  of  this  area  to  attend 
the  7th  Annual  Assembly  to  be  held  in  the 
Paxton  Hotel,  Omaha,  October  23rd  - 27th 
inclusive.  As  in  previous  years,  this  Society 
offers  an  outstanding  program  of  intensive 
postgraduate  work  to  be  given  by  men  of 
highest  professional  rank.  In  these  days  of 
rapid  progress  in  medicine  and  surgery,  no 
one  physician  is  able  comprehensively  to 
keep  abreast  of  the  manifold  changes  in  the 
arts  and  sciences  of  our  calling. 

The  Omaha  Midwest  Clinical  Society  is 
rendering  a service  to  the  physicians  in  that 
each  year  they  are  afforded  the  opportunity 
of  becoming  acquainted  with  the  principles 
and  techniques  of  newer  developments.  They 
may  then  be  in  a position  not  only  to  supply 
legitimate  information  to  their  half-educated 
patients,  but  indeed  to  apply  these  newer 
thoughts  in  their  daily  practice. 

This  year,  as  formerly,  the  array  of  guest 


speakers  includes  prominent  representatives 
of  the  various  specialties. 

Lectures  will  again  be  given  by  local  teach- 
ers, all  of  whom  enjoy  academic  standing  in 
the  Creighton  University  Medical  school  or 
the  College  of  Medicine  of  the  University  of 
Nebraska. 

Of  particular  interest  this  year  is  the 
symposium  covering  the  various  phases  of 
pre-,  and  post-operative  treatment.  Round 
table  discussions  in  which  the  guest  speakers 
participate  will  again  afford  an  excellent 
means  of  brushing  up  on  many  phases  of 
medicine  and  surgery  through  direct  contact 
with  the  authorities  in  their  particular  field. 

A list  of  the  guest  speakers  is  again  pre- 
sented. The  complete  program  will  be  pub- 
lished in  this  Journal  next  month. 

Make  your  plans  now  to  attend  the  Omaha 
Midwest  Clinical  Society  session  this  coming 
month — it  will  be  worth  your  while. 

Pediatrics:  Dr.  C.  Anderson  Aldrich,  Win- 
netka,  111.  Surgery:  Dr.  W.  Wayne  Babcock, 
Philadelphia,  Pa.  Medicine:  Dr.  Clifford  J. 
Barborka,  Chicago,  111.  Eye,  Ear,  Nose  and 
Throat:  Dr.  Frank  E.  Burch,  St.  Paul,  Minn. 
Surgery:  Dr.  Elliott  C.  Cutler,  Boston,  Mass. 
Medicine:  Dr.  William  R.  Houston,  Austin, 
Texas.  Neurology:  Dr.  Louis  J.  Karnosh, 
Cleveland,  Ohio.  Medicine:  Dr.  Samuel  A. 
Levine,  Boston,  Mass.  Genito-Urinary : Dr. 
Clarence  R.  O’Crowley,  Newrark,  N.  J.  Gyne- 
cology and  Obstetrics:  Dr.  G.  D.  Royston,  St. 
Louis,  Mo.  Basic  Sciences : Dr.  Walter  Schil- 
ler, Chicago,  111.  Orthopedic  Surgery:  Dr. 
James  S.  Speed,  Memphis,  Tenn. 

Symposium  on  Pre-  and  Post-Operative 
Treatment:  Dr.  Charles  A.  Elliott,  Chicago, 
111.;  Dr.  William  L.  Estes,  Jr.,  Bethlehem, 
Pa.;  Dr.  John  S.  Lundy,  Rochester,  Minn.; 
Dr.  Walter  G.  Maddock,  Ann  Arbor,  Mich.; 
Dr.  John  R.  Paine,  Minneapolis,  Minn. 


WARNING! 

A man  by  the  name  of  H.  E.  Smith  is  tour- 
ing this  area  offering  bargains  in  magazines. 
When  last  heard  of  his  specialty  was  “Time,” 
“Coronet”  and  “Life.”  His  sale  is  usually  a 
cash  sale,  although  checks  are  accepted  and 
immediately  cashed.  This  man  has  had  sta- 
tionery printed  and  issues  what  appears  to 
be  a legitimate  receipt  for  the  transaction. 
Some  of  the  doctors  in  Omaha  have  fallen  for 
this  bargain  and  are  now  out  the  small  sum 
of  $7.50.  Do  not  fall  for  bargains. 
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WOMAN’S  AUXILIARY 

President — Mrs.  James  E.  M.  Thomson,  Lincoln. 

President-Elect — Mrs.  A.  D.  Brown,  Grand  Island. 

Secretary — Mrs.  Walter  W.  Carveth,  Lincoln. 

Treasurer — Mrs.  Harley  Anderson,  Omaha. 

First  Vice  President — Mrs.  Olin  J.  Cameron,  Omaha. 

Second  Vice  President — Mrs.  Allan  Campbell,  Lincoln. 

Program  and  Health  Education 

The  Chairman  of  the  National  Program 
Committee  has  written  me  that  the  National 
Program  Committee  is  anxious  to  be  called 
upon  to  help  State  Presidents  and  State  Pro- 
gram Chairmen  in  planning  the  work  of 
1939-40.  She  attached  the  Recommended 
program  and  I will  give  it  to  you  briefly  in 
this  article. 

The  chief  problem  confronting  the  Auxil- 
iary today  is  that  of  creating  a year  of  plan- 
ned activities  which  will  be  sufficiently  inter- 
esting to  attract  new  members,  increase  at- 
tendance at  each  meeting  and  stimulate  in- 
terest in  the  educational  work  as  suggested 
by  various  medical  societies. 

These  objectives  may  be  attained  by  adopt- 
ing a program  definitely  applicable  to  local 
need,  stressing  the  projects  suggested  by 
your  local  medical  society  including  the  ac- 
tive participation  of  as  many  individuals  as 
possible. 

The  most  important  projects  for  every 
auxiliary  are: 

1.  An  active  campaign  to  increase  the  sale 
and  use  of  Hygeia. 

2.  Active  participation  in  Public  Relations. 

3.  An  alert  interested  legislative  commit- 
tee. 

4.  Meetings  planned  in  advance  for  the 
year,  designed  to  bring  members  closer  to- 
gether in  friendly  relationship. 

5.  Some  talks  throughout  the  year  on 
health  topics  as  well  as  the  social  and  econ- 
omic problems  that  confront  the  medical  pro- 
fession today. 

In  conducting  your  meetings  it  is  sug- 
gested that  you  invite  the  President  and  Sec- 
retary of  your  local  medical  society  to  ad- 
dress your  first  meeting.  All  committee 
chairmen  should  report  on  their  activities  at 
each  meeting  and  previously  notified  speak- 
ers should  open  the  discussion  following  each 
report.  This  method  spurs  the  committee 
chairman  to  greater  effort  to  make  an  inter- 
esting report  and  arouses  the  whole  group  to 
an  active  interest  in  all  Auxiliary  activities. 

Solicit  space  in  your  County  Medical  So- 


ciety periodicals  and  report  all  meetings  and 
all  other  Auxiliary  activities. 

If  you  desire  help  on  any  of  the  foregoing 
suggestions,  write  me  and  I will  secure  mate- 
rial from  the  National  Chairman  to  help  you 
carry  out  your  program. 

Right  here  in  Nebraska,  I have  one  big 
suggestion  to  make  to  all  county  and  district 
health  chairmen.  I am  State  Round-up  Chair- 
man for  the  Nebraska  Congress  of  Parents 
and  Teachers  and  the  response  to  the  1939 
pre-school  examination  was  very  discourag- 
ing. From  reports  of  previous  years  I feel 
that  this  particular  work  has  not  been  going 
very  well  for  some  time  past. 

Our  State  Medical  Auxiliary  is  just  as  in- 
terested in  the  Summer  Round-up  of  the 
Children  as  the  State  Parent-Teachers  Asso- 
ciation. 

To  begin  with,  too  few  P.  T.  A.  groups 
sponsor  pre-health  examinations.  Where  it 
has  been  in  effect  too  much  of  the  work  has 
been  handled  by  free  clinics. 

Of  course,  in  lower  income  groups  where 
the  free  clinic  is  used  in  all  medical  needs 
clinics  would  also  have  to  carry  on  the  Sum- 
mer Round-up  but  those  who  are  able  to  pay 
for  regular  medical  care  should  not  take  their 
children  to  free  clinics  for  the  pre-school  ex- 
amination. 

As  we  all  know  a clinic  does  not  have  the 
time  to  give  the  child  the  examination  that 
the  family  physician  and  dentist  will  give, 
and  the  information  derived  from  such  an 
examination  will  not  mean  as  much  to  the 
child  as  one  made  and  filed  by  a physician 
interested  in  that  individual. 

It  is  in  this  form  of  health  education  that 
Auxiliary  members  will  be  most  useful.  You 
will,  of  course,  have  to  study  the  problem  in 
your  own  locality  and  get  advice  on  how  it 
should  be  handled  from  your  local  medical 
society  and  then  go  about  making  any  nec- 
essary changes  and  at  the  same  time  avoid 
any  antagonism  from  the  Parent-Teachers 
group. 

Stress  the  importance  of  the  pre-school 
examination  and  correction  of  defects  before 
the  child  starts  to  school.  Children  in  good 
physical  condition  are  much  better  pupils  be- 
cause they  are  able  to  attend  school  more 
regularly  than  those  youngsters  who  start 
with  a handicap. 

Be  active  in  your  local  Parent-Teacher 
groups.  You  do  not  need  to  have  a child  in 
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school  to  belong  to  one  of  these  groups,  the 
only  thing  necessary  is  your  time  and  the  de- 
sire to  help. 

In  creating  greater  interest  in  the  Summer 
Round-up  and  in  managing  to  have  it  handled 
in  the  right  way  you  will  be  a most  useful 
member  of  the  Auxiliary,  the  Parent-Teach- 
ers Association  and  your  community. 

MRS.  JAMES  F.  KELLY,  Chairman 
State  Program  and  Health  Committee. 


NEWS  AND  VIEWS 

We  quote  from  the  Columbus  (Nebr.) 
Telegram : 

Dawson  county  has  been  selected  as  one  of  the 
counties  of  the  country  where  a study  of  health 
services  for  rural  people  will  be  made.  The  study 
will  be  conducted  under  the  auspices  of  the  Farm 
Federation  of  Chicago,  which  was  endowed  by  the 
late  Alexander  Legge,  former  president  of  Interna- 
tional Harvester  company  and  head  of  the  Farm 
Board  under  President  Hoover.  Legge  was  a for- 
mer resident  of  Schuyler. 

Miss  Elin  Anderson,  director  of  the  health  study, 
arrived  here  Tuesday  to  arrange  preliminary  work 
before  the  survey  begins.  She  will  work  with  County 
Agent  J.  C.  Adams,  and  Home  Demonstration  Agent 
Ethel  H.  Saxton. 

There  are  three  counties,  Pawnee,  Knox 
and  Platte,  that  have  adopted  and  are  utiliz- 
ing the  FSA  plan  for  medical  care  in  Nebras- 
ka. 

The  Adams  County  Red  Cross  and  the 
county  Fair  Board  sponsored  a children’s 
clinic  in  Hastings.  One  hundred  ninety-four 
babies  were  examined  on  August  3.  Mem- 
bers of  the  Adams  County  Medical  Society 
served  as  examiners. 

The  American  Congress  of  Physical  Ther- 
apy has  invited  Doctors  A.  E.  Bennett,  Juul 
C.  Nielsen  (Hastings  State  Hospital),  A.  H. 
Fechner  (Lincoln  State  Hospital)  and  Paul  T. 
Cash  to  present  their  paper,  “The  Manage- 
ment of  Dementia  Paralytica  by  Combined 
Artificial  Fever  and  Chemotherapy  — Com- 
parative Results  in  Early  and  Advanced 
Stages,  Including  Malarial  Failures,  a Pre- 
liminary Report  of  70  Cases,”  at  their  annual 
meeting  in  New  York  City,  September  5th 
to  8th.  The  paper  will  be  given  by  Dr.  Paul 
T.  Cash  on  September  7th. 

Dr.  R.  Russell  Best  of  Omaha  appeared  on 
the  program  of  the  Upper  Des  Moines  Medi- 
cal society  meeting  at  Arnolds  Park,  la.,  in 
August. 


A.M.A.  Indictment  Quashed! 

Justice  James  M.  Proctor,  upholding  a de- 
fense demurrer  to  indictments,  ruled  on  July 
26  that  the  American  Medical  Association 
and  its  fellow  defendants  were  not  engaged 
in  a trade  as  defined  by  the  antomonopoly 
statutes.  Counsel  for  the  doctors  had  con- 
tended their  activities  could  not  be  governed 
by  the  Antitrust  Law,  that  they  were  en- 
gaged in  a “learned  profession”  rather  than 
a trade.  On  December  20,  1938,  a District 
of  Columbia  Grand  Jury,  acting  on  evidence 
presented  by  the  Justice  Department,  in- 
dicted the  American  Medical  Association,  the 
Medical  Society  of  the  District  of  Columbia, 
the  Washington  Academy  of  Surgery,  the 
Harris  County  (Texas)  Medical  Society  and 
twenty-one  individual  physicians  for  viola- 
tion of  the  Sherman  Antitrust  Law.  These 
organizations  and  individuals,  the  indictment 
read,  were  “engaged  in  a continuing  combina- 
tion in  conspiracy  in  restraint”  of  trade  in 
hampering  the  activities  of  Group  Health  As- 
sociation, Inc.,  for  the  District  of  Columbia, 
an  organization  established  in  1937  to  hire 
physicians  and  nurses  and  provide  hospital 
care  on  a cooperative  basis  to  government 
employees.  Defense  attorneys  had  contended 
that  all  their  clients’  activities  were  directed 
solely  at  the  maintenance  of  the  ethics  and 
standards  of  the  profession. 


(STATE)  DEPARTMENT  OF  HEALTH 

Lincoln,  Nebraska 

MORBIDITY  SUMMARY— PRINCIPAL 
DISEASES 

1939  1938 


Total  to 

Total  to 

July 

June 

Date 

July 

June 

Date 

Chicken-pox 

7 

24 

818 

17 

117 

1206 

Diphtheria 

6 

4 

74 

2 

15 

99 

Influenza 

0 

10 

140 

0 

0 

129 

Measles 

. 30 

454 

3869 

71 

611 

2504 

Meningitis,  C.  S. 

1 

1 

11 

2 

2 

35 

Poliomyelitis 

4 

2 

9 

1 

0 

3 

Scarlet  Fever 

. 18 

31 

828 

14 

65 

981 

Smallpox 

11 

21 

208 

6 

6 

172 

Tuberculosis 

20 

10 

111 

19 

28 

126 

Typhoid  Fever 

0 

2 

9 

1 

0 

8 

Whooping  Cough 

120 

97 

399 

53 

55 

336 

Gonorrhea 

. 72 

60 

393 

49 

84 

550 

Syphilis 

. 51 

56 

443 

48 

73 

481 

ON  MATERNAL  CARE 

“A  postpartum  case  was  visited  and  urged  to  re- 
turn to  the  physician  for  her  six-weeks  postpartum 
examination  and  to  have  the  baby  checked.  It  was 
her  first  pregnancy  and  she  was  surprised  to  learn 
that  this  was  necessary.  She  stated  that  early  in 
pregnancy  she  was  under  the  care  of  an  osteopath 
until  her  eighth  month.  Her  grandmother  died  and 
the  family  said  the  osteopath  was  at  fault,  and  per- 
suaded her  to  get  a physician.  She  said  the  osteo- 
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path  had  taken  her  blood  pressure,  given  her  an  in- 
ternal examination,  did  a urinalysis,  and  had  given 
her  a lot  of  attention.  When  she  consulted  a doctor 
he  did  not  do  any  of  these  things.  The  nurse  ex- 
plained that  late  in  pregnancy  a vaginal  examination 
could  be  harmful.  The  patient  feels  that  the  osteo- 
path did  more  for  her  and  was  more  interested  than 
the  doctor. 

“A  woman  being  pregnant  for  the  sixth  time, 
thought  she  should  have  some  prenatal  care.  Her 
husband  went  to  see  a physician  to  see  about  care 
for  his  wife.  The  doctor  told  him  to  call  when  she 
started  labor,  and  did  not  urge  a prenatal  visit.” 

When  information  as  contained  in  the 
above  quoted  paragraphs  is  received  from  a 
reliable  source,  one  is  prone  to  wonder  how 
long  the  laity  will  tolerate  the  evident  lack  of 
interest  and  inefficiency,  if  nothing  greater, 
upon  the  part  of  a member  of  the  medical 
profession. 

Is  it  strange  cults  are  attracting  people? 
Now  that  physicians,  non-official  and  offi- 
cial agencies  are  encouraging  and  urging  pre- 
natal care,  offering  hope  for  better  results 
therefrom,  what  will  be  the  outcome  if  serv- 
ice is  withheld  or  denied  ? 

This  is  offered  with  the  thought  of  stirring 
to  action  a profession  that  is  efficient  but 
has  a few  wanderers  who  believe  themselves 
peers. 

These  are  isolated  types  of  cases,  of  course,  and 
we  feel  confident  that  they  are  not  numerous.  Yet 
even  a few  instances  of  this  sort  tend  to  shake  the 
confidence  of  people  in  legitimate  medicine.  It  is 
probable  that  none  of  these  back-sliders  ever  attend 
their  county  or  district  meetings.  By  the  same  to- 
ken, it  is  extremely  doubtful  that  they  will  read  this 
item!  (Editor). 


DEATHS 

Dr.  Max  Lee  Rich,  Grand  Island.  Born  in  Omaha 
in  1870.  Graduated  from  the  Omaha  Medical  Col- 
lege in  1891.  He  practiced  in  Cleveland  and  in  Ari- 
zona prior  to  locating  in  Grand  Island  in  1903,  where 
he  remained  in  practice  until  his  death  July  19.  The 
cause  of  death  was  heart  disease.  Surviving  are 
his  widow,  a son  Dr.  E.  L.,  and  five  daughters. 

Dr.  Don  Wilson  Vanderhoof,  Omaha.  Born  in 
Seward,  Nebr.,  in  1863.  Graduated  from  Creighton 
Medical  school  in  1913.  He  located  in  Sutherland 
shortly  after  graduation,  and  in  1918  moved  back  to 
Omaha.  In  1923  he  located  in  Scribner  and  re- 
mained there  until  1936  when  he  again  located  in 
Omaha,  serving  part  time  on  the  Union  Pacific  rail- 
road as  surgeon.  Dr.  Vanderhoof  was  a member  of 
the  Omaha  Douglas  County  Society,  the  Nebraska 
State  Medical  Association,  and  a Fellow  of  the 
American  Medical  Association.  He  died  of  Hodg- 
kins disease,  August  2,  1939-  A widow  and  a sister 
survive. 

Dr.  J.  H.  Hutten,  Omaha.  Born  in  1868.  Gradu- 
ated from  Howard  University  in  1898.  Following 
an  interneship  in  Washington,  D.  C.,  he  came  to 


Omaha  in  1899.  He  was  prominent  in  the  activities 
of  the  Urban  League,  and  a member  of  the  board  of 
directors  of  the  Omaha  Community  Chest.  Death 
from  heart  disease  occurred  in  Los  Angeles,  Calif., 
August  12.  A son  survives. 

Dr.  John  Buis,  Pender.  Born  in  Holland,  Nebr.,  in 
1879.  Graduated  from  University  of  Nebraska 
Medical  College  in  1907,  locating  in  Pender  in  1907. 
Dr.  Buis  served  in  the  U.  S.  Army  during  the  world 
war  as  a captain  in  the  medical  corps.  The  doctor 
always  took  a great  interest  in  the  affairs  of  the 
Five  County  Medical  Society  and  the  State  Medical 
Association,  where  he  was  a delegate  from  his  home 
Society.  Death  was  due  to  Hodgkins  disease,  Aug- 
ust 6,  1939.  Surviving  are  the  widow,  three  sons, 
one  of  whom,  Dr.  Lester,  is  now  serving  a residen- 
cy in  Detroit;  three  daughters,  one  of  whom  is  the 
wife  of  Dr.  J.  D.  Bradley  of  Pender. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 

They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bid?.,  Omaha. 

Dr.  John  S.  Anderson  is  now  located  at  Gordon. 

Dr.  K.  C.  McGrew,  formerly  of  Hayes  Center  is 
locating  in  Orleans. 

Dr.  Marshall  Neely  and  family  of  Lincoln  are  vis- 
iting at  Shell  Lake,  Wis. 

Dr.  and  Mrs.  Chas.  McMartin  of  Omaha  are  now 
vacationing  on  the  western  coast. 

Dr.  C.  C.  Gafford  of  Wymore  is  planning  to  move 
to  Chicago  in  the  near  future. 

Dr.  Charles  W.  Pollard,  Omaha,  who  suffered  a 
sunstroke  in  July,  is  improving. 

Dr.  Arthur  M.  Greene  has  opened  an  office  in  the 
Medical  Arts  Building,  Omaha. 

Dr.  and  Mrs.  E.  P.  Bozarth  of  Humboldt  have  re- 
turned from  a two  weeks’  fishing  trip. 

Dr.  N.  Frederick  Hicken,  formerly  of  Omaha,  has 
opened  an  office  in  Salt  Lake  City,  Utah. 

Dr.  R.  D.  Bryson  and  his  family  of  Callaway  are 
taking  a vacation  through  the  eastern  states. 

Dr.  B.  E.  Morrow  and  family  of  Seward  have  re- 
turned from  a vacation  to  the  Minnesota  lakes. 

Dr.  C.  R.  Williams  of  Syracuse  took  a short  post- 
graduate course  at  the  University  of  Minnesota  dur- 
ing August. 

Dr.  Glen  H.  Joder  has  returned  to  his  home  in 
Peru  after  spending  a few  days  in  the  Nebraska 
City  Hospital. 

Dr.  and  Mrs.  J.  G.  Marron  of  Lincoln  have  re- 
turned from  a six  weeks’  trip  to  Los  Angeles  and 
San  Francisco. 

Dr.  and  Mrs.  Alister  I.  Finlayson  of  Omaha  have 
left  for  Montreal  where  the  doctor  will  begin  a year’s 
research  work  at  McGill  University. 

Dr.  and  Mrs.  Paul  Stappenbeck  of  Brock  left  re- 
cently for  a European  trip.  His  son,  Dr.  Alfred 
Stappenbeck  will  look  after  his  father’s  practice. 

Drs.  E.  V.  and  Jane  Lewis  have  sold  their  prac- 
tice and  hospital  in  Red  Cloud  to  Dr.  Louis  W. 
Schneider  of  St.  Louis.  Dr.  E.  V.  Lewis  will  soon 
take  up  his  duties  at  Washington  Universtiy. 

(Continued  on  page  xvi) 
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lan, Franklin,  Webster,  Kearney,  Chase,  Hayes, 
Frontier,  Dundy,  Hitchcock,  Red  Willow. 
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THIS  TRAVELING  MAN  EATS 


S.M.A.  FEEDINGS  ARE  THE  SAME  EVERYWHERE 


Whether  S.M.A.  is  prepared  in  New  York  or  California,  or  even  enroute, 
the  feedings  are  always  uniform — like  breast  milk. 


In  any  climate,  S.M.A.  remains  fresh  and  sweet,  because  it  is  nitrogen  packed 
to  prevent  oxidation  or  change  in  its  chemical  and  physical  composition. 


INFANTS  RELISH  S.M.A.  — DIGEST  IT  E A S I L Y — T H R I V E ON  IT! 


S.  M.  A.  is  a food  for  infants  — derived 
from  tuberculin  tested  cows'  milk,  the 
fat  of  which  is  replaced  by  animal  and 
ve getable  fats  including  biologically 
tested  cod  liver  oil;  with  the  addition 
of  milk  sugar  and  potassium  chloride; 


altogether  forming  an  antirachitic  food. 
When  diluted  according  to  directions,  it 
is  essentially  similar  to  human  milk 
in  percentages  of  protein,  fat,  carbohy- 
drate and  ash,  in  chemical  constants 
of  the  fat  and  in  physical  properties. 


S.M.A.  CORPORATION  • 8100  McCORMICK  BOULEVARD  • CHICAGO,  ILLINOIS 
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^“Behind 
Mercurochrome 

(dibrom-oxymercuri-fluorescein-sodium) 

is  a background  of 


Precise  manufacturing  methods  in- 
suring uniformity 

Controlled  laboratory  investigation 

Chemical  and  biological  control  of 
each  lot  produced 


Extensive  clinical  application 


Thirteen  years’  acceptance  by  the 
Council  of  Pharmacy  and  Chem- 
istry of  the  American  Medical 
Association 


New  York  Medical  College,  Flower  and  Fifth  Ave- 
nue Hospitals.  Not  intended  as  a textbook  but  rath- 
er to  supply  considerable  practical  information  by 
brief  discussions  for  direct  application  to  diagnosis 
and  treatment  without  recourse  to  complicated  meth- 
ods and  apparatus.  This  book,  written  by  these  two 
distinguished  heart  specialists,  stresses  the  aspects 
which  are  of  particular  importance  in  general  prac- 
tice. 28  mo.,  458  pages.  Published  by  the  C.  V. 
Mosby  Company,  3525  Pine  Blvd.,  St.  Louis,  Mo. 
Price,  $6.25. 

Operative  Orthopedics,  by  Willis  C.  Campbell, 
M.  D.  This  volume  has  been  written  to  meet  the 
current  need  for  comprehensive  work  on  operative 
orthopedics,  not  only  for  the  specialist,  but  also  for 
many  industrial  and  general  surgeons  who  are  doing 
excellent  work  in  some  branches  of  orthopedic  sur- 
gery, and  are  making  valuable  contributions  to  this 
field.  The  book  contains  845  illustrations  including 
4 color  plates.  36  mo.,  1154  pages.  Published  by 
the  C.  V.  Mosby  Company,  3525  Pine  Blvd.,  St. 
Louis,  Mo.  Price  $12.50. 


A booklet  summarizing  the  impor- 
tant reports  on  Mercurochrome  and 
describing  its  various  uses  will  be 
sent  to  physicians  on  request. 

Hynson,  Westcott  & Dunning,  Inc. 

-*-*-*,  BALTIMORE,  MARYLAND 


“There  is  no  evidence  indicating  that  hu- 
man twins  are  any  more  sterile  than  singly 
born  persons,”  declares  The  Journal  of  the 
American  Medical  Association  for  June  17. 
“The  idea  about  sterility  in  twins  comes  from 
the  freemartin  situation  in  cattle.  There  is. 
no  such  situation  in  human  beings.” 


HUMAN  INTEREST  TALES 

(Continued  from  page  358) 

Dr.  E.  C.  Henry  of  Omaha  recently  returned  from 
a western  trip. 

Dr.  and  Mrs.  P.  A.  De  Ogny  have  just  returned 
to  Milford  from  an  eastern  trip. 

Dr.  and  Mrs.  J.  S.  Broz  of  Alliance  are  visiting 
at  Chicago  and  Rochester,  Minn. 

Dr.  Arnold  McDermott  and  family  of  Omaha  left 
August  16  for  a trip  to  western  points. 

Dr.  H.  Dey  Myers,  Jr.,  son  of  Dr.  Myers  of  How- 
ells, will  open  his  practice  at  Schuyler. 

Dr.  and  Mrs.  G.  D.  Kadavy  of  Omaha  have  recent- 
ly returned  from  a trip  to  the  west  coast. 

Dr.  and  Mrs.  Arthur  Bryant  of  Beatrice  recent- 
ly returned  from  a two  weeks’  trip  to  Chicago. 

Dr.  and  Mrs.  Rodney  W.  Bliss  of  Omaha  visited 
their  daughters  in  Oklahoma  City,  Okla.,  in  July. 

Dr.  and  Mrs.  T.  E.  Dent  of  North  Platte  are  spend- 
ing several  weeks  in  the  mountains  of  Wyoming. 

Dr.  Raymond  J.  Wyrens  announces  the  opening  of 
his  offices  in  the  Medical  Arts  Building,  Omaha. 

Dr.  John  Waterman,  Hastings,  discussed  Child 
Psychology  before  the  Kiwanis  Club  at  Holdrege  re- 
cently. 

Dr.  W.  G.  Seng  is  taking  over  the  practice  of  Dr. 
R.  L.  Peterson  of  Oshkosh.  Dr.  Peterson  1 aves  for 
Chicago  where  he  will  take  special  training  in  eye, 
ear,  nose  and  throat. 


BOOKS  RECEIVED 

Cardiovascular  Diseases,  Their  Diagnosis  and 
Treatment,  by  David  Scherf,  M.  D.  and  Linn  J.  Boyd, 
M.  D.,  F.  A.  C.  P.,  Associate  Professor  of  Clinical 
Medicine  and  Professor  of  Medicine,  respectively, 


Cook  County 

Graduate  School  of  Medicine 

(IN  AFFILIATION  WITH  COOK  COUNTY  HOSPITAL) 
Incorporated  not  for  profit 

Announces  Continuous  Courses 

MEDICINE) — Two  Weeks  Course  Gastroentero- 
logy September  25th.  Two  Weeks  Intensive 
Course  Internal  Medicine  October  9th. 

SURGERY — General  Courses  One,  Two,  Three 
and  Six  Months:  Two  Weeks  Intensive  Course 
in  Surgical  Technique  with  Practice  on  living 
tissue;  Clinical  Course;  Special  Courses. 
Courses  start  every  two  weeks.  Personal  One 
Week  Course  Thyroid  Surgery  October  23rd. 

GYNECOLOGY — Two  Weeks  Course  October  9th. 
One  Week  Personal  Course  Vaginal  Approach 
to  Pelvic  Surgery  November  6th. 

OBSTETRICS — Two  Weeks  Intensive  Course 
October  23rd.  Informal  Course  every  week. 

FRACTURES  AND  TRAUMATIC  SURGERY — 
Ten  Day  Formal  Course  starting  September 
25th.  Informal  Course  every  week. 

OPHTHALMOLOGY  — Two  Weeks  Intensive 
Course  starting  September  25th.  Informal 
Course  every  week. 

CYSTOSCOPY — Ten  Day  Practical  Course  rotary 
every  two  weeks.  One  month  and  Two  Weeks 
Courses  Urology  every  two  weeks. 

ROENTGENOLOGY — Special  Courses  X-ray  In- 
terpretation. Fluoroscopy,  Deep  X-ray  Ther- 
apy starting  every  week. 

General,  Intensive  and  Special  Courses  in  All 
Branches  of  Medicine,  Surgery  and  the 
Specialties  Every  Week 

Teaching  Faculty — Attending  Staff  of  Cook 
County  Hospital 

Address: 

REGISTRAR 

^ 427  South  Honore  Street,  Chicago,  Illinois  ^ 
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OXYGEN 

ECONOMICALLY-EFFICIENTLY-CONVENIENTLY 


LOMBARD  OXYGEN  INHALER 

A New  Type  of  Oxygen  Therapy 
Equipment 

— Write  for  Details  — 


LINDE  U.  S.  P.  OXYGEN 

at 

COMMERCIAL  PRICES 


OMAHA  WELDING  COMPANY 

Medical  Supply  Division 

1501  Jackson  St.  Omaha,  Nebr.  Telephone  JA4397 


PRESS  COMMENTS 

MEDICAL  CARE  FOR  NEEDY 
From  The  Hastings  Tribune 

A protest  against  the  amount  of  money  spent  for 
medical  care  of  relief  clients  in  Adams  county 
prompted  the  Nebraska  State  Medical  Journal  to  go 
into  an  editorial  discussion  of  the  general  problem 
of  medical  care  for  the  poor  in  the  state. 

The  Journal  quotes  a Tribune  article  dealing  with 
the  protest  voiced  before  the  county  board  here  a 
few  weeks  ago  and  adds  that  there  is  hardly  a coun- 
ty in  the  state  which  has  not  come  to  grief  on  the 
problem. 

The  problem  is  complicated  for  the  physician  as 
well  as  for  the  county,  the  editorial  continues.  Many 
doctors  are  reluctant  to  make  necessary  calls  for 
fear  of  criticism  by  the  county  officers,  it  explains. 

The  Journal’s  conclusion  is  a recommendation  to 
the  board  of  trustees  of  the  Nebraska  State  Medical 
Association  that  a study  be  made  with  a view  to 
working  out  a system  whereby  county  supervisors 
and  local  medical  societies  may  work  harmoniously 
in  an  attempt  to  render  efficient  care  to  the  needy 
on  a medical  society  group  basis.  Such  a plan  has 
worked  well  in  Iowa  and  other  states,  it  is  pointed 
out. 

We  believe  the  Journal’s  recommendation  is  wor- 
thy of  consideration. 

CROWDED  PROFESSIONS 
From  The  Beatrice  Sun 

The  professions,  and  some  of  the  crafts  which 
have  not  yet  achieved  professional  status,  have  or- 


ganizations which  seek  to  restrict  the  number  of  per- 
sons entering  their  ranks.  They  do  this  by  lobbying 
for  legislation,  in  the  public  interest  and  by  using 
their  influence  with  the  professional  colleges  to 
staunch  the  flow  of  new  graduates. 

The  87  medical  colleges  in  the  United  States  last 
year  took  in  24,541  students  and  turned  out  5,200 
graduates,  which  means  that  they  turned  out  more 
without  diplomas  than  with  them.  The  legal  profes- 
sion has  lifted  its  requirements  until  it  is  no  longer 
possible  for  one  to  study  in  a law  office  for  a few 
years,  take  an  examination  and  get  a license  to  prac- 
tice, as  many  distinguished  jurists  of  an  earlier  day 
were  able  to  do  and  did. 

The  plumbers  want  to  be  sanitary  engineers;  the 
undertakers  become  morticians;  the  cosmeticians 
have  their  board  of  examiners  and,  presumably,  a 
code  of  ethics.  The  barbers  have  their  board,  and 
induced  the  legislature  to  pass  a bill  which  would 
have  enabled  them  to  fix  prices  and  bar  price-cut- 
ters from  the  trade  but  the  executive  veto  stepped 
that.  The  watchmakers,  who  do  not  make  watches, 
were  on  hand  at  the  last  session  boosting  a bill  to 
protect  the  public  against  unordained  persons. 

These  sifting  processes  are  designed  to  protect 
the  public  and  to  control  over-crowding.  It  is  de- 
sirable to  shield  the  citizen  from  the  consequences  of 
entrusting  his  life  to  an  incompetent  doctor  and  his 
liberty  and  property  to  a lawyer  who  does  not  know 
his  stuff  and  his  valuable  watch  to  an  unskilled 
workman.  The  fact  that  a great  many  have  risen 
to  eminence  in  their  crafts  by  other  means  than 
schooling  still  remains,  but  these  cases  are  brushed 
aside  by  the  statement  that  only  by  fixing  stand- 
ards can  the  sifting  process  be  successful. 
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Importance  of  Mental  Hygiene  in 
Early  School  Years 

Mental  hygiene  in  the  elementary  schools 
prevents  the  development  of  undesirable  and 
perhaps  criminal  tendencies  of  the  future 
adult,  James  Houloose,  M.  D.,  Long  Beach, 
Calif.,  points  out  in  his  article,  “Contribution 
of  Mental  Hygiene  to  Education  on  the  Ele- 
mentary Level,”  in  The  Journal  of  the  Amer- 
ican Medical  Association  for  Dec.  31. 

The  aim  of  mental  hygiene  in  schools  is  to 
“gather  up”  the  resources  of  the  community 
and  to  use  them  for  the  building  up  of  an  en- 
lightened, intelligent  and  worthy  citizen. 

Mental  hygiene,  on  the  assumption  that 
the  school  is  a social  environment,  contends 
that  this  environment  has  its  effect  on  the 
growing  individual  and  must  be  wholesome. 

The  keynote  to  an  adequate  environment 
within  the  schoolroom  is  the  teacher.  As  a 
parent  substitute,  as  an  interpreter  and  in- 
tegrator of  the  social  trend,  the  teacher  has 
a commanding  position. 

This  position  places  on  her  a responsibility 
which  the  National  Education  Association  is 
emphasizing  by  the  searching  question,  “Are 
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you  ‘fit  to  teach’  ?”  The  school  environment 
produces  psychologic,  sociologic  and  emotion- 
al as  well  as  physical  factors  that  play  their 
part  on  the  whole  personality  of  the  growing 
child. 

On  every  hand  one  sees  the  school  child 
who  presents  problems  in  behavior  because 
of  the  suppressions,  frustrations,  rejections, 
identifications  and  feelings  of  hostility,  in- 
feriority or  superiority  produced  within  the 
school. 

The  mental  hygienist,  as  the  preventive 
team  mate  of  psychiatry,  brings  to  the  school 
an  insight  into  individual  behavior.  He  sees 
all  behavior  as  purposeful. 

Two  mental  hygiene  technics  have  for 
some  time  been  available  to  the  school.  These 
are  the  visiting  teacher  service  and  the  child 
guidance  clinic. 


In  a sense,  life  is  like  a stream : If  its  outlet 
is  dammed  in  one  direction,  it  will  seek  an- 
other outlet  or  will  overflow. — Hygeia. 


Noisy  work  performed  in  a confined  space 
is  more  harmful  to  the  ears  than  if  done  in 
the  open  air. — Hygeia. 


Many  school  Doctors  and  Nurses  recognize 


as  a 

Mouth  Health  Aid 


It  is  a boon  to  the  school  doctor 
and  nurse  to  be  able  to  recom- 
mend for  children  something  they 
just  naturally  love  to  do!  Chewing 
gum,  as  healthful  as  it  is  popular, 
is  a cleansing  agent  for  the  teeth 
that  children  gladly  employ.  And 
the  chewing  provides  stimulating 

exercise  for  their  gums So, 

remember,  doctors,  that  there 
is  a reason,  a time  and  place  for 
Chewing  Gum.  Recommend  it. 


Four  Factors  Which  Help  You  To  Have  Good  Teeth  Are:  (1)  Proper  Nutrition, 
(2)  Personal  Care,  (3)  Seeing  Your  Dentist  and  (4)  Plenty  of  Chewing  Exercise,  t.,23 

NATIONAL  ASSOCIATION  OF  CHEWING  GUM  MANUFACTURERS,  ROSEBANK,  STATEN  ISLAND,  NEW  YORK  — 
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Golf,  and  Infant  Feeding 

It  is  possible  to  play  over  the  entire  course 
with  a single  club  and  bring  in  a fair  score. 
But  playing  with  only  one  club  is  a handicap. 
The  best  scores  are  made  when  the  player 
carefully  studies  each  shot,  determining  in 
advance  how  he  is  going  to  make  it,  then 
selects  from  his  bag  the  particular  club  best 
adapted  to  execute  that  shot. 

For  many  years,  Mead  Johnson  & Company 
have  offered  “matched  clubs,”  so  to  speak, 
best  adapted  to  meet  the  individual  require- 
ments of  the  individual  baby. 

We  believe  this  a more  intelligent  and 
helpful  service  than  to  attempt  to  make  one 
“baby  food”  to  which  the  baby  must  be 
adapted. 


What’s  In  a Name? 

“Ask  the  advertiser — he  knows!”  declares 
an  editorial  in  The  Journal  of  the  American 
Medical  Association  for  June  10. 

“The  scientific  discoverer  who  is  not  pri- 
marily interested  in  advertising  sometimes 
finds  a name  for  his  discovery  that  packs  a 
punch.  Indeed,  the  genius  who  invents  a 
substance  sometimes  is  more  baffled  by  the 
problem  of  inventing  a name  than  by  the  in- 
tricacies of  discovery.  For  substances  with 
therapeutic  actions,  a name  that  designates 
this  action  or  use  seems  to  be  a convenient 
short  cut  out  of  the  difficulty.  Unfortu- 
nately this  path  has  been  taken  by  nostrum 
makers  and  quacks  so  long  and  so  often  that 
it  has  become  a highway  of  quackery.  The 
inventor  who  takes  this  path  may  come  to  be 
classed  with  the  company  that  he  keeps.  The 
intention  may  be  different,  but  the  effects  do 
not  depend  on  the  intentions.  ‘Pink  Pills  for 
Pale  People’  is  more  obvious  to  people  than 
truly  specific.  In  the  case  of  an  endocrine 
(Continued  on  page  xx) 
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What’s  In  a Name 

(Continued  from  page  xix) 
‘Hematogen,’  but  only  for  a while.  Certain- 
ly doctors  soon  realize  the  significance  of 
such  names  as  ‘ascorbic  acid,’  ‘calciferol,’ 
‘aneurin,’  ‘vasopressin,’  ‘klotogen’  or  even 
‘ergometrine.’  Not  all  of  these  preparations 
are  likely  to  be  used  for  indiscriminate  self 
medication,  but  physicians  may  easily  be 
misled  by  the  overemphasis  on  the  one  action 
and  use  which  the  name  suggests,  to  the 
neglect  of  the  limitations  of  that  action. 

“Another  ‘easy  way’  of  misusing  names  is 
the  use  of  numbers  or  the  letters  of  the  al- 
phabet. This  method  was  popular  for 
‘Thompsonian  number  — ’ and  ‘Humphrey’s 
Homepathic  Specific,  numbers  — and  — ’ and 
also  in  many  catalogues  of  drug  houses  and 
in  old  hospital  dispensaries.  Most  physicians 
now  realize  that  such  designations  are  dan- 
gerous, first  because  they  are  easily  confused 
and  second  because  they  tend  to  schematiza- 
tion,  and  thus  to  obstruct  scientifically  criti- 
cal thinking. 

“There  are  a few  exceptions  to  these  ob- 
jections, conspicuously  in  the  case  of  specific 
serums  and  vaccines,  just  because  they  are 


organ  which  includes  several  principles  with 
different  actions  it  may  be  advisable  to  dif- 
ferentiate by  designating  the  actions  until 
other  preparations  may  be  utilized.  In  the 
case  of  vitamins  the  alphabetical  designa- 
tions were  introduced  and  tolerated  as  a 
temporary  expedient.  Now  they  have  be- 
come so  entrenched  that  it  will  take  years  to 
displace  them,  though  a determined  effort  is 
being  made  to  substitute  the  chemical  names 
as  the  pure  substances  become  available. 
These  seemingly  justified  exceptions  illus- 
trate the  difficulty  of  temporary  compro- 
mises. It  is  difficult  to  kill  a name  once  it 
has  struck  root.  If  it  is  displaced,  confusion 
follows  and  the  scientific  literature  is  encum- 
bered for  many  years.  Much  better  and  much 
easier  is  avoidance  of  a false  start. 

“The  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association  has  no 
wish  to  invent  names,  although  it  must  some- 
times do  so.  It  is  glad  to  be  of  help,  to  give 
an  opinion  about  contemplated  names  in 
their  relation  to  the  Council’s  rules.” 


Leafy  vegetables  constitute  the  richest 
source  of  iron  among  the  vegetables. — Hy- 
geia. 
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In  depressive  states,  Benzedrine 

Sulfate  Tablets  will  often  produce  a sense  of  increased  energy,  mental 
alertness  and  capacity  for  work,  but  should  be  used  only  under  the 
strict  supervision  of  a physician.  In  depressive  psychopathic  states,  the 
patient  should  be  institutionalized. 


The  following  articles,  selected  from  an  extensive 
bibliography  on  the  subject,  discuss  the  administration  of  'Benzedrine 
Sulfate  Tablets’  in  depressive  states: 
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Guttmann,  E. — The  Effect  of  Benzedrine 
on  Depressive  States — J.  Merit.  Sci.,  82 :618, 
September,  1936. 

Myerson,  A.— Effect  of  Benzedrine  Sulfate 
on  Mood  and  Fatigue  in  Normal  and  in 
Neurotic  Persons — Arch.  Neurol.  & Psychiat., 
36 :816,  October,  1936. 

Davldoff,  E.— A Clinical  Study  of  the 
Effect  of  Benzedrine  Therapy  on  Self-Ab- 
sorbed Patients  — Psychiatric  Quart.,  10:652, 
October,  1936. 

Wilbur,  D.  L.;  MacLean,  A.  R.  and 
Allen,  E.  V. — Clinical  Observations  on 
the  Effect  of  Benzedrine  Sulphate  — Proc. 
Staff  Meet.  Mayo  Clin.,  12.91,  February 
17,  1937. 

Nathanson,  M.  FI.— The  Central  Action 
of  Beta-aminopropvlbenzene  (Benzedrine) 
—J.  A.  M.  A.,  108: 528,  February  13,  1937. 

Davidoff,  E.  and  Reifenstein,  E.  C.,  Jr. 
—The  Stimulating  Action  of  Benzedrine 
Sulfate—  J. A. M. A., 108:1110,  May  22,  1937. 


Guttmann, E.  and  Sargant, W. — Observa- 
tions on  Benzedrine — Brit.  Med.  J.,  1:1013, 
May  15,  1937. 

Woolley,  L.  F.— The  Clinical  Effects  of 
Benzedrine  Sulphate  in  Mental  Patients 
with  Retarded  Activity — Psychiatric  Quart., 
12 :66,  January,  1938. 

Anderson,  E.  W. — Further  Observations 
on  Benzedrine — Brit.  Med.  J.,  2:60,  July  9, 
1938. 

Brinton,  D. — Nervous  Diseases — Benzed- 
rine Sulfate — The  Practitioner,  139 :385,  Oc- 
tober, 1937. 

Report  of  the  Council  on  Pharmacy  and 
Chemistry — The  Present  Status  of  Benzed- 
rine Sulfate — J . A.M.A.,  109: 2064,  Decem- 
ber 18,  1937. 

Report  of  the  Council  on  Pharmacy  and 
Chemistry  (Announcement  of  Acceptance) 
—J.A.M.A.,  111  11,  July  2,  1938. 
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“The  Seventy-Sixth  Congress  adjourned 
sine  die  Aug.  5 without  acting  on  the  Wagner 
Health  Bill,  S.  1620,”  The  Journal  of  the 
American  Medical  Association  for  Aug.  12 
states  editorially. 

“The  Senate  Committee  on  Education  and 
Labor,  however,  submitted  a preliminary  re- 
port Aug.  4 and  announced  its  intention  to 
submit  a definite  report  soon  after  the  next 
session  of  Congress  convenes.  The  sub-com- 
mittee which  has  the  bill  under  its  immediate 
consideration  plans  to  report  an  amended  bill. 
The  committee  expresses  the  opinion  that 
federal  legislation  along  the  general  lines  of 
the  Wagner  Health  Bill  is  necessary  to 
strengthen  the  health  services  of  the  nation 
and  to  make  provision  for  progressive  and 
effective  improvement  of  health  conditions  in 
all  parts  of  the  country  and  among  all  groups 
of  people.  The  committee  was  not  convinced 
that  the  enactment  of  the  bill  would  bring 
about  revolutionary  or  dangerous  changes 
in  the  established  methods  of  medical  serv- 
ice. 

“Congress  passed  in  the  last  hours  of  the 
session  just  ended  an  act  to  amend  the  So- 
cial Security  Act,  and  for  other  purposes,  H. 
R.  6635,  which  covers  primarily  changes  in 
the  economic  provisions  of  the  act.  In  the 
Senate,  certain  amendments  were  added, 
later  accepted  by  the  House,  largely  increas- 
ing the  amounts  authorized  to  be  appropri- 
ated for  grants  to  states  for  maternal  and 
child  welfare,  under  the  supervision  and  con- 
trol of  the  Children’s  Bureau,  and  for  public 
health  work  under  the  supervision  and  con- 
trol of  the  Public  Health  Service.  An  amend- 
ment adopted  by  the  Senate,  proposing  the 
establishment  of  an  advisory  council  on  dis- 
ability insurance  by  the  Committee  on  Fi- 
nance of  the  Senate  and  the  Committee  on 
Ways  and  Means  of  the  House  of  Representa- 
tives, in  cooperation  with  the  Social  Security 
Board,  was  eliminated  in  conference. 

“On  Aug.  4,  Senator  Lodge  of  Massachu- 
setts introduced  a bill  to  provide  health  in- 
surance to  certain  workers  in  severe  econ- 
omic distress,  S.  2963.  The  bill  proposes  to 
provide  certain  limited  medical  and  hospital 
services  by  physicians  and  hospitals  chosen 
by  the  beneficiaries,  but  its  benefits  are  to 
be  limited  to  unemployed  persons  in  need  of 
medical  and  hospital  services  who  during 
their  periods  of  employment  paid  not  less 
than  certain  stated  amounts  as  taxes  under 
the  provisions  of  the  Social  Security  Act.  The 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


Volume  24 
Number  9 


The  Nebraska  State  Medical  Journal 


xxiii 


bill  was  referred  to  the  Senate  Committee  on 
Finance.  Obviously  it  cannot  be  called  up 
for  consideration  until  Congress  again  con- 
venes.” 


Consider  Child’s  Mental  Age  When 
Buying  Him  Toys 

While  the  age  of  the  child  may  serve  as  a 
guide  in  buying  him  a toy,  the  child’s  social 
life  and  mental  development  should  be  the 
final  considerations  in  the  actual  choice  for 
him,  Lou  Tregoning  points  out  in  her  article 
entitled  “Playthings — from  Toddler  to  Teen 
Age”  in  the  November  issue  of  Hygeia. 

The  baby  first  learns  to  use  his  eyes ; so  he 
needs  large  colorful  toys,  such  as  spool  dolls, 
strings  of  large  beads  or  blocks  hung  where 
he  can  see  them.  Articles  found  in  almost 
every  home  give  the  baby  his  greatest  pleas- 
ure; spools,  clothespins,  wooden  spoons,  pie 
tins  and  potato  mashers  are  among  his  favor- 
ites. Small  blocks  can  be  introduced  at 
about  4 months  when  he  will  enjoy  throwing 
and  knocking  them  together  for  noise. 

Large  muscles  gradually  come  into  play ; as 
he  reaches  for  his  toys,  he  strengthens  neck 
and  arm  muscles.  A brightly  colored  ball 


that  rolls  from  him  and  requires  his  efforts 
to  recover  it  will  encourage  walking  at  about 
10  to  12  months.  Give  him  playthings  that 
are  not  too  difficult  but  hard  enough  to  chal- 
lenge his  abilities.  Push  and  pull  toys  are 
especially  good  when  he  has  learned  to  walk. 

At  about  3 years,  the  “make  believe”  or 
dramatic  age  begins.  Dolls  will  need  houses, 
clothes  and  carriages ; the  everyday  living  of 
the  grown-ups  is  being  dramatized.  Dolls  are 
loved,  dressed  and  undressed,  spanked  and 
put  to  bed. 

The  construction  age  appears  from  3 to  6 
years  of  age.  Weaving,  painting,  sewing, 
block  houses,  fences  and  other  construction 
take  place  with  the  “do  with”  materials. 
Mechanical  devices  in  which  the  toy  does  all 
the  work  and  the  child  does  nothing  foster 
idleness  and  the  desire  to  be  amused. 

Games  that  stimulate  interest  in  school 
subjects  may  be  included  during  the  6 to  12 
year  interval. 

Then  hobbies  and  special  interests  appear 
with  the  adolescent  age.  Competitive  games 
develop  power  and  skill,  help  to  foster  co- 
operation and  sportsmanship. 
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Osteomyelitis  in  Children" 

A.  R.  SHANDS,  JR.,  M.  D. 
Medical  Director,  Nemours  Foundation 
Wilmington,  Delaware 


Before  entering  upon  a discussion  of  osteo- 
myelitis in  children,  the  essayist  wishes  to 
pay  homage  to  Dr.  H.  Winnett  Orr  of  Lincoln, 
Nebraska,  whose  work  and  teaching  in  the 
treatment  of  osteomyelitis  have  been  among 
the  great  contributions  to  orthopaedic  sur- 
gery since  the  World  War.  It  seems  inap- 
propriate for  an  out-of-state  speaker  to  pre- 
sent a discussion  of  this  subject  when  it 
could  be  presented  far  more  clearly  and  ac- 
curately by  Doctor  Orr  himself.  Usually  it 
is  true — “A  prophet  is  not  without  honor 
save  in  his  own  country,”  but  in  this  instance 
Doctor  Orr  has  received  honor  in  his  own 
country  and  in  all  others  the  world  over. 

Acute  and  chronic  osteomyelitis  form  one 
of  the  major  problems  in  pediatric  surgery. 
In  recent  years  definite  progress  has  been 
made  in  the  treatment  of  these  conditions 
but  the  disease  still  should  be  classed  as  one 
of  the  unsolved  problems  in  medicine.  There 
is  nothing  more  disheartening  than  to  be 
called  in  to  see  a desperately  ill  child  with  an 
acute  bone  infection,  not  knowing  whether 
any  form  of  treatment  will  save  his  life,  nor 
than  to  have  to  decide  what  should  be  done 
for  the  child  with  chronic  osteomyelitis  who 
has  had  repeated  operations  for  the  removal 
of  sequestra. 

The  historical  aspect  of  osteomyelitis  pre- 
sents little  of  interest.  In  1705  Petit  de- 
scribed an  acute  disease  of  the  long  bones 
which  is  now  recognized  as  osteomyelitis. 
Nelaton  in  1834  first  suggested  that  the  term 
osteomyelitis  be  used  to  designate  infection 
of  bone. 

•Presented  before  the  Omaha  Mid-West  Clinical  Society, 
Omaha,  Nebraska,  Oct.  26,  1938. 


“Pyogenic  osteomyelitis”  is  the  term  used 
and  includes  all  inflammatory  reactions  of 
bone  caused  by  pyogenic  organisms.  These 
may  be  localized  but  usually  involve  the  en- 
tire bony  structure. 

INCIDENCE 

Pyogenic  osteomyelitis  is  more  common  in 
children  between  the  ages  of  3 and  16  years, 
the  period  during  which  the  growth  of  bone 
is  most  active.  It  rarely  occurs  after  the 
epiphyses  are  completely  fused,  hence  the 
reason  for  its  infrequency  in  adult  life.  In 
one  large  series  of  cases  91%  were  under  20 
years,  which  age  is  usually  considered  the 
end  of  the  growth  period.  It  is  four  times 
as  common  in  boys  as  in  girls  and  the  lower 
extremities  are  more  often  affected  than  the 
upper  extremities.  In  approximately  95% 
of  the  cases  the  lesion  occurs  in  the  long 
bones  and  in  this  order  of  frequency: 
tibia,  femur,  humerus  and  radius.  Flat 
bones  such  as  the  pelvis  and  scapula  are  less 
frequently  involved  as  is  true  of  the  spine. 

The  incidence  of  osteomyelitis  in  the  num- 
ber of  crippled  children  admitted  to  a hospit- 
al is  usually  higher  than  the  incidence  in 
clinics.  In  one  of  the  neighboring  states  in 
a series  of  approximately  3,600  hospital  ad- 
missions of  crippled  children,  17.1%  were  di- 
agnosed osteomyelitis  as  compared  with 
9.5%  for  all  the  crippled  children  in  this 
state. 

In  the  Duke  Hospital  at  Durham,  North 
Carolina,  from  1930  to  1938  there  have  been 
657  cases  of  osteomyelitis  in  109,000  patients 
or  an  incidence  of  .4%.  However,  of  the 
55,518  hospital  admissions  there  have  been 
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461  cases  or  .83%.  The  house  records  have 
been  examined  on  150  of  these  patients 
under  16  years  of  age  but  this  is  not  the 
total  number  in  this  age  group.  The  inci- 
dence of  the  age  of  these  childen  at  the  on- 
set is  as  follows: 

Age  Number  Percent 

Under  2 years 13  8 

Between  3-5  years 17  11 

Between  6-10  years 50  33 

Between  11-16  years 70  47 

Of  this  number  105,  or  70%,  were  acute 
and  45,  or  30%,  were  chronic.  There  were 
85  boys,  or  56%,  and  65  girls,  or  44%,  and 
116  white  children,  or  77%,  and  34  colored, 
or  23%. 

ETIOLOGY 

The  organisms  most  often  producing  os- 
teomyelitis are  Staphylococcus  aureus  and 
albus  and  Streptococcus  hemolyticus.  The 
pneumococcus  may  cause  osteomyelitis  as 
may  the  bacillus  influenzae  and  bacillus  ty- 
phosus. The  Staphylococcus  is  the  organ- 
ism in  approximately  90%  of  the  cases  and 
the  Streptococcus  in  from  3 to  5%,  (Phem- 
ister) . 

Trauma  plays  a part  in  determining  the 
site  of  infection  and  does  so  in  about  20%  of 
cases.  This  was  shown  experimentally  in 
rabbits  by  Eric  Lexer  in  1896,  in  which  ex- 
periments a localized  infection  following  the 
intravenous  injection  of  a pyogenic  organ- 
ism occurred  more  frequently  in  the  trauma- 
tized bones  than  in  the  non-traumatized 
ones.  The  infection  is  usually  blood  borne 
from  a distant  focus.  The  portal  of  entry 
for  the  Staphylococcus  is  most  frequently 
the  skin  from  a furuncle  or  infected  abra- 
sion, while  for  the  Streptococcus  it  is  the 
mouth  and  nasopharnyx  from  the  tonsils, 
teeth  or  sinuses.  Infection  may  also  enter 
the  bone  by  direct  spread  from  an  infected 
area  or  by  the  introduction  of  the  surface 
organisms  into  a compound  wound.  There 
is  no  doubt  but  that  fevers  and  debilitating 
diseases  are  predisposing  factors  towards 
bone  infections. 

PATHOLOGY 

A Staphylococcus  infection  most  often  loc- 
alizes in  the  metaphysis  towards  the  epiphy- 
seal end  where  the  circulation  is  most  slug- 
gish. The  organisms  are  brought  through 
the  nutrient  artery  to  this  point  where  they 
collect  and  plug  up  the  terminal  vessels. 
From  this  locale  the  infection  may  spread  to 
other  portions  of  the  bone  or  into  the  neigh- 


boring joint.  Starr  believes  that  this  takes 
place  most  often  by  rupturing  through  the 
thin  metaphyseal  cortex,  spreading  under 
the  periosteum  and  then  into  the  Haversian 
canals  in  the  diaphyseal  cortex  or  into  the 
joint  surrounding  the  soft  tissues.  Due  to 
the  stimulation  of  the  bone  forming  cells  by 
the  infection,  new  bone  is  deposited  on  the 
inner  surface  of  the  periosteum  and  this  is 
spoken  of  as  involucrum.  Areas  of  the  bone 
which  become  ischemic  and  then  necrotic  us- 
ually separate  to  form  sequestra.  Small  se- 
questra may  be  absorbed  due  to  the  action  of 
the  granulation  tissue  but  large  ones  are  not 
absorbed  and  must  be  removed.  Robertson 
states  that  there  is  no  necrosis  of  bone  with 
sequestra  formation  in  Streptococcal  infec- 
tions as  in  Staphylococcal  infections.  Occa- 
sionally an  encapsulated  abcess  may  form 
and  this  is  termed  a Brodie’s  abcess.  This 
occurs  most  frequently  in  the  lower  end  of 
the  tibia. 

Acute  epiphysitis  is  a variety  of  osteomy- 
elitis in  which  the  infection  lodges  in  the 
epiphysis.  With  the  infection  of  an  epiphy- 
sis such  as  in  the  upper  femur,  the  necrosed 
bone  is  never  replaced;  the  joint  is  destroyed 
and  often  a pathological  dislocation  follows. 

Children  under  two  years  of  age  seldom 
show  sequestra  formation  with  bone  infec- 
tions. There  may  be  a localized  necrosis 
with  swift  advances  of  the  infection  to  the 
cortex.  The  whole  process  usually  shows 
rapid  healing  after  drainage  of  the  purulent 
material. 

The  point  of  infection  definitely  deter- 
mines the  extent  and  type  of  involvement. 
If  the  lesion  is  in  the  nutrient  artery,  the  en- 
tire diaphysis  will  be  involved;  if  in  the  pri- 
mary branch  of  the  nutrient  artery,  one-half 
of  the  diaphysis;  if  in  a smaller  branch,  a 
segment  of  the  diaphysis;  if  in  a terminal 
vessel,  the  metaphysis;  and  if  in  the  perios- 
teal vessel,  a corresponding  portion  of  the 
periosteum  with  or  without  cortical  invasion. 

CLINICAL  PICTURE 

Acute  osteomyelitis  usually  starts  sudden- 
ly with  pain,  fever,  chills  and  prostration. 
The  pain  is  usually  of  a constant,  throbbing, 
boring  character  and  is  aggravated  by  move- 
ment and  application  of  heat.  The  elevation 
of  temperature,  usually  from  101  to  106  de- 
grees F.,  may  be  either  constant  or  intermit- 
tent in  character.  Restlessness,  irritability 
and  loss  of  appetite  may  be  accompaniments. 
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If  the  infection  is  severe,  delirium  may  de- 
velop to  be  followed  by  coma  and  death. 

If  the  infection  is  not  localized,  there  may 
be  no  single  point  of  tenderness.  However, 
with  localization  there  is  increase  in  swelling, 
redness,  local  heat  and  definite  unchangeable 
point  tenderness  over  the  affected  area.  The 
blood  cultures  may  or  may  not  be  positive. 
The  severity  of  the  infection  will  determine 
the  white  blood  cell  count  which  is  usually 
from  15  to  50  thousand,  with  an  increase  of 
the  polymorphonuclear  leukocytes  to  85- 
90%. 

With  liberation  of  the  pus  the  pain  usually 
disappears  and  the  acute  condition  subsides. 
During  the  early  stages  there  may  be  a 
pseudo-paralysis  of  the  extremity  which  dis- 
appears with  the  drainage  of  pus  and  the  de- 
crease of  the  acute  symptoms.  There  is  us- 
ually muscle  spasm  present  and,  if  the  infec- 
tion is  adjacent  to  a joint,  this  may  show  a 
contracture  and  an  increase  in  joint  fluid. 
An  acute  osteomyelitis  usually  subsides  in 
from  five  to  eight  weeks.  If  all  the  dead 
bone  is  removed,  the  discharge  will  stop  and 
the  sinuses  close;  however,  if  it  is  not  re- 
moved, exacerbations  of  the  acute  process 
usually  occur  and  the  condition  will  become 
chronic. 

In  chronic  osteomyelitis  pain  is  not  an  out- 
standing characteristic  but  occasionally  this 
may  be  present,  especially  at  night.  There 
are  always  one  or  more  draining  sinus  tracts. 
With  the  localized  osteomyelitis  (Brodie’s 
abcess)  there  may  be  a slight  elevation  of 
temperature  and  pain. 

DIAGNOSIS 

In  making  a diagnosis  of  early  acute  osteo- 
myelitis the  x-ray  examinations  are  of  very 
little  help.  As  a rule  abnormal  x-ray 
changes  do  not  become  evident  before  the 
fifth  to  the  eighth  day.  The  changes  visible 
by  x-ray  are  dependent  upon  the  absorption 
of  the  dead  bone,  the  formation  of  new  bone 
and  the  atrophy  of  the  living  bone  (Phemis- 
ter) . Seldom  is  there  new  bone  formation 
under  one  to  two  weeks.  The  changes  in 
the  dead  bone  depend  entirely  upon  the  prox- 
imity of  granulation  tissue.  If  the  dead  bone 
is  approximating  the  living  bone,  this  granu- 
lation tissue  may  form  rather  rapidly  and 
absorptive  changes  will  take  place.  If  there 
is  a sequestrum  present,  it  will  show  as  in- 
creased density  in  a well  demarcated  zone  in 


sharp  contrast  to  the  hazy,  fuzzy  appearance 
of  living  bone. 

Acute  osteomyelitis  is  to  be  differentiated 
from  acute  pyogenic  arthritis  or  an  acute 
atrophic  arthritis,  from  rheumatic  fever,  a 
cellulitis  deep  in  the  tissues,  a lymphangitis 
or  thrombophlebitis,  erysipelas,  infantile 
scurvy  or  hemophilia.  In  an  epidemic  of  in- 
fantile paralysis  the  author  has  seen  many 
cases  mistaken  for  acute  osteomyelitis. 

An  osteomyelitis  of  the  spine  may  present 
a clinical  picture  similar  to  meningitis.  Ap- 
pendicitis and  other  acute  abdominal  or  pel- 
vic disorders  must  be  differentiated  from  a 
lumbar  osteomyelitis  and  an  infection  of  the 
pleura  or  lungs  must  similarly  be  differenti- 
ated from  a dorsal  osteomyelitis.  Often  a 
low  grade  tuberculosis  infection  may  be  con- 
fused with  this  picture. 

Subacute  and  chronic  osteomyelitis  are  of- 
ten confused  with  syphilis  in  which  there  is 
extensive  new  bone  formation  but  seldom  se- 
questration. In  the  rare  condition  of  tuber- 
culosis of  the  shaft  of  the  bone,  new  bone 
formation  and  absorptive  processes  are  very 
slow.  A Ewing’s  sarcoma  in  its  early  stages 
can  be  confused  very  easily  with  osteomyel- 
itis. Osteogenic  sarcomas  of  an  osteolytic 
type,  giant  cell  tumors  and  bone  cysts  must 
not  be  confused  with  pyogenic  osteomyelitis. 

PROGNOSIS 

The  prognosis,  of  course,  varies  with  the 
type  and  severity  of  infection  and  virulence 
of  the  organism.  As  acute  osteomyelitis  is 
often  accompanied  by  septicemia,  it  presents 
a very  high  mortality,  especially  in  the  child 
under  two  years  of  age,  at  which  time  Green 
states  that  the  Streptococcus  hemolyticus  is 
most  often  the  invading  organism.  How- 
ever, in  Robertson’s  series  the  Streptococcus 
and  Staphylococcus  were  approximately  of 
equal  occurrence  in  46  children  with  osteo- 
myelitis under  two  years  of  age.  In  one 
series  of  cases  in  children  the  mortality  was 
34%.  Ober  states  that  the  mortality  in  os- 
teomyelitis in  children  under  two  years  of 
age  has  decreased  from  50%  to  5%  since  the 
malady  ceased  to  be  considered  a surgical 
emergency  and  the  general  condition  of  the 
patient  is  now  treated  first. 

Robertson  states  that  in  a series  of  337 
children  Streptococcus  is  responsible  for  a 
fatal  septicemia  in  13.3%  of  the  cases  and 
Staphylococcus  in  22.4%.  He  further  states 
that  90%  of  the  deaths  from  Staphylococcus 
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osteomyelitis  occur  in  the  first  two  weeks. 
Wilson  and  McKeever  report  a 12.2%  mor- 
tality in  a series  of  98  children  with  acute 
osteomyelitis.  This  is  to  be  contrasted  with 
9.5%  mortality  in  the  series  of  150  cases  at 
the  Duke  Hospital. 

The  nearer  the  infection  is  to  the  hip  or 
shoulder,  the  less  favorable  is  the  outlook. 
There  is  always  a higher  mortality  rate  in 
osteomyelitis  of  the  spine  and  pelvis.  The 
localized  osteomyelitis  nearly  always  recov- 
ers completely  with  surgical  drainage.  Phe- 
mister  believes  that  most  cases  which  are 
given  early  drainage  fare  better  than  those 
which  are  not. 

TREATMENT 

Surgical  conservatism  is  distinctly  the  key- 
note for  treatment  of  acute  osteomyelitis. 
The  time  of  operation  for  the  liberation  of 
the  purulent  material  depends  largely  upon 
the  patient’s  general  condition  and  resistance 
and  under  no  circumstances  should  be  effect- 
ed too  early.  Up  to  this  time  hot  compresses, 
poultices,  or  heat  in  some  form  should  be  ap- 
plied until  the  condition  has  become  localized. 
It  is  very  important  during  this  period  to 
keep  the  part  at  rest  and  give  the  patient 
general  supportive  treatment  especially  when 
dehydration  is  present.  This  includes  fluids 
by  mouth,  infusions  or  intravenous  injec- 
tions of  normal  salt  or  5%  glucose,  and  blood 
transfusions  if  necessary. 

During  this  acute  stage  intramuscular  in- 
jections of  Staphylococcus  or  Streptococcus 
antitoxin  may  be  of  great  value.  Joyner  and 
Smith  reported  two  series  of  cases ; one,  16 
children  with  acute  osteomyelitis  and  Sta- 
phylococcemia treated  by  prompt  drainage 
and  multiple  blood  transfusions  with  8 deaths 
and  8 recoveries;  the  other,  13  children  with 
the  same  type  infection  treated  by  the  same 
methods  supplemented  by  the  administration 
of  Staphylococcus  antitoxin  with  only  2 
deaths  and  11  recoveries.  Robertson  reports 
good  results  with  the  use  of  the  same  anti- 
toxin when  given  intramuscularly  but  does 
not  recommend  its  use  intravenously.  This 
evidence  is  certainly  in  favor  of  the  value  of 
Staphylococcus  antitoxin.  By  personal  com- 
munication Smith  writes  that  this  work  is 
now  being  confirmed  experimentally  in  rab- 
bits. Joyner  and  Smith  believe  that  the 
ratio  between  the  segmented  and  non-seg- 
mented  polymorphonuclear  cells  is  an  indica- 
tion of  the  severity  of  the  toxemia  and  a 
guide  to  the  amount  of  antitoxin  to  be  giv- 


en. This  infection  is  more  serious  when  a 
larger  number  of  non-segmented  forms  of 
the  leukocytes  is  present.  They  have  ob- 
tained good  results  with  Staphylococcus  anti- 
toxin in  doses  of  as  little  as  32,000  P.  inter- 
national units  and  as  much  as  160,000. 

Robertson  lays  great  emphasis  upon  the 
titer  of  the  blood  for  Staphylococcus  anti- 
toxin in  these  children.  He  has  given  a 
Staphylococcus  toxoid,  which  is  a toxin  with 
formalin  added  to  destroy  the  toxic  element. 
This  definitely  raises  the  titer  and  increases 
the  natural  resistance  of  the  patient  to  the 
infection  by  increasing  the  amount  of  Sta- 
phylococcus antitoxin  in  the  blood.  In  the 
chronic  case,  he  believes  the  titer  of  the 
blood  for  Staphylococcus  antitoxin  should  be 
kept,  with  toxoid,  to  a level  of  three  times 
the  normal. 

Chemotherapy  occasionally  has  a place  in 
the  treatment  of  acute  osteomyelitis.  Sul- 
phanilamide  by  mouth  is  definitely  indicated 
in  those  cases  due  to  the  Streptococcus. 
Some  recoveries  have  been  almost  miracu- 
lous. Gentian  violet  administered  intraven- 
ously has  definitely  aided  in  the  recovery  of 
cases  with  a Staphylococcus  infection.  Oc- 
casionally mercurochrome  has  been  given  in- 
travenously with  good  results  in  both  the 
Streptococcus  and  Staphylococcus  infections. 

In  the  acute  stage,  because  of  the  danger 
of  spreading  the  infection  by  operative 
trauma,  extensive  removal  of  bone  is  definite- 
ly contraindicated.  Starr  of  Toronto  has 
recommended  drill  holes  into  the  marrow 
cavity,  usually  in  the  metaphysis  adjacent  to 
the  epiphyseal  cartilage.  Phemister,  how- 
ever, sees  no  harm  in  making  a window  into 
the  marrow  cavity  through  the  cortex.  Mur- 
ray believes  that  in  removing  a small  window 
of  bone,  tension  is  relieved  within  the  mar- 
row cavity  which  prevents  extensive  necrosis 
caused  by  blocking  of  the  circulation.  Fol- 
lowing the  incision  and  drainage  of  the  pus 
the  part  should  be  kept  absolutely  at  rest 
and  hot  applications  used.  In  the  lower  ex- 
tremity a Thomas  splint  is  recommended  to 
secure  immobilization. 

In  the  subacute  or  chronic  stage,  five  to 
six  weeks  after  the  acute  onset,  there  may  be 
a definite  demarcation  of  the  necrotic  bone 
and  sequestrectomy  is  indicated.  This  se- 
questrectomy should  not  be  done  if  the  un- 
affected and  regenerated  bone  is  not  suffi- 
ciently strong  to  support  the  extremity.  It 
is  never  an  emergency  operation. 
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The  Orr  method  of  treatment  may  now  be 
indicated.  Following  the  removal  of  the  se- 
questra and  necrotic  tissue  the  cavity  should 
be  packed  with  vaseline  gauze  without  clos- 
ure. The  extremity  should  be  immobilized 
in  a plaster  cast.  This  cast  should  be  left  on 
until  the  odor  becomes  extremely  offensive 
or  until  the  cast  becomes  weakened  by  the 
secretions.  A change  of  cast  is  usually  ne- 
cessitated in  from  three  to  six  weeks.  With 
the  change  of  dressings  usually  fresh  granu- 
lation tissue  is  present  in  the  wound.  In  ad- 
dition to  this  form  of  treatment,  Albee  has 
strongly  recommended  the  instillation  of 
laboratory  made  bacteriophage  to  supple- 
ment that  normally  produced  in  the  blood  of 
a patient  with  osteomyelitis.  The  bacterio- 
phage stimulates  the  phagocytic  polymor- 
phonuclear cells  in  the  blood  to  ingest  the 
bacteria.  Theoretically  it  should  be  a good 
addition  to  treatment.  If  the  condition  does 
not  heal  it  is  usually  an  indication  that  ne- 
crotic bone  is  still  present  and  another  se- 
questrectomy will  be  necessary. 

In  1931  Baer  first  advocated  the  use  of  live 
maggots  in  chronic  osteomyelitis.  The  tech- 
nique recommended  was  to  first  remove 
all  sequestra  and  necrotic  tissue  from  the  dis- 
eased area  and  instill  the  maggots  into  the 
wound.  Every  four  or  five  days  a new  in- 
stillation is  made  until  the  diseased  area  has 
healed  or  there  is  no  evidence  of  further 
healing.  After  a series  of  several  instilla- 
tions of  maggots  the  wounds  usually  appear 
to  be  healthy  and  show  fresh  granulation 
tissue  with  more  rapid  healing.  This  meth- 
od is  still  popular  in  some  clinics. 

One  of  the  difficulties  in  the  treatment  of 
the  chronic  stage  is  often  an  inability  to  com- 
pletely obliterate  large  cavities  especially 
when  they  occur  in  the  lower  end  of  a long 
bone,  such  as  the  femur.  However,  by  com- 
pletely removing  the  superficial  layer  of 
bone  lining  the  cavity,  together  with  all  in- 
fected soft  tissue  and  allowing  the  remain- 
ing tissue  to  collapse  into  the  cavity,  healing 
may  be  obtained.  Occasionally  it  may  be 
necessary  to  transplant  muscle,  fascia  or  fat 
into  the  cavity.  It  is  always  important  in 
these  cases  to  remove  as  completely  as  pos- 
sible the  scar  as  this  may  itself  harbor  infec- 
tion. It  may  be  necessary  to  skin  graft  the 
exposed  areas  to  secure  healing.  Occasion- 
ally in  extensive  involvement  a complete  sub- 
periosteal diaphysectomy  may  be  indicated. 
This  should  only  be  done  if  there  is  sufficient 


supporting  bone  present,  as  in  the  case  of  the 
fibula  with  a good  tibia. 

In  the  old  case,  arthroplasty  may  be  indi- 
cated for  a stiff  joint;  or  an  osteotomy  may 
be  necessary  to  correct  a faulty  angulation. 

COMPLICATIONS 

Complications  of  an  osteomyelitis  some- 
times may  be  more  serious  than  the  original 
infection.  Acute  pyogenic  arthritis  is  very 
frequently  present.  In  one  series  of  cases 
reported  this  occurred  in  19.3%.  A teno- 
synovitis may  be  an  associated  complication 
resulting  in  an  inability  of  the  affected  mus- 
cle to  function  normally.  In  one-third  of  the 
cases  in  younger  individuals  the  osteomyel- 
itis does  not  remain  in  one  focus  but  spreads 
to  other  parts  of  the  body. 

The  most  serious  complication,  however,  is 
a pathological  fracture,  especially  of  the  fe- 
mur. Very  often  this  takes  place  in  the  low- 
er extremity  from  simple  turning  over  in  the 
bed,  due  to  the  fact  that  the  infection  has 
eroded  or  weakened  the  bone  while  at  the 
same  time  insufficient  involucrum  has  been 
formed  to  give  the  necessary  strength.  A 
fracture  of  this  sort  is  very  slow  in  healing 
and  may  result  in  a serious  deformity. 

The  growth  disturbances  in  children  which 
follow  an  irritation  or  destruction  of  an  epi- 
physis are  sometimes  serious.  There  may 
be  increased  length  of  bone,  but  more  often, 
due  to  a destruction  of  an  epiphysis,  the  bone 
is  shorter  than  normal.  An  operation  for 
the  equalization  of  leg  length  is  always  to  be 
considered  in  this  instance. 
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The  next  three  years  will  probably  witness 
complete  elimination  of  the  cattle  fever  tick, 
which  causes  Texas  fever,  it  is  predicted  by 
S.  J.  McDowell  and  S.  R.  Winters,  Washing- 
ton, D.  C.,  in  the  August  issue  of  Hvgeia,  The 
Health  Magazine. 

The  campaign  against  Texas  fever  dates 
back  to  the  close  of  the  Civil  War.  At  that 
time,  the  authors  say,  “many  good  cattle 
were  purchased  in  the  North  and  shipped 
south  to  improve  southern  herds.  Nearly 
all  these  cattle  brought  from  the  North  took 
the  fever  and  died.  When  southern  cattle 
were  shipped  north  in  the  summer  time,  the 
northern  cattle  with  which  they  came  in  con- 
tact frequently  took  the  fever  and  died.  Be- 
cause of  these  losses,  a thorough  study  was 
made  of  the  disease. 

“Finally  it  was  found  that  there  was  a cer- 
tain type  of  protozoon  (one  celled  animal)  in 
the  blood  of  all  cows  sick  with  the  fever  and 
that  it  was  never  found  in  the  blood  of  heal- 
thy animals.  It  was  also  found  that  the  dis- 
ease could  be  transmitted  from  the  sick  cow 
to  a well  cow  by  transferring  a small  quan- 
tity of  blood  from  the  diseased  animal  to  one 
that  was  well.  That  was  first  class  evidence 
that  the  fever  was  caused  by  the  protozoon.” 

The  investigators  finally  discovered  that 
one  of  the  eight  kinds  of  ticks  commonly 
parasitic  on  cattle  carried  the  disease  indi- 
rectly. The  female  tick  gorged  herself  with 
the  blood  of  the  infected  animal,  fell  to  the 
ground  and  laid  her  eggs  in  the  grass,  where 
they  hatched.  The  blood  of  the  little  ticks 
contained  the  protozoa.  The  young  ticks 
climbed  up  the  pasture  grasses  and  fastened 
themselves  on  the  legs  or  other  parts  of  the 
bodies  of  cattle  that  came  along.  In  sucking 


the  blood  of  the  animal,  this  new  generation 
of  ticks  transmitted  the  disease. 

It  was  discovered  that  each  generation  of 
this  tick,  Boophilus  annulatus,  had  to  spend 
a part  of  its  life  on  the  body  of  cattle,  horses, 
mules  or  deer.  The  tick  could  not  grow  to 
maturity  in  the  pasture  grass.  So  if  no  ani- 
mals on  which  it  could  live  came  along,  it 
died. 

A dip  in  arsenic  strong  enough  to  kill  the 
tick  but  not  strong  enough  to  injure  the  cat- 
tle was  proposed  as  a remedy.  By  frequent 
dipping  of  all  animals  on  which  the  ticks 
must  spend  a part  of  their  lives,  it  was  pos- 
sible to  eliminate  the  tick  from  any  given 
area.  When  the  tick  disappeared,  the  fever 
ceased  to  exist. 

However,  no  sooner  had  the  veterinarians 
begun  to  fight  the  cattle  tick  than  a swarm 
of  ignorant  cattle  owners  began  to  work  up 
opposition  to  the  construction  of  dipping  vats 
and  to  dipping  the  cattle.  But  the  scientists 
had  law  on  their  side  and  they  persevered  in 
carrying  on  such  a war  against  the  cattle 
ticks  that  today  they  are  eliminated  in  more 
than  96  percent  of  the  territory  in  which 
they  were  once  prevalent.  Only  four  small 
areas  remain.  Two  of  these  are  in  Florida 
and  two  in  Texas. 

“In  the  tick  areas  of  Florida,  there  are 
many  tick  infested  deer,”  the  authors  ob- 
serve. “In  the  nature  of  things  they  cannot 
be  dipped.  It  was  decided  that  the  deer  are 
to  be  shot.  After  shooting  the  deer  the  cat- 
tle are  to  be  dipped,  until  the  last  tick  has 
ticked  its  last.  Then  it  is  proposed  to  allow 
the  area  to  be  again  stocked  with  deer  from 
uninfested  areas.” 


The  Treatment  of  Compound  Fractures 

J.  ALBERT  KEY,  M.  D. 

St.  Louis,  Mo. 


In  the  present  age  of  rapid  transportation 
and  mechanization  of  industry,  compound 
fractures  are  becoming  relatively  and  abso- 
lutely more  frequent  than  in  the  past.  Not 
only  is  this  true,  but  it  appears  that  the  in- 
juries are  more  severe  than  in  the  past.  Con- 
sequently, I feel  that  I need  offer  no  apology 
for  talking  on  what  may  appear  to  many  of 
you  a rather  well-worn  subject,  especially  as 
many  automobile  accidents  occur  on  the 
highways  far  from  hospitals  or  fracture  cen- 
ters and  any  of  us  may  be  called  upon  unex- 
pectedly to  treat  injuries  of  the  severe  type 
which  demand  prompt  and  decisive  action 
and  may  tax  our  surgical  judgment  to  the 
utmost. 

A compound  fracture  differs  from  other 
fractures  in  that  a communication  is  estab- 
lished between  the  fracture  and  the  outside 
air,  and  thus  to  the  result  of  the  trauma 
there  is  added  the  danger  of  infection.  And 
infection,  if  it  occurs,  may  not  only  compli- 
cate the  treatment,,  but  may  result  in  the 
loss  of  the  limb  or  even  of  the  life  of  the  pa- 
tient. 

In  considering  the  treatment  of  compound 
fractures  it  is  proper  to  begin  at  the  time  of 
accident. 

Let  us  take,  for  instance,  Mr.  X,  who  has 
been  struck  and  knocked  down  by  an  automo- 
bile and  severely  injured  and  who  is  found 
lying  on  the  pavement  with  the  right  leg 
broken  below  the  knee  with  the  end  of  the 
proximal  fragment  of  the  bone  protruding 
through  an  extensive  wound  and  the  distal 
portion  of  the  limb  markedly  angulated.  The 
wound  is  bleeding  quite  freely.  The  man  is 
conscious,  but  is  in  great  pain.  A physician 
arrives  at  the  scene  of  the  accident  shortly 
after  the  injured  man  has  been  dragged  to 
the  side  of  the  road.  The  clothing  covering 
the  wound  should  be  cut  away  in  order  to  per- 
mit an  inspection  of  the  wound.  If  the  hem- 
orrhage is  alarming,  this  should  be  the  first 
consideration  and  an  attempt  should  be  made 
to  stop  this  by  an  improvised  tourniquet  or 
by  digital  pressure  or  by  a pressure  dressing. 
After  the  bleeding  has  been  controlled  to  a 
point  where  it  is  no  longer  a danger  to  the 
life  of  the  patient,  attention  may  then  be  giv- 

*Read  before  The  Nebraska  State  Medical  Association,  Grand 
Island,  May  2,  1939. 


en  to  the  comfort  of  the  patient  and  arrange- 
ments made  for  transporting  him  to  a hos- 
pital where  he  can  receive  proper  surgical 
treatment.  If  possible,  a full  dose  of  mor- 
phine should  be  given  immediately.  Then 
the  limb  should  be  gently  straightened  by 
traction  and  the  wound  covered  by  as  clean 
a piece  of  cloth  as  can  be  obtained.  A sterile 
gauze  dressing  is,  of  course,  to  be  preferred 
if  it  is  obtainable,  and  a splint  should  be  im- 
provised to  immobilize  the  fragments.  A 
large  pillow  splint  is  very  efficient  and  com- 
fortable for  fractures  below  the  knee.  If 
this  cannot  be  obtained,  boards  on  either  side 
extending  from  the  mid  thigh  to  beyond  the 
heel  and  padded  with  blankets,  or  whatever 
heavy  cloth  can  be  obtained,  will  serve. 

During  this  interval  the  patient  should  be 
kept  as  warm  and  dry  as  possible  and  moved 
as  little  as  possible. 

After  the  bleeding  has  been  controlled  and 
the  limb  splinted,  the  patient  is  ready  for 
transportation  to  the  hospital — not  necessa- 
rily the  nearest  hospital,  but  one  where  he 
can  receive  prompt  and  adequate  treatment. 
It  is  better  to  spend  a few  minutes  longer  on 
the  road  than  to  dump  the  patient  in  a hos- 
pital where  he  will  lie  on  a stretcher  or  a bed 
for  several  hours  before  anything  is  done  for 
him. 

If  it  is  possible,  severely  injured  patients 
should  be  transported  in  an  ambulance  rather 
than  in  the  first  available  automobile  or 
truck.  It  is  better  to  let  him  lie  on  the  road- 
side a few  minutes  longer  until  he  can  be 
gently  and  skillfully  lifted  on  a stretcher  and 
then  placed  in  an  ambulance  and  transported 
in  relative  comfort. 

It  is  to  be  emphasized  that  anything  which 
which  increases  the  pain  of  the  patient 
should  be  avoided,  as  pain  adds  to  the  shock. 
The  same  is  true  of  cold  and  wet,  as  well  as 
an  uncomfortable  position. 

If  the  fracture  has  involved  the  femur  the 
pillow  or  short  board  splint  is  of  relatively 
little  value  and  if  possible  the  limb  should  be 
firmly  tied  to  a long  padded  board  which  ex- 
tends from  the  axilla  to  beyond  the  heel.  A 
Thomas  splint  or  some  other  suitable  splint 
may  be  used  if  it  is  available,  but  this  is  un- 
usual until  after  the  patient  has  reached  the 
hospital. 
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For  fractures  of  the  upper  extremity  emer- 
gency splinting  is  not  as  necessary  as  it  is 
for  fractures  of  the  lower  extremities,  be- 
cause the  patient  can  support  the  distal  part 
of  the  injured  extremity  with  his  other  hand 
and  with  his  body.  Frequently,  a pillow  un- 
der the  elbow  or  in  the  lap  makes  the  patient 
very  comfortable.  When  available,  padded 
board  splints  may  be  used.  Likewise,  an  am- 
bulance is  rarely  necessary  and  the  patient 
can  be  transported  quite  safely  and  comfort- 
ably while  sitting  or  reclining  in  an  automo- 
bile. 

At  the  hospital  the  patient  should  be  ad- 
mitted immediately  and  examined  briefly  in 
order  to  determine  the  nature  and  extent  of 
his  injuries.  Unless  there  is  evidence  of 
brain  injury,  he  should  be  given  a full  dose 
of  morphine,  if  this  has  not  been  admini- 
stered before  admission.  If  he  is  not  in  pro- 
found shock  he  should,  if  possible,  be  taken 
to  the  operating  room  immediately,  but  if  it 
is  deemed  advisable,  x-rays  of  the  injured 
parts  may  be  made  before  he  goes  to  the  op- 
erating room.  X-rays  should  be  made  when 
there  is  doubt  as  to  the  nature  and  extent 
of  the  bone  injury.  However,  it  is  to  be 
noted  that  preoperative  x-rays  are  less  im- 
portant in  compound  fractures  which  are  go- 
ing to  be  operated  upon  than  they  are  in  sim- 
ple fractures  which  are  to  be  treated  by  a 
closed  reduction.  This  is  because  the  nature 
and  extent  of  the  bone  injury  will  be  deter- 
mined by  inspection  and  palpation  at  the  op- 
eration. On  the  other  hand,  the  surgeon 
works  with  more  assurance  and  dispatch 
when  he  has  an  x-ray  of  the  injured  parts 
before  the  operation. 

The  examination  should  include  a brief 
history  of  the  accident  and  it  is  especially  im- 
portant to  leam  the  number  of  hours  that 
have  elapsed  since  the  injury,  because  this 
may  be  an  important  factor  in  determining 
the  type  of  treatment  to  be  administered. 
Likewise,  if  the  patient  enters  with  a tourni- 
quet on  it  is  important  to  know  how  long  this 
has  been  on,  because  it  is  dangerous  to  have 
a tourniquet  on  for  more  than  two  hours.  If 
it  is  necessary  to  keep  a tourniquet  on  for  a 
longer  period  it  should  be  removed  for  a few 
minutes  each  hour  in  order  to  permit  fresh 
blood  to  reach  the  tissues  of  the  extremity. 
Consequently,  if  the  tourniquet  has  been  on 
for  more  than  an  hour  it  should  be  removed 
as  soon  after  admission  as  is  practicable,  and 
if  necessary  the  bleeding  can  be  controlled 
with  clamps  or  packs. 


Likewise,  the  examination  should  include 
an  estimate  of  the  patient’s  general  condition 
and  the  blood  pressure  and  pulse  rate  and 
temperature  should  be  recorded. 

If  the  injury  has  been  a severe  one  and  the 
patient  has  lost  a considerable  amount  of 
blood,  a variable  degree  of  shock  will  be  pres- 
ent and  treatment  for  this  should  be  institut- 
ed at  once,  and  if  this  is  severe  and  the  pa- 
tient presents  the  classical  picture  with  pale 
pinched  facies,  cold  clammy  skin,  rapidly 
thready  pulse,  subnormal  temperature,  shal- 
low respiration  and  restlessness,  the  shock 
treatment  should  be  the  first  consideration 
after  the  bleeding,  if  present,  is  checked. 

The  patient  should  be  placed  in  a warm  dry 
bed  with  the  foot  of  the  bed  elevated  and  ex- 
ternal heat  should  be  applied.  One  thousand 
cubic  centimeters  of  10  per  cent  glucose  with 
Acacia  should  be  given  intravenously  and 
blood  should  be  taken  for  typing,  and  as  soon 
as  a suitable  donor  can  be  obtained,  500  cc.  of 
whole  blood  should  be  given.  The  fractured 
limb  should  be  supported  in  a comfortable  po- 
sition with  pillows  and  sand  bags  and  an 
emergency  splint  may  be  applied  if  indicated. 

It  is  assumed  that  morphine  has  been  giv- 
en and  it  is  also  helpful  to  infiltrate  the  area 
of  the  fracture  with  1/2  Per  cent  novocain 
which  contains  three  drops  of  adrenaline  to 
the  ounce.  No  surgery  should  be  undertaken 
until  the  patient  reacts  from  the  shock,  even 
though  this  prolongs  the  time  interval  to  a 
point  where  debridement  and  primary  suture 
can  no  longer  be  done  with  safety.  It  is  bet- 
ter to  cover  the  wounds  with  vaseline  gauze 
and  let  them  remain  open  rather  than  to  at- 
tempt closure  upon  such  a patient. 

When  the  patient  has  improved  sufficient- 
ly, or  in  those  patients  who  enter  the  hos- 
pital in  fair  or  good  general  condition,  atten- 
tion should  be  directed  to  the  wound  and  the 
fracture. 

The  first  thing  to  decide  is  whether  the 
fracture  is  compound  or  not.  As  a rule,  frac- 
tures are  obviously  simple  or  obviously  com- 
pound. However,  occasionally  one  sees  a pa- 
tient with  a fracture  and  lacerations  in  the 
vicinity  of  the  fracture  which  may  or  may 
not  communicate  with  the  fracture.  An  un- 
usual amount  of  bleeding  coming  from  the 
depths  of  the  wound  suggests  a compound 
fracture.  Also,  if  the  blood  is  coming  from 
a large  bone  it  is  usual  to  see  small  droplets 
of  fat  in  the  blood.  This  fat  comes  from  the 
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bone  marrow  and  when  present  is  pathog- 
nomonic of  a compound  fracture.  When  in 
doubt,  the  laceration  should  be  explored  or  V6 
per  cent  novocain  injected  into  the  area  of 
the  fracture. 

Having  decided  that  a compound  fracture 
is  present  and  that  the  patient  is  in  condition 
to  permit  treatment,  it  is  next  necessary  to 
decide  whether  or  not  the  wound  must  be 
debrided.  If  the  fracture  is  compounded 
from  without — that  is,  by  direct  violence — 
debridement  is  usually  necessary,  because 
the  overlying  tissues  have  been  crushed  and 
more  or  less  devitalized  and  foreign  material 
may  have  been  forced  into  the  tissues.  If  the 
fracture  has  been  due  to  indirect  violence  and 
is  compounded  from  within  by  the  end  of  one 
fragment  having  been  forced  outward 
through  the  skin,  the  wound  will  be  relative- 
ly clean  unless  the  end  of  the  bone  has  been 
grossly  contaminated  by  coming  in  contact 
with  the  ground  or  some  other  grossly  infect- 
ed substance.  In  such  fractures  the  bone  has 
usually  been  drawn  back  into  the  tissues  and 
covered  over  by  skin  and  soft  tissues  before 
the  patient  is  seen  by  the  surgeon.  Conse- 
quently, it  is  often  difficult  and  sometimes 
impossible  to  decide  whether  or  not  the  bone 
has  been  grossly  contaminated,  either  at  the 
time  of  the  injury  or  later,  and  in  such  in- 
stances the  fracture  should  be  operated  upon 
and  the  compound  wound  should  be  explored 
and  cleansed.  In  instances  in  cleanly  indi- 
viduals where  there  is  reasonable  assurance 
that  the  bone  is  not  grossly  contaminated 
these  fractures  may  be  reduced  and  treated 
as  simple  fractures. 

An  exception  to  the  above  is  made  in  the 
case  of  gunshot  wounds.  Here  the  decision 
as  to  whether  or  not  the  wound  should  be 
explored  is  made  on  the  basis  of  the  type  and 
velocity  of  the  missile.  High  speed,  machine 
gun  and  pistol  bullets  do  not  tend  to  carry  in 
infected  material  and  consequently  com- 
pound fractures  due  to  these  missiles  may 
and  should  be  treated  as  simple  fractures  and 
no  effort  should  be  made  to  remove  the  bul- 
let, if  present,  or  debride  the  wound.  The 
bullet  wound  is  simply  painted  with  iodine 
and  covered  with  a sterile  dressing  and  the 
fracture  is  treated  in  the  usual  manner.  In 
injuries  due  to  shell  fragments,  hand  gren- 
ades and  other  irregular  pieces  of  metal,  usu- 
ally of  low  velocity,  there  is  a marked  ten- 
dency for  a carrying  in  of  bits  of  clothing 
with  the  missile  and  contamination  and  in- 
fection of  the  wound.  Consequently,  these 


wounds  should  be  explored  and  debrided  in 
the  usual  manner  and  the  fracture  treated 
as  though  it  were  a compound  fracture  due 
to  direct  violence. 

A particularly  severe  type  of  injury  re- 
sults in  civil  life  from  shotgun  wounds  in- 
flicted at  close  range.  These  not  only  pro- 
duce a large  gaping  wound  with  much  de- 
struction of  the  soft  tissues,  but  also  it  is 
not  unusual  to  have  the  wads  of  the  shotgun 
shell  carried  into  the  tissues  and  these  must 
be  removed.  Otherwise,  tetanus  or  gangrene 
may  develop. 

Having  decided  that  the  compound  frac- 
ture should  be  explored,  the  patient  should 
be  taken  to  the  operating  room  immediately 
and  the  wound  and  the  extremity  cleansed. 
There  are  two  methods  of  cleansing  the 
wound  and  extremity  and  preparing  it  for  the 
operation,  and  these  might  be  termed  the  wet 
and  the  dry  methods.  In  the  dry  method  the 
extremity  is  dried  as  well  as  possible  and 
without  shaving  or  washing  the  skin,  as 
much  of  the  extremity  as  will  be  included  in 
the  operative  field  is  painted  with  strong 
tincture  of  iodine  and  the  same  is  applied  to 
the  surface  of  the  wound.  The  wet  method 
is  the  one  which  I prefer.  On  the  operating 
table  the  wound  is  covered  with  a piece  of 
dry  sterile  gauze.  Then  with  green  soap  and 
water  the  extremity  is  washed  until  it  is 
clean  and  the  hair  is  shaved  down  as  close 
as  possible  to  the  wound.  Then  the  extrem- 
ity is  rinsed  with  sterile  water  and  washed 
with  alcohol  and  ether  and  painted  with  tinc- 
ture of  merthiolate  or  draped.  This  can  be 
done  before  or  after  the  patient  is  given  an 
anesthetic,  either  local  or  general. 

The  question  as  to  whether  local  or  general 
anesthesia  is  to  be  used  depends  partly  on 
the  ability  of  the  surgeon  to  use  local  anes- 
thesia effectively  and  partly  on  the  condition 
of  the  patient.  If  the  patient  is  in  poor  gen- 
eral condition  there  will  be  less  shock  if  local 
or  block  anesthesia  is  used.  On  the  other 
hand,  if  the  patient  is  in  good  general  condi- 
tion there  is  no  reason  why  a general  anes- 
thetic should  not  be  administered.  For  local 
anesthesia,  1 per  cent  novocain  is  injected  in- 
to the  skin  around  the  wound  and  then  the 
deeper  tissues  are  infiltrated  with  1/2  percent 
novocain.  In  each  instance  the  novocain  con- 
tains three  drops  of  adrenalin  to  the  ounce. 

After  the  patient  is  anesthetized  the  sur- 
face of  the  wound  should  be  painted  with 
strong  tincture  of  iodine  or  with  tincture  of 
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merthiolate,  or  with  some  other  efficient  skin 
antiseptic,  or  washed  thoroughly  with  green 
soap  and  water.  Then  the  wound  edges 
should  be  excised  with  a sharp  knife.  It  is 
advisable  to  remove  as  thin  a strip  of  skin 
as  possible,  at  the  same  time  removing  a con- 
tinuous strip,  because  the  less  the  amount  of 
skin  that  one  removes  the  more  readily  is 
the  wound  closed  afterwards.  After  this 
margin  of  the  wound  has  been  excised  the 
knife  and  forceps  which  were  used  are  dis- 
carded and  with  a clean  knife  the  wound  is 
enlarged,  either  upward  or  downward,  for  as 
great  a distance  as  is  necessary  to  permit  a 
satisfactory  view  of  the  site  of  the  fracture. 
Bleeding  points  are  clamped  as  soon  as,  or 
even  before,  the  vessels  are  cut  in  order  to 
conserve  the  patient’s  blood. 

In  the  depths  of  the  wound  there  will  be 
found  a variable  amount  of  damaged  and  de- 
vitalized tissue,  both  muscle  and  connective 
tissue.  Tissue  which  appears  to  be  devital- 
ized should  be  excised  with  a sharp  knife. 
There  may  also  be  exposed  in  the  wound  ten- 
dons and  nerves  which  may  or  may  not  be 
severed.  If  these  are  exposed  they  should  be 
handled  gently,  cleansed  as  thoroughly  as 
possible,  and  if  tendons  are  divided  the  ends 
should  be  cut  cleanly  and  then  the  tendon 
should  be  sutured  with  rather  heavy  silk. 
Likewise,  divided  nerves  should  have  the 
ends  trimmed  cleanly  and  should  be  sutured 
in  the  usual  manner  with  fine  silk.  Before 
suturing  these  structures,  however,  it  is  im- 
portant that  all  foreign  material  which  can 
be  identified  as  such  be  removed  from  the 
wound. 

It  is  my  custom  at  this  stage  to  irritate 
the  wound  with  warm  normal  salt  solution 
under  pressure— that  is,  by  having  it  in  an  ir- 
rigating can  fitted  with  a soft  rubber  tube, 
the  end  of  which  can  be  constricted  by 
squeezing.  The  irrigating  can  is  held  quite 
high  and  the  wound  is  irrigated  thoroughly 
several  times.  By  doing  this  bits  of  foreign 
material  in  the  depths  of  the  wound  may  be 
brought  to  the  surface  and  washed  out.  Like- 
wise, fascial  spaces  which  have  been  opened 
by  the  injury  will  be  opened  again  by  the 
stream  of  salt  solution  and  washed  out  and 
bits  of  devitalized  soft  tissue  will  float  free 
and  can  be  identified  and  excised. 

The  ends  of  the  bones  are  seen  in  the  depth 
of  the  wound  and  they  may  be  more  or  less 
extensively  comminuted  and  soiled.  In  in- 
stances in  which  the  ends  of  the  bones  are 


soiled  I think  that  it  is  important  that  they 
be  excised  and  for  this  purpose  I usually  use 
heavy  bone  cutting  forceps.  If  such  is  not 
available  I use  an  ostetome,  but  do  not  use  a 
curette,  as  a curette  may  force  infected  for- 
eign material  into  interstices,  although  it 
may  remove  the  greater  portion  from  the 
surface  of  the  bone.  And  it  is  not  possible  to 
clean  the  ends  of  thei  bone  by  washing  or 
scrubbing. 

An  exception  to  the  above  is  made  in  the 
case  of  a compound  epiphyseal  separation  in 
which  the  end  of  the  bone  has  been  grossly 
contaminated.  In  such  an  instance  I do  not 
remove  the  contaminated  end  of  the  bone, 
but  scrub  it  thoroughly  with  green  soap  and 
water  and  a soft  brush  and  then  rinse  it  off 
with  normal  salt  solution,  because  I feel  that 
it  is  important  to  preserve  the  growth  func- 
tion of  the  epiphyseal  cartilage  plate  if  one 
can  do  so. 

In  comminuted  fractures  the  question  as 
to  what  is  to  be  done  with  the  separated 
fragments  is  of  considerable  importance.  The 
more  of  such  fragments  that  one  removes, 
the  more  apt  the  patient  is  to  develop  non- 
union. On  the  other  hand,  the  more  devital- 
ized bone  one  leaves  in  the  wound,  the  more 
the  patient  is  apt  to  develop  an  infection. 
Consequently,  one  is  placed  in  a position 
where  he  must  decide  on  the  individual  case 
how  much  in  the  way  of  broken  pieces  of 
bone  can  be  left  in  the  wound  and  how  much 
he  should  remove.  As  a rule,  I remove  all 
pieces  which  do  not  have  sufficient  periosteal 
attachment  to  assure  their  vitality;  that  is, 
if  I do  not  think  that  the  periosteal  attach- 
ment is  sufficient  to  keep  the  given  frag- 
ment alive,  I remove  it,  although  I realize 
that  such  an  action  may  jeopardize  the  union 
of  the  fracture.  On  the  other  hand,  the  pri- 
mary consideration  in  the  operative  treat- 
ment of  a compound  fracture  is  the  preven- 
tion of  an  infection  and  this  must  be  taken 
care  of  even  at  the  expense  of  union  if  neces- 
sary, as  union  can  usually  be  obtained  later 
by  operative  intervention. 

After  the  loose  bone  fragments  have  been 
removed  and  the  soiled  ends  of  the  bones 
have  been  excised  and  the  wound  has  been  ir- 
rigated thoroughly,  the  tendons  and  nerves 
should  be  sutured.  Likewise,  if  there  is  a 
wide  gap  in  the  muscle  an  attempt  should  be 
made  to  draw  this  loosely  together  by  mat- 
tress sutures.  At  this  time  the  fracture 
should  be  reduced.  If  it  is  not  fairly  stable 
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and  if  it  is  practicable  to  do  so,  the  ends  of 
the  fragments  may  be  revised  and  fitted  to- 
gether in  such  a way  that  stability  of  the  re- 
duction will  be  increased.  It  has  not  been  my 
custom  to  use  any  internal  fixation  in  com- 
pound fractures,  although  I have  occasional- 
ly used  stainless  steel  wire  to  fix  the  bones 
of  compound  infected  fractures,  as  will  be 
mentioned  later.  Usually  it  is  possible  to 
treat  the  compound  fracture  without  internal 
fixation  and  in  my  experience  these  fractures 
have  been  more  easily  reduced  and  reduction 
maintained  more  readily  than  have  similar 
fractures  which  were  not  compound.  This  is 
because  one  is  not  faced  with  the  hematoma 
and  infiltration  of  the  surrounding  tissues 
with  blood  which  leads  to  contraction  and 
adds  to  the  difficulty  in  maintaining  position 
in  simple  fractures. 

In  instances  in  which  the  wound  resulting- 
in  the  fracture  has  penetrated  a joint,  this 
joint  should  be  opened  widely  and  washed  out 
thoroughly  with  warm  salt  solution.  It  is,  of 
course,  important  to  remove  any  devitalized 
tissue  encountered  in  or  near  the  articular 
surfaces  and  also  to  remove  any  foreign  ma- 
terial which  may  have  been  forced  into  the 
joint. 

The  wound  is  now  ready  for  suture  and 
the  question  as  to  whether  or  not  it  is  to  be 
sutured  immediately  is  sometimes  a very  im- 
portant and  difficult  one.  If  the  surgeon  is 
confident  of  his  ability  to  perform  an  ade- 
quate debridement  and  if  the  fracture  is  not 
more  than  twelve  hours  old,  I believe  that 
immediate  closure  is  the  method  of  choice. 
On  the  other  hand,  if  the  fracture  is  more 
than  twelve  hours  old  or  if  the  operation  for 
any  reason  has  not  been  adequate  to  thor- 
oughly cleanse  the  wound  and  free  it  from 
devitalized  tissue,  then  immediate  suture  is 
very  dangerous  and  should  not  be  done.  In 
suturing  compound  fractures  I use  silkworm 
gut  almost  exclusively,  because  this  is  strong, 
it  is  neutral  in  that  it  causes  no  irritation  to 
the  tissues  and  it  will  last  indefinitely.  The 
silkworm  gut  is  threaded  on  large  curved  cut- 
ting needles  and  the  wound  is  sutured  in  one 
layer.  Usually  the  sutures  penetrate  the 
deep  fascia  and  in  certain  instances  tension 
sutures  are  used. 

The  tightness  with  which  the  wound  is 
closed  varies  inversely  with  the  danger  of  in- 
fection. In  other  words,  wounds  which  have 
been  operated  upon  six  or  eight  hours  after 
the  original  injury  are  sutured  loosely,  while 


wounds  which  have  been  operated  upon  three 
or  four  hours  after  the  injury  are  sutured  as 
accurately  as  possible,  the  idea  being  that  the 
placing  of  the  sutures  rather  far  apart  and 
not  tying  them  very  tightly  tends  to  permit 
drainage  of  fluid  from  the  wound  and  lessens 
the  tendency  to  infection. 

In  extensive  wounds  with  the  exposure  of 
large  areas  of  tissue  beneath  the  surface 
there  is  bound  to  be  a certain  amount  of 
weeping  from  these  surfaces  and  it  is  im- 
portant that  this  fluid  should  not  be  permit- 
ted to  collect  in  the  tissues.  Consequently, 
in  these  instances,  even  though  they  are  sut- 
ured loosely,  small  rubber  tissue  drains  are 
inserted  down  to  the  depths  of  the  wound 
and  not  infrequently  when  the  law  of  gravi- 
ty dictates  these  drains  are  brought  out  to 
the  surface,  not  through  the  incision,  but 
laterally  or  posteriorly  through  stab  wounds 
of  sufficient  size  to  permit  drainage. 

It  is  important  when  such  a wound  is  su- 
tured that  the  skin  and  subcutaneous  tissue 
cover  it  completely  and  without  undue  ten- 
sion. If  there  has  been  sufficient  loss  of 
substance  as  a result  of  the  injury,  so  that  it 
is  difficult  or  impossible  to  cover  the  wound 
without  marked  tension,  then  tension  inci- 
sions should  be  made  on  either  side  of  the 
wound  and  if  necessary  the  skin  and  subcu- 
taneous tissues  may  be  undermined  so  that 
they  may  be  drawn  across  the  wound.  These 
tension  sutures  should  be  at  least  two  inches 
from  the  margins  of  the  wound ; otherwise 
the  flaps  are  liable  to  slough.  The  area  laid 
bare  by  the  tension  sutures  can  then  be  cov- 
ered by  pinch  grafts  or,  preferably,  by  split 
skin  grafts,  or  they  may  be  permitted  to  heal 
by  granulation. 

If  the  fracture  is  more  than  ten  hours  old 
or  if  for  any  reason  the  surgeon  is  not  satis- 
fied that  an  adequate  debridement  has  been 
done,  then  the  wound  should  either  be  par- 
tially closed  or  left  wide  open.  It  is  to  be 
noted  that  the  success  with  which  compound 
fractures  can  be  closed  varies  directly  with 
the  ability  of  the  surgeon  to  perform  an  ade- 
quate operation.  Last  year,  in  his  Chair- 
man’s address  before  the  Southern  Medical 
Association,  Dr.  Guy  Caldwell  stated  that  he 
had  made  it  a rule  in  the  Charity  Hospital  at 
Shreveport  that  no  compound  fracture  was 
to  be  sutured  under  any  conditions  and  that 
this  change  in  technique  had  greatly  reduced 
the  number  of  cases  of  gas  gangrene  which 
occurred  on  the  fracture  service  in  this  hos- 
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pital.  This,  of  course,  would  be  true  of  any 
hospital  which  receives  a large  number  of 
compound  fractures.  On  the  other  hand, 
while  it  will  undoubtedly  reduce  the  number 
of  severe  infections  to  leave  these  wounds 
open,  it  will  work  a great  hardship  on  a great 
many  people  whose  wounds  might  have  been 
sutured  with  safety  and  who  might  have 
pursued  the  course  of  a simple  fracture  rath- 
er than  be  subjected  to  a prolonged  healing 
by  granulation  and  to  extensive  scar  tissue 
formation  afterwards. 

Every  compound  fracture  may  be  assumed 
to  be  contaminated  with  pathogenic  bacteria, 
but  in  certain  of  these  in  which  the  wound  is 
compounded  from  within  the  contamination 
is  so  slight  in  degree  that  one  can  leave  the 
wound  open  and  since  there  is  relatively  lit- 
tle tissue  damage  the  natural  resistance  of 
the  individual  will  take  care  of  the  infection. 
In  others,  especially  those  compounded  from 
without  in  which  there  is  extensive  tissue 
damage,  there  is  massive  contamination. 
However,  if  the  patient  is  operated  upon  soon 
enough  after  the  injury  and  the  surfaces  of 
the  wound  are  excised,  much  of  the  contami- 
nation may  be  removed  so  that  the  resistance 
of  the  individual  can  take  care  of  what  little 
infection  is  left  after  the  debridement  and 
such  wounds  can  be  closed  with  relative  safe- 
ty. On  the  other  hand,  if  sufficient  time  is 
permitted  to  elapse  between  the  injury  and 
the  operation  for  debridement,  the  organisms 
will  begin  to  multiply  and  to  invade  the  ad- 
jacent tissues.  In  these  instances  the  wound 
is  no  longer  a contaminated  wound,  but  is  an 
infected  wound.  Consequently,  such  wounds 
cannot  be  debrided  and  closed  with  safety. 
This  period  is  arbitrarily  put  at  from  eight 
to  twelve  hours,  the  time  varying  inversely 
with  the  amount  of  tissue  damage  and  devi- 
talization. 

In  the  cases  which  are  not  seen  until  it  is 
too  late  for  primary  suture,  the  wound  should 
be  debrided  if  possible.  They  should  be 
widely  opened  and  they  should  be  irrigated 
thoroughly  and  the  bones,  tendons  and 
nerves  should  be  treated  as  stated  in 
the  foregoing  description  of  the  technique 
of  primary  suture.  Then  silkworm  gut  su- 
tures may  be  placed  and  some  of  them  tied, 
but  sufficient  left  untied  to  leave  the  wound 
open  so  that  free  drainage  is  provided.  Then 
the  wound  should  be  packed  loosely  with 
vaseline  gauze  and  if,  after  forty-eight  hours, 
there  is  no  evidence  of  infection  the  remain- 
ing sutures  may  be  tied.  If  there  is  evidence 


of  infection  it  must,  of  course,  be  dealt  with 
as  indicated. 

In  compound  wounds  which  have  been  su- 
tured a small  amount  of  vaseline  gauze  is 
placed  over  the  suture  line.  This  is  especial- 
ly true  in  those  instances  where  the  wound 
was  sutured  loosely  in  order  to  permit  drain- 
age, because  if  the  wound  is  dressed  with  dry 
gauze  there  is  a tendency  for  this  gauze  to 
become  saturated  with  secretions  from  the 
wound  and  these  tend  to  dry  and  seal  off  the 
surfacei  and  thus  prevent  further  drainage. 
Vaseline  gauze  should  also  be  placed  over  the 
rubber  tissue  drains. 

The  patient  is  now  ready  for  the  final  im- 
mobilization of  the  fracture,  provided  that 
the  fragments  are  in  good  position.  If  the 
fragments  are  not  in  good  position  an  at- 
tempt should  be  made  to  effect  reduction  by 
traction  or  by  manipulation,  just  as  though 
one  were  dealing  with  a simple  fracture.  It 
is  important,  of  course,  that  the  displacement 
be  reduced  and  that  the  limb  be  held  in  order 
to  prevent  the  fragments  from  slipping  while 
the  wound  is  being  sutured  and  dressed.  Im- 
mobilization can  now  be  secured  either  by 
means  of  a splint  or  a plaster-of-Paris  cast. 
The  splint  has  the  advantage  that  the  wound 
and  entire  extremity  may  be  inspected  at  in- 
tervals. The  cast  has  the  advantage  that 
the  immobilization  is  more  secure  and  com- 
plete and  that  it  demands  less  attention  once 
it  has  been  applied  with  the  fragments  in 
good  position.  Personally,  for  compound 
fractures  I prefer  a well-padded  plaster  c^st 
and  not  infrequently  combine  this  with  trac- 
tion in  compound  fractures  of  the  leg,  the 
traction  being  applied  by  Kirschner  wires 
through  the  lower  third  of  the  tibia  or 
through  the  os  calcis  and  the  cast  applied 
over  the  wire;  thus,  the  entire  cast  is  pulled 
down  and  the  body  weight  is  used  as  counter- 
traction, the  upper  fragments  tending  to 
slide  upward  in  the  cast  as  traction  is  in- 
creased. 

In  patients  in  whom  drains  have  been 
placed  it  is  important  that  the  drains  may  be 
removed  in  forty-eight  hours  through  win- 
dows in  the  cast.  This  can  be  done  by  plac- 
ing gauze  squares  on  either  side  of  the  drain 
and  letting  the  drain  project  outward  be- 
tween them.  Then  the  window  is  cut  direct- 
ly over  the  drain  and  it  can  be  pulled  out 
without  disturbing  the  dressing.  It  is  also 
to  be  noted  that  windows  may  be  cut  in  the 
casts  which  are  on  extremities  with  com- 
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pound  fractures  with  more  impunity  and  with 
less  danger  of  the  limb  swelling  through  the 
window  than  can  be  done  in  cases  of  simple 
fractures.  This  is  because  in  compound 
fractures  the  bleeding  is  external  and  has  oc- 
curred before  the  operation  and  there  is  rela- 
tively little  swelling  after  the  wound  is  su- 
tured, provided  no  infection  takes  place. 

After  the  fracture  has  been  immobilized 
either  in  a plaster  cast  or  in  a splint  or  in  a 
splint  or  cast  with  traction,  the  patient 
should  be  watched  carefully  for  evidence  of 
infection,  but  in  other  respects  is  treated  as 
though  one  were  dealing  with  a simple  frac- 
ture. 

If  possible  the  patient  should  be  given  a 
full  dose  of  tetanus  antitoxin  before  leaving 
the  operating  room,  or  even  before  the  oper- 
ation is  started  and  in  patients  with  exten- 
sive injuries  to  the  soft  tissues  and  evidence 
of  gross  contamination,  especially  those  who 
are  farmers  or  who  work  around  horses,  15 
grains  of  sulfanilamide  should  be  given  every 
six  hours  as  a prophylactic  against  infection 
with  gas  bacilli  and  streptococci. 

It  should  be  noted  that  a slight  rise  in  tem- 
perature and  a slight  leukocytosis  are  not  un- 
usual— in  fact,  are  to  be  expected  in  patients 
who  have  had  compound  fracture  and  who 
have  been  operated  upon.  Such  a tempera- 
ture and  leukocytosis  may  cause  the  surgeon 
some  concern  and  may  even  cause  him  to  cut 
a large  window  in  the  cast  or  to  remove  the 
dressing  over  the  wound  and  examine  the  ex- 
tremity. As  a rule,  if  the  patient  has  not 
complained  of  pain,  if  there  is  not  an  unusual 
acceleration  in  the  pulse  rate,  if  the  tempera- 
ture is  not  over  102  degrees  and  if  the  white 
count  is  not  over  15,000  it  will  be  found  that 
the  patient  will  pursue  an  uneventful  course. 

In  cases  in  which  infection  follows  the  op- 
eration and  suture,  this  must  be  met  and 
combated  at  the  earliest  possible  moment. 
The  infections  to  be  looked  for  are  staphylo- 
coccus, streptococcus  and  gas  bacillus  infec- 
tions. Of  these  the  last  named  is  the  most 
dangerous  to  the  life  and  to  the  limb  of  the 
patient. 

A beginning  gas  bacillus  infection  is  us- 
ually inaugurated  by  a moderate  rise  in  tem- 
perature, a rather  marked  rise  in  the  pulse 
rate  and  marked  pain  in  the  extremity.  The 
wound  should  be  inspected  and  opened  im- 
mediately. Whether  or  not  a gas  bacillus  is 
present  there  will  be  a variable  amount  of  dis- 


coloration of  the  skin  due  to  the  original  in- 
jury. Consequently,  I do  not  think  that  the 
color  of  the  skin  can  be  used  as  a basis  of  di- 
agnosis of  gas  bacillus  infection.  However, 
gentle  pressure  on  tissues  around  the  wound 
may  elicit  crepitus  due  to  bubbles  of  gas  in 
the  tissues  or  may  cause  small  bubbles  to  be 
expelled  from  the  wound.  In  addition  to  the 
above,  the  wound  will  give  evidence  of  infec- 
tion by  edema  and  redness  of  its  edges  and 
there  will  usually  be  found  a small  amount  of 
brownish  pus  exuding  from  the  wound  un- 
less its  edges  are  sealed  by  dried  secretions. 
The  secretions  from  the  wound  will  have  a 
foul  odor  which,  in  my  experience,  has  not 
been  characteristic,  because  most  gas  infec- 
tions are  mixed  infections  of  gas  bacillus  and 
saphrophytic  or  putrefactive  organisms. 

In  streptococcus  and  staphylococcus  infec- 
tions there  is  usually  no  foul  odor  unless 
putrefactive  organisms  are  also  present. 
There  is  redness  and  edema  of  the  skin 
edges,  the  pulse  is  not  so  high  in  relation  to 
the  temperature  and  the  patient  does  not  ap- 
pear so  ill.  Not  infrequently  smears  taken 
from  the  pus  in  the  wound  may  enable  one  to 
make  the  diagnosis  of  staphylococcus,  strep- 
tococcus or  gas  bacillus  infection  immediate- 
ly without  waiting  for  culture.  In  any  event, 
regardless  of  the  infection,  the  wound  should 
be  opened  widely.  If  there  is  evidence  to 
point  to  a gas  bacillus  infection  the  patient 
should  be  taken  to  the  operating  room  and 
the  wound  opened  and  explored  for  necrotic 
tissue  and  if  necessary  the  incision  should  be 
extended  up  the  extremity  and  all  devitalized 
muscle  excised.  In  pyogenic  infections  it  is 
usually  sufficient  to  open  the  wound  and  pack 
it  loosely  with  vaseline  gauze.  If  the  infec- 
tion is  due  to  a streptococcus  or  to  the  gas 
bacillus,  sulfanilamide  in  full  doses  should  be 
begun  immediately,  but  one  should  not  expect 
the  sulfanilamide  to  overcome  the  local  lesion 
and  this  should  be  treated  surgically  by  in- 
cision and  drainage  and  excision  of  devital- 
ized tissues  followed  by  immobilization.  If 
the  gas  bacillus  infection  is  sufficiently 
wide-spread  and  if  it  appears  to  extend  so 
widely  through  the  extremity  that  it  cannot 
be  controlled  by  multiple  incisions  and  large 
doses  of  sulfanilamide,  immediate  guillotine 
amputation  is  indicated.  In  the  cases  of  pyo- 
genic infections  it  is  usually  not  possible  to 
effect  a secondary  suture  after  the  infection 
has  gotten  well  started  in  the  bone,  although 
if  these  infections  are  caught  immediately  it 
may  be  possible  by  opening  the  wounds  wide- 
ly to  prevent  chronic  infection.  If  this  oc- 
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curs  the  patient  is  doomed  to  a long  period  of 
bone  suppuration  with  possibly  some  seques- 
tration and  possibly  failure  of  union  which 
will  entail  further  surgery  some  months 
later. 

Recently,  while  visiting  Dr.  Zierold’s  frac- 
ture service  at  the  Minneapolis  General  Hos- 
pital, I saw  a series  of  compound  fractures  in 
which  from  five  to  fifteen  grams  of  sulfan- 
ilamide had  been  placed  in  the  wound  before 
suturing.  Then  the  wound  was  closed  tight- 
ly. In  a series  of  forty-one  consecutive 
cases  treated  in  this  manner  there  had  been 
no  infection.  It  is  my  intention  to  add  this 
scattering  of  sulfanilamide  crystals  over  the 
wound  after  debridement  is  complete  and  be- 
fore the  wound  is  sutured,  as  I believe  that 
it  will  aid  in  decreasing  the  number  of  infec- 
tions. 


Since  February  2nd,  when  I saw  the  work 
in  Minneapolis,  I have  been  placing  sulfanila- 
mide in  the  wounds  of  compound  fractures 
and  closing  the  wound  tightly.  The  results 
have  been  excellent  and  I now  routinely  use 
this  method.  It  has  just  been  published  in 
the  following  article:  “The  Local  Implanta- 
tion of  Sulfanilamide  in  Compound  Frac- 
tures,” N.  K.  Jensen,  Luverne  W.  Johnsrud 
and  M.  C.  Nelson,  in  Surgery,  6:  1-12,  July, 
1939. 

DISCUSSION 

DR.  ROBERT  D.  SCHROCK,  (Omaha):  From  the 
standpoint  of  Dr.  Key’s  presentation  and  his  urgence 
of  the  care  of  moving  of  the  compound  fractures  to 
a place  of  definite  treatment,  I should  like  to  em- 
phasize one  of  his  statements  that  that  patient 
should  be  left  alone  until  adequate  means  of  trans- 
portation be  obtainable. 


Increased  evidence  of  the  menace  to 
man  of  equine  encephalomyelitis,  a virus  dis- 
ease from  horses  which  is  similar  to  so-called 
“sleeping  sickness,”  is  contained  in  a report 
of  the  death  of  a laboratory  worker  from  the 
Western  strain  of  the  disease,  made  in  The 
Journal  of  the  American  Medical  Association 
for  July  15  by  L.  D.  Fothergill,  M.  D.,  Mar- 
garet Holden,  Ph.  D.,  and  R.  W.  G.  Wyckoff, 
Ph.  D.,  Pearl  River,  N.  Y. 

For  some  time  after  the  discovery  of  the 
virus  of  the  disease  in  1930,  research  work 
was  carried  on  with  the  viruses  on  the  as- 
sumption that  the  strains,  Eastern  and  West- 
ern, were  not  communicable  to  man  from 
horses.  In  1937,  however,  six  human  cases 
were  reported  from  Minnesota  among  farm- 
ers in  communities  where  equine  encephalo- 
myelitis of  the  Western  strain  was  prevalent, 
with  two  of  the  patients  dying,  and  last 
summer  at  least  forty  cases  appeared  in  New 
England  during  an  epidemic  of  the  Eastern 
strain  of  the  disease. 

Little  yet  is  known  of  the  method  of  con- 
tracting the  disease  as  in  some  of  the  cases 
reported  the  victims  have  not  been  discovered 
to  have  had  any  contact  with  sick  horses  at 
the  time  of  the  onset  of  the  disease. 

The  case  reported  in  the  current  issue  of 
The  Journal  concerns  a woman  who  took  em- 
ployment in  a laboratory  on  Feb.  24,  1939. 
Ten  days  later  she  complained  of  a headache 
which  continued  through  the  next  day, 
March  6.  By  the  8th  she  was  confined  to 
her  home  with  what  was  at  first  thought  to 


be  influenza.  She  had  a continuing  fever, 
which  reached  104  F.  by  the  11th  and  was 
followed  by  convulsions,  coma  and  death  on 
the  night  of  the  12th.  Blood  and  spinal  fluid 
were  taken  on  the  11th.  When  injected  in- 
tracerebrally  the  spinal  fluid  produced 
paralysis  and  death  of  young  mice  and 
guinea  pigs;  blood  did  not  produce  disease. 

Portions  of  the  fore  and  hind  brain,  taken 
at  autopsy,  were  studied  independently  by 
three  groups  of  observers.  Each  observer 
isolated  virus  and  by  typing  has  found  it  to 
be  that  of  Western  equine  encephalomyelitis. 

“The  mode  of  infection  could  not  be  estab- 
lished,” the  authors  declare.  “This  patient 
is  the  only  one  of  more  than  a hundred  per- 
sons working  with  encephalomyelitis  viruses 
at  the  laboratory  who  has  shown  any  clinical 
symptoms  of  infection.  Several  of  these 
people  have  been  for  years  in  intimate  con- 
tact with  the  viruses,  while  a considerable 
number  have  worked  with  them  for  fifteen 
months.  The  personal  history  of  the  pa- 
tient suggests  the  possibility  of  unusual  sus- 
ceptibility. Her  mother  died  about  fifteen 
years  ago  of  an  obscure  and  apparently  un- 
classified encephalitis.  She  herself  had  had 
a severe  tuberculosis  involvement  of  the 
spine.  At  autopsy  besides  the  expected  pic- 
ture of  encephalitis,  congestion  of  the  lungs, 
liver  and  spleen  was  found.  Also  there  were 
inflammation  of  the  kidneys  and  a large  cys- 
tic cavity  of  the  right  kidney.  Sections  of 
the  brain  showed  hardened  areas  and  the 
right  kidney  was  tuberculous.” 


The  Urologist  Turns  to  Medicine* 

GRAYSON  CARROLL,  M.  D.,  F.  A.  C.  S. 

St.  Louis,  Mo. 


People  today  are  educated  to  think  in 
terms  of  trends.  As  there  are  social  trends 
and  industrial  trends,  so  we  see  a definite 
trend  in  urological  treatment  away  from  sur- 
gery and  more  and  more  toward  therapeutics. 
Early  records  show  that  surgery  began  in 
the  urological  field,  and  its  brutal,  ignorant 
method  is  vividly  described  by  Celsus.  There 
is  no  wonder  that  this  provoked  a decree  for- 
bidding surgery.  Then  with  the  increase  in 
knowledge  concerning  anatomy,  anesthetics, 
ingenious  instruments,  asepsis,  surgery  was 
again  accepted  and  has  flourished  with  the 
support  and  acclaim  of  the  laity.  Despite  its 
successes  we  in  the  urological  field  realize 
that  radical  surgery,  even  though  successful, 
is  an  expression  of  defeat.  Removing  a kid- 
ney, a prostate,  or  a stone,  though  life-sav- 
ing, suggests  the  scavenger,  and  for  this  rea- 
son we  are  constantly  working  to  prevent 
conditions  necessitating  such  surgery.  This 
discussion  is  intended  to  show  that  we  are 
making  some  progress  in  this  direction.  I 
believe  that  we  have  witnessed  the  all-time 
high  in  the  popularity  of  surgery  and  that 
the  trend  away  has  already  begun. 

Let  us  examine  the  accomplishments  of 
the  last  few  years,  discussing  their  immedi- 
ate therapeutic  value  and  the  ultimate  goals 
to  be  attained. 

URINARY  CALCULUS 

The  goal  in  this  condition  is  the  prevention 
of  the  formation  of  calculi,  the  prevention  of 
recurrence  and,  if  possible,  the  disintegration 
of  stones  found  to  be  present.  None  of  these 
has  been  attained  with  a surety  but  out  of 
the  welter  of  experimental  work  and  investi- 
gation come  the  illuminating  observations  of 
Alexander  Randall.  He  observed  calcium 
plaque  formation  on  the  papilla  of  the  kidney 
pelvis  in  140  of  609  autopsies;  49  of  these 
were  observed  with  stone  adherent.  This 
work  which  we  have  seen,  is  convincing  and 
suggests  forcibly  that  a calcium  deposit  ap- 
pearing on  a break  in  the  mucous  membrane 
is  the  origin  and  nucleus  of  most  stones. 
Charles  Higgins  for  the  last  four  years  has 
been  advancing  the  thought  that  vitamin  A 
deficiencies  in  diet,  cause  stone  formation, 
which  may  theoretically,  at  least,  be  recon- 
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ciled  with  Randall’s  observations.  Higgins 
also  strongly  advocates  the  changing  of  the 
pH  of  the  urine.  Staphylococci  and  proteus 
bacilli  are  the  most  common  bacteria  found 
with  stones,  probably  because  of  the  alkaline- 
forming  characteristics  of  these  organisms. 

Higgins  has  even  reported  the  disintegra- 
tion and  disappearance  of  some  stones  al- 
ready formed,  but,  until  substantiation  of 
this  report  comes  from  other  workers,  one  is 
not  justified  in  employing  palliative  meas- 
ures when  a well  formed  stone  is  causing 
trouble. 

Since  it  is  known  that  tumors  of  the  para- 
thyroid cause  renal  stone  formation,  investi- 
gation of  this  possibility  in  patients  with  re- 
current stone  formation  should  be  made. 

How  are  we  to  prevent  re-formation  of 
stones?  We  advocate  the  following: 

1.  X-ray  of  kidney  after  operation. 

2.  Eradication  of  focal  and  local  infec- 
tions. 

3.  Correction  of  hyperparathyroidism,  if 
present. 

4.  Elimination  of  stasis. 

5.  Correction  of  metabolic  errors,  as  vita- 
min A and  vitamin  B deficiency,  and  dietary 
adjustment  of  the  pH  of  the  urine,  depend- 
ing on  the  chemical  constituents  of  the  cal- 
culus and  the  pH  of  the  urine  from  the  kid- 
ney which  harbored  the  calculus.  In  other 
words,  without  being  too  technical,  you  are 
expected  to  observe  the  tonsils,  teeth,  pros- 
tate and  female  pelvis  for  focal  infection,  the 
urine  for  pus  and  bacteria,  to  prescribe  usu- 
ally an  acid-forming  diet  rich  in  vitamins  A 
and  B,  and  to  eliminate  the  stasis  in  the  uri- 
nary tract. 

PROSTATIC  HYPERTROPHY 

When  we  realize  that  20%  of  all  men  past 
50  years  of  age  have  enlarged  prostates  caus- 
ing trouble  and  that  17%  of  these  prostates 
are  cancerous,  it  is  easy  to  see  why  many  in- 
vestigators are  working  intensively  on  this 
problem.  Here  we  have  as  a goal,  the  pre- 
vention of  the  growth  and  the  shrinking  of 
the  growth.  Research  indicates  that  this 
condition  is  due  to  a change  in  internal  secre- 
tion, the  pituitary  playing  its  usual  role  of 
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regulating  the  secretion  found  in  the  testi- 
cles. Two  hormones  apparently  antagonistic 
have  been  isolated,  and  a few  investigators 
have  reported  successful  shrinking  of  the 
gland  in  dogs  by  an  isolated  hormone.  How- 
ever, this  work  has  not  been  reproduced  in 
the  human  being.  As  yet  no  drug  will  re- 
duce the  size  of  an  hypertrophied  or  cancer- 
ous prostate.  Testosterone,  the  best  known 
drug  resulting  from  this  experimental  work, 
will  produce  partial  relief  of  symptoms  such 
as  frequency,  urgency  and  painful  urination, 
and  will  improve  the  general  tone  and  feel- 
ing of  well-being ; but  until  better  evidence  of 
the  value  of  endocrine  therapy  is  available, 
we  are  not  justified  in  withholding  surgical 
relief,  for,  when  residual  urine  is  present,  de- 
lay impairs  renal  and  cardiac  function,  thus 
jeopardizing  the  successful  outcome  of  the 
operation.  Transurethral  prostatectomy,  al- 
though not  displacing  the  suprapubic  meth- 
od, in  the  hands  of  the  experienced,  has 
greatly  minimized  the  danger  and  discomfort 
in  these  cases. 

URINARY  OBSTRUCTION 
The  function  of  the  urinary  organs  is  elim- 
ination. Then  logically  any  interference  with 
this  function  will  cause  trouble.  Therefore, 
it  is  not  surprising  that  any  obstruction,  par- 
tial or  complete,  from  the  meatus  to  the  renal 
pelvis,  should  be  corrected  when  first  ob- 
served. Likewise,  obstruction  should  be  the 
first  thought  when  a patient  complains  of 
urinary  symptoms.  Partial  obstruction,  con- 
trary to  superficial  thought,  is  not  always 
easily  detected  and  requires  the  most  com- 
plete and  painstaking  examination  to  discov- 
er it.  Obstructions  anywhere  in  the  urinary 
tract  give  rise  to  the  following  sequences  of 
events ; dilation,  distention,  impairment  of 
function,  infection  and  ultimate  destruction 
of  the  organs  above  the  obstruction.  It  is 
readily  seen  that  the  major  function  of  the 
urologist  is  to  discover  these  obstructions  and 
to  correct  them  so  that  a major  operation  will 
be  unnecessary. 

URINARY  INFECTIONS 
The  removal  of  a kidney  is  always  a dis- 
appointing episode  since  it  usually  means  the 
end  of  a round  of  continued  neglect  on  the 
part  of  the  patient  or  the  physician.  As 
stated  before,  the  usual  cause  is  an  undiscov- 
ered obstruction.  Therefore,  the  administra- 
tion of  urinary  antiseptics  without  careful 
search  for  obstruction  is  totally  unwarranted. 
However,  two  great  aids  of  treatment,  two 


urinary  antiseptics,  have  been  made  available 
in  the  last  few  years.  I shall  not  burden  you 
with  the  details  of  this  therapy  which  is,  no 
doubt,  familiar  to  all  of  you,  but,  since  we 
carried  out  the  preliminary  investigations  in- 
cluding animal,  laboratory,  and  clinical  ob- 
servations on  mandelic  acid,  I may  be  par- 
doned for  emphasizing  one  or  two  features, 
first  12  grams  of  mandelic  acid  must  be  giv- 
en daily  in  order  to  insure  a 1 percent  con- 
centration in  the  urine  or  it  will  not  kill  bac- 
teria; and  second,  the  urine  must  be  main- 
tained in  a highly  acid  state  (a  pH  of  5.5  or 
less)  or  the  therapy  will  be  useless.  Calcium 
or  sodium  mandelate,  one  dram  of  the  powder 
given  four  times  daily,  will  produce  the  re- 
quired percentage.  The  calcium  has  a ten- 
dency to  acidify  the  urine  in  itself,  but  will 
not  dissolve  in  water,  and  unless  dampened 
down  by  the  pharmacist,  is  too  light  to  pre- 
scribe. Our  druggist  uses  the  following  form- 
ula : 


Calcium  Mandelate 3 ounces 

Acacia  1 dram 

Alcohol  1 ounce 

Aq.  Menth.  Pip.  6 ounces 

Aqua.  Dest.  q.  s. 12  ounces 

Mft. 


Triturate  acacia  and  calcium  mandelate.  Damp- 
en with  one  ounce  of  alcohol  and  triturate  well. 
Then  gradually  add  peppermint  water  stirring  well 
to  make  a smooth  mixture.  Add  distilled  water 
q.  s.  Dispense  as  a shake  well  mixture. 

If  sodium  mandelate  is  prescribed,  an  acid 
diet,  supplemented  by  ammonium  chloride 
tablets  two  to  three  times  a day,  will  usually 
produce  the  desired  acidity.  The  elixirs  on 
the  market  are  not  objectionable  provided 
that  they  all  contain  sufficient  mandelic  acid 
to  produce  12  grams  daily.  Mandelic  acid 
therapy  should  not  be  extended  over  four 
weeks  since  our  experimental  work  on  ani- 
mals showed  microscopic  areas  of  degenera- 
tion in  the  kidney  and  liver  resulting  after 
that  time. 

Sulfanilamide  and  its  derivatives  are  so 
well  known  that  it  is  hardly  necessary  to  say 
anything  other  than  it  is  a wonderful  drug 
for  urinary  infections.  I personally  prefer  to 
prescribe  mandelic  acid  first  because  of  the 
side  reactions  produced  by  sulfanilamide. 
Sulfanilamide,  I believe  is  more  effective  in 
prostatis,  however,  and  is  useful  when  an 
alkaline  state  is  desirable. 

UROLOGY  IN  CHILDREN 

The  entire  profession  has  been  too  slow  in 
utilizing  the  known  facts  concerning  urinary 
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difficulties  in  children.  Obstructions  are  far 
more  common  than  realized,  appearing  at 
the  meatus,  bladder  neck,  uretero-vesicular 
and  uretero-pelvic  junctures.  All  too  fre- 
quently a pyonephrotic  sac  is  removed  as  a 
result  of  an  aberrant  vessel,  adhesion,  or 
stricture  about  the  upper  third  of  the  ureter. 
Discovery  and  relief  of  such  a condition 
would  easily  save  the  kidney.  The  smallest 
baby  can  be  cystoscoped  easily  and  harmless- 
ly. We  now  have  elderly  persons  sent  for 
cystoscopic  examination,  which  for  them  is 
definitely  hazardous,  and  yet  babies  and 
small  children,  who  need  such  examinations 
badly  and  in  whom  cystoscopy  can  be  done 
without  danger,  are  rarely  ever  seen  by  us. 

AUTONOMIC  NERVOUS  SYSTEM 
Steadily  gaining  in  prominence  is  the 
thought  that  the  calyces,  kidney  pelvis,  and 
ureter  are  an  active  organ  similar  to  the 
heart  and  function  through  the  autonomic 
nervous  system.  Without  becoming  too  in- 
volved, I should  like  to  present  a few 
thoughts  and  conclusions  on  this  subject. 
Normally  under  the  fluoroscope  the  contrac- 
tion of  the  upper,  middle  and  the  lower  calyx 
of  the  kidney,  which  squeezes  the  urine  into 
the  kidney  pelvis,  can  be  observed.  Imme- 
diately thereafter  the  pelvis  is  seen  to  con- 
tract, and  a ball  of  urine  is  passed  down  the 
course  of  the  ureter  by  peristaltic  contrac- 
tions. The  calibre  of  the  kidney  pelvis  and 
the  ureter  is  determined  by  the  action  of  the 
sympathetic  and  parasympathetic  nerves  act- 
ing antagonistically.  The  overstimulation  of 
the  parasympathetic,  for  instance,  may  cause 
a severe  contraction  of  the  ureter  and  create 
a spasm  resulting  in  typical  kidney  colic. 
Likewise,  an  overpreponderance  of  impulse 
through  the  sympathetic  causes  a marked  re- 
laxation and  increase  in  calibre  of  the  ureter, 
causing  a hydro-ureter.  The  best  clinical  pic- 
ture of  this  phenomenon  is  the  dilated  ureter 
in  pregnancy.  Since  the  use  of  intravenous 
urography  we  have  learned  that  in  the  ma- 
jority of  pregnant  women  the  ureters  be- 
gin to  dilate  in  the  sixth  week  of  pregnancy, 
and  some  assume  very  large  sizes  in  the  later 
months.  This,  of  course,  explains  the  high 
frequency  of  pyelitis  in  pregnancy.  We  now 
have  drugs  which  will  in  a measure  cause 
contraction  and  increased  peristalsis  in  the 
ureter,  and  other  drugs  which  relax  the  ure- 
ter and  increase  the  calibre.  The  goal  sought 
is  the  production  of  drugs  which  will  con- 
tract or  relax  the  ureter  at  will  without 


any  untoward  effects  to  other  parts  of  the 
body.  Heretofore  we  have  resorted  to  such 
measures  as  cutting  the  ureteral  orifice  and 
stretching  the  ureter  with  various  instru- 
ments to  enlarge  the  calibre.  Already  we 
have  a few  practical  drugs  available.  Aver- 
tin,  1 gram  dissolved  in  50  cc.  of  water  in- 
jected through  a ureteral  catheter  directly 
into  the  ureter,  will  produce  a marked  dila- 
tion of  the  ureter.  By  this  method  ureteral 
stones  have  been  removed.  Pancreatic  tissue 
extract  and  padutin,  2 or  3 cc.  injected  in- 
tramuscularly, will  often  release  a spasm  of 
the  ureter  and  cause  the  relief  of  kidney 
colic  in  three  minutes.  Atropine,  1/75  of  a 
grain,  and  benzedrine,  1/20  of  a grain,  given 
by  mouth  will  promote  the  relaxation  of  a 
spasmodic  ureter. 

The  bladder  is  an  organ  similarly  con- 
trolled by  the  autonomic  nerves.  Acute  re- 
tention following  trauma  or  operations  about 
the  lower  abdomen  can  often  be  relieved  by 
the  administration  of  one  ampule  of  prostig- 
min  plus  one-fourth  of  an  ampule  of  mecholyl 
(0.025  gram).  On  the  other  hand,  cases  of 
incontinence  of  urine  and  enuresis  can  be  cor- 
rected by  appropriate  dose  of  benzedrine  and 
atropine. 

In  this  way  the  urologist  is  persistently 
trying  to  find  drugs  to  replace  instrumenta- 
tion and  surgery  and  is  causing  a trend  to- 
ward conservatism. 

DISCUSSION 

DR.  A.  D.  MUNGER  (Lincoln):  There  are  many 
things  about  Doctor  Carroll’s  paper  which  merit  dis- 
cussion. Time,  however,  precludes  the  adequate  dis- 
cussion which  this  paper  deserves.  Doctor  Carroll 
is  my  guest  and  we  came  to  this  meeting  together. 
I do  not  and  cannot  agree  with  all  that  he  said;  on 
the  other  hand,  it  is  inopportune  at  this  time  for  me 
to  disagree  with  him. 

Doctor  Carroll  has  been  doing  some  very  excellent 
work,  studying  the  action  of  certain  drugs  on  the 
ureters.  He  is  considered  considerable  of  an  au- 
thority on  the  subject  and  we  are  all  deeply  appre- 
ciative, I am  sure,  to  Doctor  Carroll  for  coming  here 
with  his  message  on  his  work  in  Urology.  I am 
sure  something  good  will  come  from  it.  We  all 
hope  that  in  the  near  future  he  may  again  appear 
before  us  with  a more  detailed  report. 


The  type  of  food  given  an  infant  is  not  a 
factor  in  causing  the  amount  of  his  energy. 
Experiments  have  proved  that  there  is  no 
specific  food  that  can  have  any  influence  at 
all  on  the  baby’s  energy. — Hygeia. 


Dagenan  and  Pneumonia* 

JUUL  C.  NIELSEN,  M.  D„  and  LOUIS  R.  NASH,  3VI.  D. 
Ingleside,  Nebraska 


Since  last  fall  the  Hastings  State  Hospital, 
in  conjunction  with  the  Merck  Experimental 
Laboratories,  has  been  treating  its  acute 
pneumonitides  with  2-(p-aminobenzinesul- 
phonamide)  pyridine,  first  known  as  “M 
& B 693,”  later  called  Dagenan,  and  now 
commonly  designated  as  sulphapyridine.  This 
work  was  instigated  primarily  by  Drs. 
George  L.  Pinney  and  L.  W.  Rork  of  Hast- 
ings, Nebraska,  medical  consultant  and  roent- 
genologist, respectively,  of  the  Hastings 
State  Hospital.  This  paper  has  been  made 
possible  through  their  sustained  interest  and 
collaboration. 

We  are  fully  aware  that  the  information 
contained  in  this  presentation  is  primarily 
a repetition  of  material  well  covered  in  the 
recent  medical  literature.  We  have  not  been 
particularly  concerned  with  the  physiological 
or  pharmalogical  action  of  this  chemothera- 
peutic agent.  What  we  were  essentially  in- 
terested in  was  an  economic  evaluation  since 
the  cost  of  adequately  and  successfully  treat- 
ing physical  and  mental  illnesses  becomes  a 
very  trenchent  and  pertinent  actuality  in  a 
hospital  of  this  type,  which  must  operate  at 
a per  capita  cost  of  much  less  than  half  of 
that  considered  to  be  adequate  in  a private 
hospital. 

The  first  medical  literature  of  a clinical 
nature  on  Dagenan  or  sulphapyridine  ap- 
peared in  the  Medical  Journals  of  Great  Brit- 
ain approximately  one  year  ago.  In  the  May 
28,  1938,  issue  of  the  Lancet  there  appeared 
an  article  by  L.  E.  H.  Whitby  entitled, 
“Chemotherapy  of  Pneumococcal,  and  Other 
Infections  with  2- (p-Aminobenzinesulphon- 
amido)  Pyridine.”  In  rapid  sequence  other 
papers  appeared,  all  of  them  mostly  confined 
to  the  British  literature  until  H.  F.  Flippen 
and  D.  S.  Pepper  submitted  a preliminary 
report  in  the  American  Journal  of  Medical 
Sciences  October,  1938,  entitled  “The  Use  of 
2-  (p-Aminobenzinesulphonamide)  Pyridine, 
in  the  Treatment  of  Pneumonia.” 

A short  time  after  this  at  our  request,  we 
received  a supply  of  this  drug  from  the  ex- 
perimental laboratories  of  the  Merck  Chem- 
ical Company  and  soon  after  began  treating 
our  acute  pneumonitides  with  this  form  of 
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therapy.  From  our  series  of  twelve  cases, 

I will  now  present  to  you  five  case  studies. 

Case  I:  J.  P.,  white  male,  aged  66.  History:  On 
January  18,  1939,  patient  first  complained  of  severe 
sudden  pain  in  right  chest,  associated  with  an  eleva- 
tion of  temperature.  Prior  to  this  there  had  been  a 
slight  productive  cough  of  twelve  hours  duration, 
becoming  much  more  severe  with  onset  of  pain.  Ad- 
mission note:  On  admission  to  hospital  service  pa- 
tient presented  a temperature  of  103.4,  pulse  100, 
respiration  24.  Blood  pressure  140/85.  He  was  very 
dyspneic  and  was  coughing  frequently.  The  essen- 
tial pathological  changes  were  limited  to  the  chest, 
the  lungs  showing  a definite  impairment  of  reson- 
ance over  the  right  base.  Breath  sounds  of  tubular 
quality,  and  a few  cripitant  rales  were  noticed. 
There  was  an  increase  in  tactile  fremitus  over  this 
area  while  over  the  remainder  of  both  lungs  fields 
there  was  a harsh  quality  to  the  breath  sounds. 
Positive  laboratory  findings  were  as  follows:  W.  B. 
C.  21300,  64%  polys,  27%  bands,  2 young  forms  and 
7%  lymphocytes.  Sputum  typed  by  the  Newfield 
method,  positive  for  Type  10  strain  of  pneumococ- 
cus. X-ray  plate  showed  pneumonic  involvement  of 
the  right  lower  lobe.  Diagnosis  of  lobar  pneumonia 
was  made  and  treatment  instituted  as  follows: 
Abundant  fluids  and  nourishing  liquid  by  mouth  in 
addition  to  soft  medical  diet,  daily  enemata,  glucose 
in  concentration  of  50%  was  administered  intra- 
venously in  30  cc.  amounts  every  six  hours.  Dagenan 
5/10  gram  or  7 7/10  grains  was  given  every  four 
hours  for  the  first  48  hours.  At  this  time  the  glu- 
cose administered  was  reduced  to  30  cc.  of  50%  solu- 
tion every  eight  hours  and  the  Dagenan  decreased 
to  5/10  gram  three  times  daily.  Ninety-six  hours 
after  admission  Dagenan  therapy  was  entirely  dis- 
continued. The  course  of  this  case  following  institu- 
tion of  treatment  was  as  follows: 

Twenty-four  hours  after  admission,  temperature 
101.8,  pulse  96,  respirations  28.  Appetite  much  im- 
proved, the  cough  was  noticeably  diminished,  and  he 
was  resting  much  more  comfortably.  Forty-eight 
hours  after  admission  temperature  99.4,  pulse  76, 
respirations  20,  and  continued  improvement  notice- 
able. Seventy-two  hours  after  admission  patient 
became  completely  afebrile  and  asymptomatic. 
Dagenan  therapy  was  continued  until  ninety-six 
hours  after  admission  and  then  discontinued.  Pa- 
tient remained  entirely  afebrile  during  this  period. 
On  the  fifth  day  he  was  allowed  to  be  up  and  on  the 
seventh  day  further  hospitalization  for  his  acute 
pneumonic  process  was  deemed  unnecessary. 

Case  II:  J.  K.,  white  male,  aged  18.  History:  On 
February  7,  1939,  this  patient  was  noted  to  have  had 
an  elevation  of  temperature.  The  patient  was  com- 
pletely negativistic  and  therefore  no  subjective  com- 
plaints were  elicited,  but  he  appeared  to  be  quite 
toxic  and  definitely  very  acutely  ill.  For  this  rea- 
son he  was  transferred  to  the  hospital  service,  and 
on  admission  temperature  was  found  to  be  102.4, 
pulse  120,  respirations  28.  Essential  pathological 
findings  were  limited  to  the  right  hemithorax  where 
there  was  definite  impaired  resonance,  increased 
tactile  fremitus,  and  numerous  crepitant  rales.  The 
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expiratory  phase  was  increased  but  the  breath 
sounds  were  not  found  to  be  tubular  in  character. 
Positive  laboratory  findings  were  as  follows:  W.  B. 
C.  22,800;  60%  polys.,  20  bands,  2 eos.  The  urine 
showed  2-/alb.  with  a moderate  amount  of  mucus 
and  pus  cells.  Sputum  examination  by  the  Neufeld 
reveal  the  presence  of  Type  4,  pneumonococci.  X-ray 
plate  showed  a definite  pneumonic  process  of  the 
right  lung.  With  these  findings  a diagnosis  of  lobar 
pneumonia  was  made  and  the  following  treatment 
instituted:  Because  the  patient  refused  to  eat,  he 
was  given  high-caloric  high-vitamin  tube  feedings 
and  all  oral  medications  were  given  per  tube,  and 
he  received  30  cc.  of  50%  glucose  intravenously 
every  six  hours;  and  Dagenan,  5/10  gram  every  four 
hours  for  the  first  ninety-six  hours,  then  this  was 
decreased  to  three  times  a day  for  the  next  forty- 
eight  hours.  The  course  of  illness  in  this  case  fol- 
lowing institution  of  treatment  was  as  follows: 

Twenty-four  hours  after  admission  temperature 
101,  pulse  128,  resp.  28,  and  objective  signs  definite- 
ly improved.  Forty-eight  hours  after  admission 
temperature  98.4,  pulse  80,  resp.  20.  After  seventy- 
two  hours  this  patient  manifested  an  elevation  of 
100.8,  pulse  90,  resp.  24.  But  patient  continued  to 
show  definite  clinical  improvement.  Ninety-six  hours 
after  admission  patient  was  again  afebrile  and  from 
then  on  continued  to  improve  rapidly,  but  due  to  his 
mental  condition  was  not  discharged  at  this  time. 
However,  hospitalization  because  of  the  pneumonic 
process  alone  was  not  considered  necessary  after 
this  date. 

Case  III:  W.  B.,  white  male,  aged  68.  History: 
Ten  days  prior  to  admission  to  hospital  service,  this 
patient  had  an  elevation  of  temperature  to  104,  at 
which  time  there  was  apparently  no  associated  dem- 
onstrable pathology.  At  that  time  he  was  placed  on 
sulphanalimide  and  his  temperature  rapidly  drop- 
ped to  normal.  However,  he  remained  indifferent 
and  although  offering  no  complaints  was  quite  ap- 
parently not  well.  Eighteen  hour  prior  to  his  ad- 
mission to  this  service,  temperature  had  again  risen 
to  and  remained  at  104°,  and  there  was  now  pres- 
ent a very  persistent  harsh,  non-productive  cough. 
On  admission  temp,  was  104,  pulse  94,  and  respira- 
tions 30.  B.P.  130/85.  The  lungs  showed  impaired 
resonance  over  the  right  pulmonary  field  with  harsh 
blowing  breath  sounds  and  scattered  crepitant  rales 
throughout.  Positive  laboratory  findings  were:  W. 
B.  C.  23,200,  with  68  polys.,  20  bands,  9 lymph,  and 
3 Y.F.  Sedimentation  index  was  50  mm.  in  60  min- 
utes. Sputum  examination  was  negative  for  pneu- 
mococci. X-ray  plate  suggested  the  presence  of  a 
broncho  pneumonia.  Treatment  instituted  was  as 
follows:  General  supportive  measures,  associated 
with  30  cc.  of  50%  glucose  intravenously  every  six 
hours,  and  Dangenan  5/10  gram  every  four  hours 
for  the  first  forty-eight  hours.  This  was  then  re- 
duced to  three  times  daily  for  the  next  forty-eight 
hours  and  at  that  time  intravenous  glucose  therapy 
was  discontinued.  Course  of  illness  following  this 
treatment  was  as  follows: 

Temp,  rapidly  subsided  and  was  100.8  twenty-four 
hours  after  admission.  The  following  day  it  drop- 
ped to  normal,  but  rose  to  101  the  following  day. 
Subsequently  it  dropped  to  normal  and  from  that 
time  on  patient  remained  afebrile,  with  definite 
amelioration  of  symptoms.  He  was  discharged  sev- 
en days  following  his  admission  to  service. 


Case  IV:  E.  D.,  white  male,  aged  31.  History: 
On  April  16,  1939,  this  patient  presented  himself  to 
our  service  complaining  of  headache,  mallaise,  and 
a sensation  of  chilliness,  associated  with  a non- 
productive cough  existing  for  twenty-four  hours 
prior  to  admission.  It  is  interesting  to  note  in  this 
case,  that  ninety-six  hours  prior  to  his  seeking  help, 
he  had  experienced  a similar  symptomatic  syndrome, 
and  at  this  time,  within  twelve  hours,  received  100 
grains  of  sulphanalimide  which  was  self-adminis- 
tered. On  admission  temp.  102.4,  pulse  108,  respira- 
tions 28.  B.  P.  120/90.  There  was  some  injection 
of  the  nasopharyngeal  mucosa.  There  was  definite 
impaired  resonance  of  both  lung  fields  posteriorly, 
more  pronounced  on  the  right.  Breath  sounds  were 
harsh  in  quality,  but  no  pathological  rales  were  eli- 
cited. Positive  laboratory  findings  were:  W.  B.  C. 
11,300,  61  polys.,  29  lymps.,  and  10  bands.  Sedimen- 
tation index,  24  mm.  in  60  min.  Sputum  examina- 
tion negative  for  pneumococci.  X-ray  plate  showed 
presence  of  increased  density  over  both  lung  fields, 
more  predominant  on  the  right.  A diagnosis  of  acute 
interstitial  pneumonitis  was  made,  and  the  follow- 
ing treatment  instituted:  Dagenan  5/10  gram  every 
four  hours  in  association  with  general  supportive 
measures.  Treatment  otherwise  was  entirely  symp- 
tomatic. Dagenan  was  continued  for  the  first  forty- 
eight  hours.  Course  of  illness  following  institution 
of  treatment  is  as  follows:  Twenty-four  hours  after 
admission  temp.  100.2,  pulse  80,  resp.  20.  Headache 
and  cough  decreased.  A backache  which  had  its  on- 
set shortly  after  admission  had  completely  subsided. 
Forty-eight  hours  after  admission,  patient  became 
afebrile,  coughing  had  markedly  diminished  and  gen- 
eral condition  was  markedly  improved.  Patient  was 
discharged  ninety-six  hours  after  admission  to  serv- 
ice. 

Case  V:  M.  D.,  white  female,  aged  29.  History: 
Patient  became  suddenly  ill  at  10:00  p.  m.,  April  25, 
1939,  complaining  of  pain  in  right  chest,  asso- 
ciated with  chilly  sensations,  cough,  and  general 
mallaise.  She  was  immediately  hospitalized.  Temp, 
on  admittance  was  102.2,  pulse  118,  and  resp.  24. 
Patient  was  perspiring  and  coughing  profusely. 
There  was  rather  marked  nasopharyngeal  injection. 
Lung  fields  showed  impairment  of  resonance  with 
harsh  breath  sounds  and  a few  rales,  most  notice- 
able posteriorly,  on  the  right  in  the  region  of  the 
axilla.  Positive  laboratory  findings  were:  1-  albu- 
mineria.  R.B.C.  4,500,000;  90%  hb;  W.B.C.  15,500, 
with  50%  polys.,  22  bands,  26  lymphs  and  2 eos. 
Sputum  examination  was  negative  for  pneumococci. 
X-ray  plate  showed  increased  density  of  both  lung 
fields.  Again  a diagnosis  of  acute  interstitial  pneu- 
monitis was  made,  and  immediate  treatment  insti- 
tuted. In  this  case,  in  addition  to  general  support- 
ive measures,  30  cc.  of  50%  glucose  was  given  intra- 
venously every  six  hours.  Dagenan  5/10  gram  every 
four  hours  for  the  first  forty-eight  hours,  and  then 
three  times  daily  for  the  next  forty-eight  hours. 
Course  of  illness  following  institution  of  therapy 
was  as  follows:  Three  hours  after  admission  patient 
had  a slight  chill  followed  by  a rapid  elevation  in 
temperature  to  105,  pulse  120,  and  respirations  28. 
This  rapidly  subsided,  however,  and  forty-eight 
hours  after  admission  patient’s  temp,  was  100.4.  Six- 
ty hours  after  patient  was  admitted  she  became  afe- 
brile and  asymptomatic  and  remained  so  until  her 
subsequent  discharge  six  days  after  admission. 
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These  five  cases  represent  the  more  com- 
mon acute  pneumonic  infections  met  with  in 
everyday  practice.  They  consist  of  two  cases 
of  lobar  pneumonia,  one  case  of  bronchopneu- 
monia, and  two  cases  of  a clinical  entity 
which  we  at  this  hospital  at  least  have  be- 
come rather  well  acquainted  with  during  the 
past  winter,  and  which  has  been  designated 
as  Acute  Interstitial  Pneumonitis  by  Drs.  D. 
F.  Smiley  and  E.  C.  Showocre  in  their  article 
which  appeared  in  the  May  13th  issue  of  the 
Journal  of  the  American  Medical  Associa- 
tion. 


pneumonia,  and  the  two  cases  of  acute  inter- 
stitial pneumonitis,  general  supportive  meas- 
ures and  non-specific  therapy.  And  what 
conclusions  as  to  cost  of  treatment  may  we 
assume?  In  the  case  of  the  two  lobar  pneu- 
monias the  minimal  cost  of  adequate  serum 
therapy,  exclusive  of  the  cost  of  hospitaliza- 
tion would  have  been  $75.00.  With  the  bron- 
chopneumonia and  the  interstitial  pneumon- 
itis, the  prolonged  hospitalization  and  con- 
comitant supportive  therapy,  would  have  re- 
sulted of  course  in  an  increased  expenditure 
for  treatment. 


In  a composite  study  of  the  treatment  and 
course  of  these  five  cases,  we  find  the  fol- 
lowing interesting  facts:  (1)  the  time  elaps- 
ing from  admission  until  patient  becomes 
afebrile  with  complete  amelioration  of  symp- 
toms: 

Case  1.  72  hours. 

Case  2.  96  hours. 

Case  3.  72  hours. 

Case  4.  48  hours. 

Case  5.  48  hours. 

(2)  The  amount  of  drug  employed: 

Case  1.  135  grains 

Case  2.  225  grains 
Case  3.  135  grains 

Case  4.  90  grains 

Case  5.  135  grains 

(3)  No.  of  hospital  days: 

Case  1.  7 days 

Case  2.  10  days 

Case  3.  7 days 

Case  4.  4 days 

Case  5.  5 days 

Now  let  us  consider  these  cases  as  having 
been  treated  differently.  In  the  case  of  the 
two  lobar  pneumonias,  the  use  of  serum 
therapy;  and  in  the  case  of  the  broncho- 


The cost  of  treatment  with  Dagenan  or 
sulphapyridine  in  our  series  of  cases,  exclu- 
sive of  hospitalization  and  general  supportive 
measures,  was  as  follows: 


Case  1 
Case  2 
Case  3 
Case  4 
Case  5 


$1-80 

3.00 

1.80 

1.20 

1.80 


These  figures,  as  just  previously  men- 
tioned, are  exclusive  of  cost  of  hospitaliza- 
tion, and  supportive  therapy.  If  the  average 
duration  of  hospitalization  may  be  consid- 
ered as  ten  days  for  this  type  of  illness,  as 
suggested  by  Cecil,  and  the  average  number 
of  hospital  days  necessary  in  our  cases  was 
six  days,  it  then  becomes  evident  that  fur- 
ther economy  does  result  from  the  use  of 
this  agent. 


In  conclusion  then,  the  purpose  of  this 
presentation  is  to  focus  your  attention  on  one 
of  the  important  factors  in  this  new  treat- 
ment of  the  pneumonitides ; namely,  that  of 
the  economic  value  of  the  use  of  the  drug  2- 
(p-Aminobenzinesylphanomide) . 


Many  of  the  claims  made  for  the  action  of 
the  male  sex  hormone,  testosterone,  which 
have  appeared  in  professional  and  lay  publi- 
cations in  recent  months  are  extravagant  and 
have  been  grossly  exaggerated,  the  Council 
on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  reports  in  The  Journal  of 
the  Association  for  May  13. 

“The  naturally  popular  appeal  of  this  sub- 
stance has  aroused  wide  interest  with  the  aid 
of  ample  newspaper  publicity,”  the  report 
states.  “It  may  eventually  prove  that  this 
substance,  testosterone,  or  its  esters  will  be  a 
valuable  addition  to  our  armamentarium  of 


glandular  treatment;  but  it  is  the  Council’s 
belief  that  many  claims  for  it  have  been 
grossly  exaggerated.  The  male  hormone  has 
only  recently  been  made  available  for  clinical 
use  and  there  have  already  been  widespread 
announcements  of  its  remarkable  effects, 
both  physical  and  psychic,  which  are  a long 
way  from  actually  being  established. 

“According  to  our  present  knowledge, 
testosterone  propionate  shows  promise  in  a 
few  conditions.  Many  claims  are  either  ex- 
aggerated or  immature  and  should  be  disre- 
garded until  substantial  evidence  becomes 
available  on  which  to  evaluate  them.” 


Aleukemic  Myelosis  and  Pernicious  Anemia 

A.  S.  RUBNITZ,  M.  D. 

From  the  Department  of  Medicine, 

University  of  Nebraska,  College  of  Medicine 
Omaha. 


The  average  case  of  pernicious  anemia  or 
leukemia  is  a clearcut  clinical  and  pathologi- 
cal entity;  the  possibility  of  confusing  the 
two  seems  almost  unthinkable.  Yet  cases  do 
occur  where  these  two  conditions  appear  to 
merge  into  one  another,  or  where  the  diag- 
nosis has  to  be  revised  in  favor  of  one  to  the 
exclusion  of  the  other.  Such  revisions  are 
generally  made  after  the  error  in  the  diag- 
nosis becomes  obvious,  often  post-mortem  or 
shortly  before  the  termination  of  the  case. 

That  severe  anemia  accompanies  leukemi- 
as, especially  the  acute  forms,  is  well  known. 
In  the  frank  leukemias,  however,  the  total 
white  count  attracts  the  attention  sufficient- 
ly for  a correct  diagnosis ; once  the  diagnosis 
is  established  the  condition  is  considered  as  a 
whole,  and  no  time  is  lost  on  the  description 
or  classification  of  the  concurrent  anemia.  In 
the  leukopenic  leukemias,  on  the  other  hand, 
the  orientation  is  often  not  so  simple.  The 
total  white  count  may  be  of  the  average  nor- 
mal, or  decidedly  below  normal.  The  anemia 
or  the  extreme  leukopenia  attract  the  atten- 
tion, and,  depending  on  the  other  accompany- 
ing findings,  the  case  is  mislabeled  in  many 
instances  as  pernicious  anemia,  aplastic  ane- 
mia, thrombopenic  purpura  or  even  agranulo- 
cytic angina  (Smith14,  Watkins16).  As  Jaf- 
fe7  aptly  expressed  it,  a case  is  often  treated 
as  aplastic  anemia  or  similar  condition,  until 
the  leukemic  condition  is  recognized.  “With 
the  diagnosis  of  leukemia  established,  reex- 
amination of  the  slides  of  the  blood  made 
during  the  first  attack  may  reveal  single  very 
immature  white  blood  cells  which  at  the  first 
examination  were  mistaken  for  lympho- 
cytes.” 

Fortunately  the  majority  of  such  difficult 
cases,  if  reported,  are  recorded  in  the  litera- 
ture under  their  correct  titles,  i.  e.,  if  the  case 
turns  out  to  be  leukemic  it  is  more  likely  to 
be  recorded  as  such,  irrespective  of  the  pos- 
sible erroneous  first  impressions.  The  doubts 
which  the  author  experienced  at  the  begin- 
ning of  the  clinical  course  are  either  mini- 
mized or  overlooked  altogether.  The  Ameri- 
can authors,  in  general,  are  more  apt  to  ad- 
here to  accepted  hematologic  standards.  The 
casuistic  element  is  very  much  suppressed  or 
totally  lacking  in  the  American  hematologic 


literature.  In  the  German  literature,  on  the 
other  hand,  one  meets  with  an  abundance  of 
articles  devoted  to  the  defense  of  this  or  the 
other  contention  which  may  be  in  thorough 
disagreement  with  accepted  truths.  Regard- 
ing this  confusing  subject  of  anemias  in  aleu- 
kemic leukemias,  many  German  authors  ad- 
here to  their  first  impressions,  often  admit- 
tedly erroneous.  Several  German  authors 
go  to  great  lengths  in  order  to  defend  their 
contention  that  pernicious  anemia  and  leu- 
kemia have  co-existed  in  their  case  or  that 
leukemia  had  been  superimplanted  on  perni- 
cious anemia.  (Ullman  und  Weiss15,  Hitt- 
mair5,  Sinek  und  Kohn13,  Reichel11,  Frehse 
und  Froboese4,  Hoff6,  Jakobsohn8,  Beigel- 
bock2).  In  defense  of  their  views,  some 
authors  cite  the  experiments  of  Ellermann, 
who  claimed  that  with  the  same  leukemic 
toxin  he  could  produce  in  the  fowl  a picture 
of  either  leukemia  or  pernicious  anemia 
(Frehse  und  Froboese,  Ullman  und  Weiss, 
Hittmair) . Other  authors  are  attempting 
to  revive  the  term  “Leukanemia”  (Jakob- 
sohn) , supposedly  a distinct  disease-entity  in 
which  pernicious  anemia  and  leukemia  are 
blended  together.  . Mention  may  be  made 
here  that  most  of  the  authorative  hemotolo- 
gists  are  outspokenly  against  the  term  leu- 
kanemia. Especially  severe  in  his  criticisms 
against  this  term  is  Naegeli9,  who  thinks 
that  it  is  high  time  that  the  name  “leukane- 
mia” be  dropped.  This  term,  according  to 
Naegeli,  does  not  represent  any  disease  en- 
tity, has  no  histologic  basis,  and  only  com- 
bines two  symptoms:  strong  erythropoiesis 
and  myelopoiesis.  Above  everything,  Nae- 
geli sees  in  the  original  case  of  V.  Leube  nei- 
ther pernicious  anemia  nor  leukemia,  but  a 
severe  infectious  anemia  with  myelocytes  in 
the  blood  stream. 

In  the  light  of  critical  analysis,  every  case 
recorded  by  the  above  mentioned  German 
authors  was  leukemic  in  nature.  One  can- 
not deny,  that  many  points  in  their  clinical 
and  hematologic  findings  favored  the  diag- 
nosis of  pernicious  anemia.  One  finding, 
however,  common  practically  in  all  cases, 
speaks  against  the  diagnosis  of  pernicious 
anemia,  and  that  is  the  presence  of  immature 
leucocytes  in  the  examined  blood  smears. 
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This  point  deserves  emphasis.  No  case  of 
anemia  should  be  diagnosed  as  pernicious 
anemia  if  immature  leucocytes  are  found  in 
any  numbers  in  the  blood  smears.  The  case 
in  question  may  have  all  the  characteristic 
findings  of  pernicious  anemia,  both  clinical 
and  hematologic,  yet  if  immature  leucocytes 
can  be  demonstrated  with  certainty  one  bet- 
ter refrain  from  the  diagnosis  of  pernicious 
anemia  and  wait  for  further  developments; 
time  generally  will  clarify  the  diagnosis. 

Zadek17,  to  my  knowledge,  stands  alone  in 
his  contention  that  myelocytes  are  commonly 
found  in  pernicious  anemia,  especially  during 
crisis.  Arneth1  emphatically  denies  Zadek’s 
views  and  thinks  that  myelocytes  never  ap- 
pear! in  the  peripheral  circulation  in  perni- 
cious anemia,  whether  the  case  be  in  remis- 
sion or  crisis.  The  only  exception  to  this 
rule,  according  to  Arneth,  is  superimposed  in- 
fection. Most  of  the  American  hematolo- 
gists are  in  agreement  with  Ameth’s  views, 
that  in  non-complicated  pernicious  anemia 
the  neutrophils  are  of  a very  ripe  variety.  In 
a given  case  for  diagnosis,  if  the  leucocytes 
exhibit  definite  signs  of  immaturity,  one  bet- 
ter dismiss  from  his  mind  the  possibility  of 
pernicious  anemia,  even  in  the  face  of  all  the 
positive  clinical  and  laboratory  findings. 

A high  degree  of  megalocytic  anemia,  high 
color  index,  aniso-poikilocytosis,  achlorhy- 
dria, glossitis,  paresthesias,  and  even  megalo- 
blastosis  were  present  in  most  of  the  cases 
cited  by  the  above  mentioned  German  au- 
thors ; yet  they  all  turned  out  to  be  leukemias 
of  some  form.  After  all,  there  are  hardly 
any  absoultely-positive  criteria  by  which  per- 
nicious anemia  can  be  diagnosed.  Aniso-poi- 
kilocytosis is  a common  finding  in  any  severe 
anemia,  excepting  the  rarer  non-regenerative 
forms.  Megalocytosis,  while  present  in  per- 
nicious anemia,  may  also  be  found  in  other 
anemias.  The  same  may  be  true  about  the 
high  color  index.  Achlorhydria,  a sine  qua 
non  in  pernicious  anemia,  does  not  necessari- 
ly spell  pernicious  anemia.  Glossitis  and 
paresthesias  have  been  recorded  with  other 
debilitating  anemias.  Piney10,  advancing  his 
theory  that  embryonic  megaloblastic  rests 
produce  individual  susceptibilities  to  perni- 
cious anemia,  admits  that  megaloblasts  and 
megalocytes  are  aften  found  in  leukemias. 

With  the  one  possible  exception  of  the  so- 
called  “pernicious  anemia  neutrophile”  of 
Downey3,  we  may  safely  state  that  all  the 
heretofore  accepted  attributes  of  pernicious 


anemia  are  only  important  from  a negative 
standpoint.  One  does  not  usually  think  of  a 
case  as  pernicious  anemia  unless  several  of 
the  above  enumerated  findings  are  present. 
One  should,  however,  go  further  and  interest 
himself  in  the  appearance  of  the  leucocytes 
just  as  much,  if  not  more  so,  as  in  the  study 
of  the  red  cells,  because  the  red  cells  alone, 
at  the  best,  only  furnish  presumptive  evi- 
dence in  the  diagnosis  of  this  disease.  A 
careful  search  for  immature  white  cells 
may  save  one  from  serious  errors  in  the  diag- 
nosis. 

The  following  case  report  will  illustrate 
the  importance  of  the  study  of  the  leucocytes 
in  the  diagnosis  of  pernicious  anemia : 

Mrs.  M.  P.,  aged  38,  housewife,  consulted  Dr.  S. 
on  July  10,  1935.  Complaints:  (1)  Throbbing  sen- 
sation in  the  head,  made  worse  on  exertion  or  stoop- 
ing. (2)  Tires  and  becomes  exhausted  very  easily  of 
late. 

History  of  onset:  For  some  months  she  had  no- 
ticed that  her  skin  is  “off  color.”  No  loss  of  weight. 
Symptoms  of  weakness  have  been  quite  severe  for 
the  last  three  weeks,  although  she  had  not  felt  right 
for  the  past  8 or  9 months.  For  the  last  year  she 
had  tingling  in  the  left  foot  and  numbness  in  both 
feet,  particularly  in  the  left.  Also  unusual  weak- 
ness in  the  lower  extremities. 

Personal  history:  She  went  through  two  normal 
pregnancies.  Always  enjoyed  good  health.  No  op- 
erations. 

Physical  findings:  Nutrition  good.  Brownish  pig- 
mentation over  the  forehead.  Sclerae  of  the  eyes 
had  a bluish-yellow  tinge.  Tongue  very  smooth. 
Chest  and  abdomen  essentially  negative.  Liver  and 
spleen  not  palpable.  Reflexes  all  normal.  Some 
edema  of  the  lower  extremities.  Blood  pressure 
120/80. 

Laboratory  findings:  Urine  negative  all  around. 
Gastric  analysis:  no  material  recovered  in  thirty 
minutes  after  test  meal.  No  free  hydrochloric  acid 
in  the  specimens  obtained  in  sixty  and  ninety  min- 
utes after  the  meal.  Blood  count:  Hemoglobin  39%; 
RBC  1,300,000;  C.I.  1.5;  WBC  5,200.  Blood  smear: 
Many  macrocytes;  aniso-poikilocytosis. 

Diagnosis:  Pernicious  Anemia. 

Patient  was  given  12  cc.  of  liver  extract  intra- 
muscularly, divided  in  two  daily  doses.  On  July  15 
the  blood  was  examined  again  and  the  following 
findings  recorded:  Hemoglobin  35%;  RBC  1,300,000; 
WBC  5,000.  Six  cc.  of  liver  extract  were  again 
given  intramuscularly. 

On  July  24  the  blood  count  was:  Hemoglobin 
40%;  RBC  1,400,000;  WBC  7,000. 

The  lack  of  response  to  liver  injections 
aroused  some  doubts  in  the  physician’s  mind. 
He  came  in  to  discuss  this  case,  and  asked  for 
an  expression  of  opinion.  I agreed  with  him 
that  the  history  and  all  findings,  as  presented, 
favored  the  diagnosis  of  pernicious  anemia.  In 
examining  the  blood  smear,  I found  also  that, 
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from  the  appearance  of  the  red  cells,  the  case 
would  readily  pass  for  one  of  pernicious  ane- 
mia. My  attention  was  arrested,  however, 
on  the  white  cells.  I noticed  several  cells  that 
were  out  of  the  ordinary.  These  were  about 
the  size  of  polynuclear  cells ; the  nuclear  ma- 
terial was  very  poorly  defined,  so  that  the  en- 
tire cell  was  somewhat  homogeneous.  A rim- 
like thickening  was  occasionally  present  at 
the  edge  of  the  cell,  with  a slightly  lighter 
zone  immediately  underneath  the  dark  rim, 
while  the  central  part  was  a shade  or  two 


pointed  to  pernicious  anemia.  However,  the 
more  I looked  at  the  smears  the  more  con- 
vinced I became  in  the  correctness  of  the  di- 
agnosis of  aleukemic  myeolosis.  I also  ex- 
pressed my  belief  that  the  spleen  is  quite 
likely  enlarged  in  this  patient,  though  not 
felt  by  the  examining  physician. 

On  July  29  the  patient  was  taken  to  the 
hospital  for  further  study.  The  spleen  was 
found  to  be  moderately  enlarged,  according 
to  the  radiologist.  The  red  blood  count  and 
the  hemoglobin  were  about  the  same  as  on 
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July  29,  1935  1250 

July  30,  1935  1260 

July  31,  1935  1150 

August  1,  1935  1250 

August  2,  1935  1870 

August  3,  1935  1660 

August  5,  1935  1250 

August  7,  1935  1860 

August  9,  1935  1870 

August  10,  1935  — 2120 
August  12,  1935  — 2120 
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August  19,  1935  — 1590 
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17,800 

50 
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18,600 

54 
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20,100 

50 

1.2 

13,400 

46 

1.4 

17,100 

46 

1.2 

thicker.  No  nuclei  or  coarse  granules  could 
be  made  out.  The  first  impression  one  gets 
in  observing  such  cells  is  that  additional 
staining  would  bring  out  the  lacking  parts  of 
the  cell.  On  very  close  observation,  a few 
small  vacuoles  could  be  made  out  here  and 
there,  and  the  homogeneous  central  part  as- 
sumed a faintly  granular  appearance,  like 
coagulated  albumin.  One  often  sees  similar 
cells  in  chronic  myeloid  leukemias.  Final 
judgment  cannot  be  passed  on  the  character 
of  this  cell  until  the  preparation  is  stained 
by  one  of  the  oxydase  methods.  Then  it  is 
generally  found  that  the  cell  is  oxydase-posi- 
tive and  could  be  classed  as  a “myelocyte-A” 
of  Sabin12.  Additional  blood  smears  were 
made  in  this  case  and  stained  by  the  Wash- 
burn method.  These  cells  were  oxydase- 
positive. With  the  last  information  gained, 
I expressed  the  opinion  that  we  were  dealing 
here  most  likely  with  a case  of  myeloid  leu- 
kemia in  its  aleukemic  phase.  It  was  with 
some  degree  of  hesitancy  that  this  opinion 
was  expressed,  because  all  the  data  so  far 
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the  previous  examination.  The  white  blood 
count  jumped  to  18,600,  and  the  blood  smears 
were  much  more  conclusive.  In  its  further 
progress  the  case  exhibited  more  and  more 
the  manifestations  of  leukemia  in  the  blood, 
though  the  clinical  condition  remained  at  a 
standstill  all  through  this  hospitalization. 
She  had  been  transfused  three  times,  on  Aug. 
1,  9,  and  20.  Approximately  500  cc.  of  cit- 
rated  blood  was  given  at  each  transfusion. 
Liver  extract,  in  6 cc.  doses,  was  given  intra- 
muscularly ever  four  or  five  days.  The  red 
count  and  hemoglobin  showed  a slight  im- 
provement after  all  this  treatment,  but  not 
materially  so.  Her  temperature  during  this 
period  remained  near  normal.  She  also  re- 
ceived several  x-ray  treatments  over  the 
spleen.  She  was  dismissed  from  the  hospital 
on  Aug.  24.  The  blood  counts  during  this  hos- 
pitalization period  are  given  in  Table  1. 

During  the  following  two  weeks  the  pa- 
tient remained  at  home.  She  had  been  los- 
ing ground  steadily.  She  had  frequent  sink- 
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ing  spells  and  complained  of  severe  nausea 
and  vomiting.  She  was  readmitted  to  the 
hospital  on  Sept.  7.  Her  temperature  on  ad- 
mission was  103° ; pulse  138  and  respiration 
30.  During  this  period  in  the  hospital,  nau- 
sea and  aversion  for  food  were  constant.  By 
Sept.  14  she  developed  pulmonary  symptoms, 
such  as  a productive  cough  with  bloody  ex- 
pectoration and  positive  physical  findings. 

She  gradually  sank  into  a state  of  coma, 
and  expired  on  Sept.  18.  Blood  counts  are 
given  in  Table  2. 


the  red  cells  as  well  as  the  color  index  fur- 
nished very  little  information  in  this  case. 

SUMMARY 

Leukopenic  leukemia  may  simulate  many 
primary  blood  affections,  notably  aplastic 
anemia,  thrombopenic  purpura,  agranulo- 
cytosis, and  pernicious  anemia.  Thrombo- 
penic purpura  and  agranulocytosis  should 
hardly  ever  be  seriously  considered,  because 
anemia  is  not  a part  of  the  blood  picture  in 
such  conditions.  Aplastic  anemia  and  per- 
nicious anemia  can  only  be  ruled  out  satisfac- 
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Important  Autopsy  Findings : 

Gross:  1.  Hepatic  enlargement,  mainly  of 
the  right  lobe.  This  lobe  measured  30  cm. 
up-and-down. 

2.  Moderate  splenomegaly;  spleen  meas- 
ured 18x18x5  cm.,  and  was  unusually  firm. 

3.  Accessory  splenule  in  the  gastro-splenic 
omentum;  this  was  a spherical  body,  2.5  cm. 
in  diameter. 

4.  Generalized  enlargement  of  the  mesen- 
teric and  retroperitoneal  glands. 

5.  Areas  of  consolidation  throughout  both 
lungs,  most  marked  in  the  upper  part  of  the 
right  lung. 

Microscopic : 

1.  Leukemic  infiltration  in  the  lung, 
lymph-nodes,  spleen,  liver,  adrenals  and  kid- 
neys. 

2.  Leukemic  hyperplasia  of  the  bone-mar- 
row (Sections  taken  from  the  ribs  and  stern- 
um). 

Discussion : This  case,  during  the  hospital- 
ization periods  and  as  it  terminated,  did  not 
present  any  difficulty  in  diagnosis.  When  the 
patient  first  consulted  the  physician,  how- 
ever, leukemia  was  not  in  evidence.  Fur- 
thermore, the  history  as  well  as  the  clinical 
and  laboratory  findings  more  than  justified 
the  diagnosis  of  pernicious  anemia,  according 
to  accepted  criteria.  The  poor  response  to 
liver  therapy  aroused  suspicion  in  the  clinical 
attendant  and  (this  to  his  credit)  he  sought 
consultation  on  the  blood  smears.  The  error 
in  the  diagnosis  was  discovered  after  the 
study  of  the  white  cells.  The  appearance  of 


torily  if  one  pays  particular  attention  to  the 
study  of  the  cells,  both  red  and  white.  A 
good  deal  of  confusion  is  created  in  the  Ger- 
man literature  by  many  authors  who  claim 
that  pernicious  anemia  and  leukemia  have  co- 
existed in  their  cases.  Such  an  admission  of 
co-called  mixed  cases  is  highly  objectionable; 
it  would  tend  to  break  down  the  existing 
rules  of  classification.  Above  everything, 
none  of  the  described  “mixed”  cases  could 
justifiably  be  considered  as  pernicious  ane- 
mia from  the  authors’  own  records  of  the  dif- 
ferential leucocyte  counts,  if  we  adhere  to  the 
rule  that  immature  forms  of  leucocytes  are 
not  a part  of  the  picture  of  pernicious  ane- 
mia. It  is  granted  that,  excluding  this  ir- 
regularity in  the  picture  of  the  leucocyte 
counts,  many  of  the  reported  cases  could 
readily  pass  for  pernicious  anemia  clinically 
and  hematologically. 

Several  of  the  cited  cases  from  the  litera- 
ture, as  well  as  the  above  reported  case,  had 
a high  degree  of  macrocytic,  hyperchromic 
anemia,  plus  achlorhydria  and  paresthesias. 
Yet,  all  these  findings,  while  commonly  asso- 
ciated with  pernicious  anemia,  do  not  neces- 
sarily spell  pernicious  anemia.  The  study  of 
the  leucocytes  is  of  just  as  great  importance 
in  the  diagnosis  of  pernicious  anemia  as  that 
of  the  red  cells;  more  so,  the  study  of  the 
leucocytes  may  prove  of  greater  importance 
in  an  exceptional  instance,  as  exemplified  by 
the  reported  case. 

Incidentally  we  should  be  warned  not  to 
rely  too  much  on  the  more  mechanized  meth- 
ods in  hematology.  The  cell  counts,  hemato- 
crit and  hemoglobin  determinations  alone  are 
not  sufficient  for  a diagnosis.  The  study  of 
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the  blood  smears  still  is  the  most  important 
part  of  the  blood  count  when  a problem  in  di- 
agnosis is  present. 

CONCLUSIONS 

1.  A case  of  leukemic  myelosis  is  record- 
ed which  had  almost  all  the  clinical  and 
hematologic  findings  of  pernicious  anemia. 

2.  A correct  diagnosis  in  this  case  was  es- 
tablished from  the  study  of  the  blood  smears ; 
the  diagnosis  was  based  on  some  irregulari- 
ties about  the  appearance  of  the  leucocytes. 
The  appearance  of  the  red  cells  as  well  as  the 
hemoglobin  concentration  strongly  favored 
the  diagnosis  of  pernicious  anemia. 

3.  Instances  are  cited  from  the  literature 
where  similar  cases  are  considered  as  a blend 
of  leukemia  and  pernicious  anemia. 

4.  The  importance  of  the  study  of  the 
leucocytes  in  the  blood  smears  in  puzzling 
cases  of  “pernicious  anemia”  is  stressed. 
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In  his  paper  on  “Osteomyelitis  in  Chil- 
dren,” Dr.  A.  R.  Shands  of  Wilmington,  Dela- 
ware, presents  a concise  resume  of  this  im- 
portant problem.  The  paper  was  read  last 
October  before  the  Omaha  Mid-West  Clinical 
Society  and  was  enjoyed  by  all  who  attend- 
ed. See  Page  .. 361 

We  cannot  write  too  much  about  compound 
fractures.  Their  importance  is  appreciated 
by  every  physician.  There  is  no  greater  au- 
thority on  the  subject  than  Dr.  J.  Albert 
Key  of  St.  Louis.  His  paper  is  on  Page.. ..367 

When  a urologist  returns  to  medicine,  we 
know  that  he  has  something  important  to 
say.  Dr.  Grayson  Carroll  of  St.  Louis,  has  a 
message  on  Page  375 

Dagenon,  in  case  you  do  not  know  as  we 
did  not,  is  a product  which  is  now  known  as 
sulphapyridine.  The  treatment  of  pneu- 
monia with  this  drug  deserves  careful  atten- 


tion. Dr.  Juul  C.  Nielsen  and  his  co-worker, 
Dr.  Louis  R.  Nash,  discuss  this  phase  of  the 
treatment  on  Page  378 

To  most  of  us  blood  dyscrasias  are  mys- 
terious and  bewildering.  In  his  paper  on 
“Aleukemic  Myelosis  and  Pernicious  Ane- 
mia,” Dr.  A.  S.  Rubnitz  aims  to  clarify  some 
of  the  phases  of  these  blood  diseases.  See 
Page  381 

Dr.  Clarence  S.  Moran  has,  for  several 
years,  devoted  most  of  his  time  to  the  study 
of  endocrinology.  He  gives  us  some  of  his 
ideas  on  “The  Physiology  and  Therapy  of  the 
Menopause”  in  this  issue,  on  Page 386 

Acrodynia  is  a strange  disease,  occurring 
with  greater  frequency  than  is  generally  ap- 
preciated. A case  of  acrodynia  treated  in 
the  University  Hospital  is  reported  by  your 
editor  on  Page 391 


The  Physiology  and  Therapy  of  the  Menopause 

CLARENCE  S.  MORAN,  M.  D. 

Omaha 


During  the  past  eight  months  certain  prob- 
lems concerning  the  physiology  and  the  ther- 
apy of  the  menopause  have  been  under  in- 
vestigation in  the  endocrine  clinic  of  the 
Creighton  University  School  of  Medicine. 
Sixty  cases  studied  during  this  time  serve 
as  a basis  for  this  discussion.  No  attempt 
will  be  made  to  give  a complete  analysis  of 
these  cases  in  this  paper.  Forty  of  the  pa- 
tients included  in  this  series  have  been  under 
estrogenic  therapy  with  crystalline  or  puri- 
fied estrogens  from  one  to  eight  months. 

In  accordance  with  common  usage  the 
terms  menopause  and  climacteric  will  be  used 
interchangeably. 

Many  brilliant  researches  during  the  past 
few  years  have  done  much  to  clarify  our 
knowledge  concerning  pituitary-ovarian  re- 
lationships, and  it  has  been  well  demon- 
strated that  the  ovary  functions  only  when 
it  is  stimulated  by  the  pituitary  by  mea^s  of 
one  or  more  gonadotropic  hormones.  How- 
ever, as  the  ovary  becomes  refractory  at  the 
climacteric  it  gradually  loses  its  ability  to  re- 
spond to  pituitary  stimulation.  As  a result 
disturbances  of  ovulation  and  corpus  luteum 
formation  occur.  The  resulting  progestin  de- 
ficiency associated  with  an  over-activity  or 
an  unopposed  activity  of  the  estrogenic  hor- 
mone tends  to  produce  menstrual  irregular- 
ity and  excessive  bleeding.  As  ovarian  re- 
sponsiveness further  decreases  and  estro- 
genic hormone  production  diminishes,  the 
periods  become  scanty  and  further  apart, 
progressing  to  amenorrhea,  while  the  sex  or- 
gans gradually  undergo  involutional  changes. 

Normally  the  ovary  through  its  hormones, 
estrogen  and  progestin,  exercises  a regulat- 
ing influence  upon  pituitary  function.  As  the 
ovary  fails  and  its  hormones  are  gradually 
withdrawn,  the  gonadal  inhibition  of  the 
pituitary  is  lost  and  an  increased  amount  of 
gonadotropic  hormone  is  found  in  the  blood 
and  urine.  Pituitary  over-activity  is  not 
limited  to  the  gonadotropic  function,  but  also 
involves  over-activity  of  other  functions,  that 
is  the  thyreotropic,  adrenotropic,  lactogenic, 
diabetogenic  and  probably  also  the  growth 
function.  It  has  been  assumed  that  the 
menopausal  symptoms  may  be  due  to  the 

*Read  before  Nebraska  State  Medical  Association,  Grand  Is- 
land. May  4,  1939. 


over-production  of  these  hormones  acting  up- 
on the  thyroid,  the  adrenal  and  the  autonom- 
ic nervous  system(1).  The  exact  cause  of 
symptoms,  however,  is  still  obscure.  But  re- 
gardless of  the  ultimate  cause,  the  incidence 
and  the  severity  of  symptoms  is  apparently 
roughly  proportional  to  the  increased  secre- 
tion of  gonadotropic  hormone. ( 2 3 4) 

The  symptom  most  commonly  associated 
with  and  pathognomonic  of  the  menopause  is 
the  hot  flush.'1  5>  It  is  usually  followed  by 
a momentary  chill  or  by  sweating  or  by  both. 
In  this  series  98  per  cent  have  or  have  had 
flushes  and  86.6  per  cent  had  flushes  when 
admitted  to  this  clinic.  The  instability  of  the 
vasomotor  system  is  further  manifested  in 
these  patients  by  palpitation  and  tachycar- 
dia and  occasional  dyspnea  after  slight  exer- 
tion (70  per  cent).  The  frequency  of  the 
vasomotor  symptoms  is  variable  throughout 
the  day  and  from  patient  to  patient.  Like 
all  other  menopausal  symptoms  they  are  in- 
creased by  infection,  emotional  stress  and 
strain,  over-work,  and  certain  environmental 
factors.  Marked  blood  pressure  variations 
have  not  been  observed  in  this  series.  Nine 
patients  had  some  hypertension. (6>  In  one 
of  these  cases  the  menopause  may  have  had 
some  etiologic  relationship. 

Equally  characteristic  of  the  menopause 
and  no  less  frequent  than  vasomotor  disturb- 
ances is  the  nervous  and  emotional  instabil- 
itv  found  in  varying  degrees  in  practically 
all  the  patients  (95  per  cent).  This  condi- 
tion frequently  is  very  distressing  and  dis- 
abling and  is  one  which  receives  little  under- 
standing or  sympathy  from  the  patient’s 
family,  and  unfortunately  is  still  unappreci- 
ated by  many  physicians,  who,  because  of  the 
multitude  of  varying  and  changing  com- 
plaints regard  these  women  as  neurotic.  The 
instability  of  the  nervous  system  is  mani- 
fested in  many  ways,  ranging  from  slight 
premenstrual  nervousness,  irritability  and 
crying  to  marked  melancholy  and  depres- 
sion, which  may  be  more  or  less  continuous. 
MeUncholv  a^d  denvession  mav  be  m'ld  or 
mav  be  so  marked  that  not  infrequently  the 
patient  may  consider  escape  by  suicide  (5 
cases).  However,  none  of  the  cases  in  this 
series  was  severe  enough  to  be  classified  as 
involutional  melancholia. (7)  Failure  of  mem- 
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ory  especially  for  recent  events  and  difficul- 
ties in  concentration  are  noted  in  most  cases. 

Exhaustion,  lassitude  and  fatigue  are  com- 
mon. Insomnia  and  restless  sleep  disturbed 
by  flushes,  chills  and  sweats  or  by  night- 
mares serve  only  to  increase  fatigue  and  ag- 
gravate the  other  manifestations.  Headache 
frequently  combined  with  vertigo  and  occa- 
sionally with  tinitis  is  equally  distressing. 
Backache,  occipitocervical  aching,  pains  in 
the  joints  and  other  vague  aches  and  pains 
occur  in  over  half  the  cases.  Many  patients 
complain  of  varied  types  of  paresthesias, 
most  prominent  of  which  are  numbness  and 
tingling  of  the  extremities  and  choking. 

A symptom  which  deserves  special  atten- 
tion is  the  increased  frequency  of  urination 
which  may  or  may  not  be  accompanied  by 
burning.  This  was  noted  in  forty-one  pa- 
tients, the  majority  of  whom  had  had  no 
such  complaint  previous  to  the  onset  of  men- 
opausal symptoms.  The  urine  was  normal, 
and  there  was  no  gross  evidence  of  urinary 
or  cardiovascular  lesions  in  thirty-one  cases. 
The  frequency  was  quite  variable  and  was 
aggravated  by  nervousness  and  emotional 
tension.  Most  of  these  patients  have  im- 
proved with  estrogenic  therapy.  The  rela- 
tionship of  this  condition  to  the  climacteric 
is  being  made  the  subject  of  a special  in- 
vestigation. 

In  eight  cases  there  was  burning  and  itch- 
ing of  the  genitals  associated  with  involu- 
tional changes.  Only  three  cases,  however, 
presented  themselves  for  relief  from  this 
condition.  They  had  had  amenorrhea  for 
five,  seven  and  ten  years  respectively. 

Ninety-eight  per  cent  of  the  cases  had 
menstrual  disturbance.  Thirty  patients  had 
amenorrhea  and  thirty  were  still  menstruat- 
ing. Of  those  still  menstruating  six  were 
fairly  regular,  and  twenty-four  were  irre- 
gular. Bleeding  varied  from  scanty  to  pro- 
fuse. Eight  complained  of  dysmenorrhea  of 
recent  origin.  Of  the  women  still  menstru- 
ating 60  per  cent  began  to  get  symptoms  be- 
tween the  39th  and  the  46th  year.  In  52  per 
cent  the  symptoms  began  one  to  three  years 
before  the  menstrual  difficulties  whereas 
only  12  per  cent  first  noted  a menstrual  dis- 
turbance. 

Excessive  uterine  bleeding  of  alarming  na- 
ture has  not  been  observed  in  this  series. 
However,  it  is  well  to  again  call  attention  to 
the  fact  that  while  excessive  or  abnormal 


uterine  bleedings  are  not  uncommon  during 
the  transition  from  normal  menstruation  to 
amenorrhea,  these  bleedings  should  not  be 
considered  functional  until  uterine  malig- 
nancy has  been  definitely  ruled  out.(8)  While 
it  is  not  within  the  scope  of  this  paper  to  dis- 
cuss the  therapy  of  uterine  bleeding,  it  may 
be  noted  that  endocrine  therapy  is  not  gen- 
erally as  useful  in  functional  bleeding  during 
this  period  as  it  is  in  the  younger  age  groups. 
Other  methods  of  control,  hysterectomy,  ir- 
radiation of  the  ovary  or  intrauterine  radi- 
um, may  be  necessary. 

Of  the  thirty  cases  having  amenorrhea, 
fifteen  patients  had  a spontaneous  meno- 
pause and  fifteen  followed  surgical  castra- 
tion or  hysterectomy.  Eleven  of  the  fifteen 
artificial  menopauses  were  under  the  age  of 
40.  Of  these  nine  began  to  get  symptoms 
within  six  to  twelve  weeks  following  the  op- 
eration. The  four  patients  over  40  had  had 
hysterectomies  for  the  control  of  excessive 
uterine  bleeding.  To  date  the  extent  of  the 
surgical  procedure  in  these  cases  has  not 
been  verified.  Over  half  the  patients  having 
a spontaneous  menopause  developed  amenor- 
rhea between  the  43rd  and  the  46th  year,  and 
the  transition  period  varied  from  an  abrupt 
cessation  to  two  years. 

In  the  majority  of  patients  libido  remained 
unchanged  although  a few  noted  some  dimi- 
nution. However,  there  were  two  patients 
who  noted  a marked  increase  during  the  pre- 
menstrum.  Both  of  these  patients  were  re- 
lieved by  estrogenic  therapy.  To  date  no  in- 
crease in  libido  has  been  noted  by  any  of  the 
patients  under  therapy. 

Almost  half  the  cases  have  noted  a gain 
in  weight,  in  excess  of  twenty  pounds.  Nine 
patients  had  a complicating  hypertension. 
Three  of  these  patients  were  included  in  the 
group  treated  with  estrogen.  No  effect  on 
blood  pressure  was  noted  in  two.  The  third 
case  had  a reduction  in  systolic  pressure  of 
more  than  20  millimeters  and  a reduction  of 
over  ten  millimeters  in  the  diastolic  pres- 
sure. In  addition,  this  patient,  a surgical 
castrate  of  ten  years,  has  had  migraine  for 
the  past  three  years.  Except  for  two  slight 
headaches  and  one  severe  one  during  a lapse 
from  therapy,  this  patient  has  been  symtom- 
free  for  six  months. 

Anemia  has  been  noted  in  several  cases. (9> 
Fifteen  patients  had  a hemoglobin  content 
(Haden-Hauser)  of  less  than  80  per  cent. 
The  anemias  were  hypochromic  normocytic 
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or  hypochromic  microcytic  in  type.  Hypo- 
thyroid function  was  noted  in  seventeen 
cases  with  the  basal  metabolic  rate  ranging 
from  -11  to  -39  per  cent.  These  patients 
seem  to  have  fewer  or  less  severe  menopaus- 
al symptoms  than  those  having  normal  thy- 
roid function.  Three  cases  were  diagnosed 
as  myxedema.  Of  these,  one  case  which  im- 
proved remarkably  on  desiccated  thyroid  had 
a recurrence  of  her  menopausal  symptoms 
including  the  hot  flushes.  Several  other  pa- 
tients on  thyroid  therapy  have  also  noted  an 
aggravation  of  menopausal  symtoms. 

Since  the  menopausal  syndrome  is  due  to 
or  associated  with  ovarian  failure  and  there- 
fore with  a reduced  secretion  of  one  or  both 
ovarian  hormones,  therapy  should  consist  of 
supplying  or  supplementing  the  missing  hor- 
mones. The  value  of  the  estrogens  for  this 
purpose  has  been  well  established. (1  10  11  12) 
Several  crystalline  or  purified  preparations 
are  available.  In  this  series  theelin  and 
progynon-B  were  used  intramuscularly  and 
emmenin  was  used  orally.  Oral  therapy  has 
not  been  used  for  beginning  treatment  ex- 
cept in  one  very  mild  case,  chiefly  because 
the  cost  per  effective  unit  is  prohibitive. 
Progestin  has  not  been  used  in  the  cases  here 
reported  with  the  exception  of  one  patient 
whose  response  to  estrogen  was  not  entirely 
satisfactory.  However  there  are  facts  which 
suggest  that  progestin  may  be  of  value  in 
controlling  symptoms  especially  in  women 
who  are  still  menstruating.  We  are  now  at- 
tempting to  investigate  its  possibilities.  Male 
sex  hormones,  testosterone  propionate, (13) 
has  also  been  recommended  for  the  control 
of  menopausal  symptoms,  but  to  date  we 
have  had  no  opportunity  to  test  it.  Nor  have 
we  tried  the  new  synthetic  estrogen,  estra- 
diol dipropionate. (14) 

In  replacing  the  ovarion  hormone  the  ob- 
ject is  to  depress  pituitary  activity  to  about 
the  normal  or  preclimacteric  level  and  then 
to  gradually  withdraw  the  hormone  either  by 
reducing  the  size  of  the  dose  or  by  lengthen- 
ing the  interval,  thus  allowing  the  patient  to 
adjust  to  the  change  of  internal  environment 
slowly  and  with  as  few  symptoms  as  pos- 
sible. Theoretically  it  is  possible  to  over- 
treat these  patients  and  thus  delav  adjust- 
ment. Until  this  point  is  definitely  settled 
it  is  probably  best  merely  to  alleviate  their 
symptoms. (2> 

Three  dose  levels  2,000,  5,000  and  10,000 
I.  U.  or  their  equivalent  have  been  used  in 
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beginning  therapy.  However,  we  prefer  to 
begin  therapy  in  a well  established  case  with 
10,000  I.  U.  because  results  are  more  rapid 
and  more  satisfactory.  The  estrogenic  sub- 
stances were  given  intramuscularly  twice  a 
week.  We  have  found  that  two  injections  a 
week  were  much  more  successful  than  a sin- 
gle one.(15> 

The  amount  of  hormone  necessary  to  con- 
trol symptoms  depends  upon  the  degree  of 
pituitary  over-activity,  and  thus  the  amounts 
of  therapy  necessary  is  an  individual  prob- 
lem. Since  the  severity  of  symptoms  is  ap- 
parently roughly  proportional  to  the  amount 
of  gonadotropic  hormone  in  the  blood  and 
urine,  relief  will  not  be  obtained  until  suffi- 
cient amounts  of  estrogen  are  given  to  de- 
press the  pituitary  over-activity.  This  not 
only  explains  the  lag  in  symptom  improve- 
ment but  also  the  frequent  failure  with  small 
doses.  Since  gonadotropic  hormone  assays 
are  impractical  for  the  practitioner  or  the 
small  clinic,  other  means  of  control  are  nec- 
essary. A relatively  easy  method  and  one 
which  can  be  readily  employed  is  to  have  the 
patient  keep  a record  of  the  flushes,  sweats 
and  chills  per  day.  This  simple  procedure 
is  all  that  is  necessary  in  most  cases.  How- 
ever, it  must  be  remembered  that  flushes  are 
easily  relieved  and  they  may  disappear  com- 
pletely before  the  patient  has  experienced 
much  relief  from  the  other  circulatory  and 
neuro-psychiatric  symptoms. 

A valuable  method  of  control  which  we  are 
attempting  to  use  in  the  study  of  these 
cases  is  the  vaginal  smear  method  of  Papani- 
colaou and  Shorr.(16 17>  This  method  re- 
quires a wet  smear  of  vaginal  secretion, 
which  is  fixed  in  alcohol  and  stained.  With 
some  experience  it  can  be  read  while  wet. 
The  smear  is  quite  variable  in  women  who 
are  still  menstruating,  but  it  is  easily  read 
and  interpreted  in  women  who  have  ceased 
to  menstruate.  Local  pathology  must  of 
course  be  ruled  out.  A dirty  smear,  which 
contains  mucus,  round  cells  and  many  leuko- 
cytes, is  indicative  of  an  estrogenic  defi- 
ciency. Adequate  amounts  of  estrogen  pro- 
duce a clean  smear  containing  many  large 
cornified  and  nucleated  squamous  cells  and 
very  few  or  no  leukocytes.  Success  in  ther- 
apy depends  not  only  upon  accurate  diagno- 
sis and  the  ruling  out  of  other  diseases  which 
may  produce  similar  symptoms,  but  also  up- 
on the  evaluation  of  conditions  which  may 
complicate  the  menopause.  Most  menopaus- 
al symptoms  can  be  relieved  without  obtain- 
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ing  a full  squamous  smear.  But  before  de- 
ciding that  therapy  is  a failure  or  that  any 
given  symptom  is  not  due  to  the  menopause, 
especially  in  women  who  have  ceased  to  men- 
struate, it  is  necessary  to  obtain  and  keep  a 
positive  vaginal  smear  for  a period  of  several 
weeks.  Any  symptoms  remaining  after  the 
patient  is  fully  saturated  with  estrogen  is 
probably  not  menopausal  in  origin. 

Patients  with  mild  symptoms  frequently 
experience  temporary  relief  with  a single  in- 
jection. However,  we  have  found  that  in  pa- 
tients with  symptoms  of  moderate  severity 
some  relief  will  be  noticed  usually  by  the  end 
of  the  second  week.  The  order  of  symptom 
improvement  varies  from  patient  to  patient, 
but  ordinarily  the  patient  sleeps  better  and 
awakens  more  refreshed,  the  hot  flushes  are 
reduced  in  number  and  are  less  severe,  nerv- 
ousness decreases,  endurance  improves,  head- 
ache is  relieved,  and  there  is  less  bladder  ir- 
ritability, less  dizziness  and  less  palpitation. 
In  all  cases  adequately  treated  the  symptoms 
will  usually  be  fairly  well  relieved  by  the  end 
of  the  sixth  week.  Improvement  is  some- 
what more  rapid  and  more  satisfactory  on 
larger  doses.  Colds,  infections,  emotional  up- 
sets and  overwork,  seem  to  reduce  the  effec- 
tiveness of  the  treatment. 

Patients  still  menstruating  are  much  more 
difficult  to  control  probably  because  they 
are  still  supplying  some  ovarian  hormone  for 
themselves.  The  size  of  the  supplementary 
dose  required,  therefore,  varies  at  different 
times  of  the  month  and  from  month  to 
month.  We  have  not  found  it  possible  ex- 
cept in  one  or  two  cases  to  reduce  the  size  of 
the  initial  effective  dose.  As  a matter  of 
fact  as  ovarian  failure  progresses,  the  dose 
may  have  to  be  increased.  Most  of  these  pa- 
tients are  worse  before  or  during  menstrua- 
tion. Estrogen  is  not  discontinued  during  the 
menstrual  flow  because  it  is  felt  that  as  long 
as  symptoms  are  aggravated  at  this  time, 
therapy  in  indicated.  In  our  experience  doses 
of  10,000  I.  U.  or  less  do  not  inhibit  menstru- 
ation and  to  date  none  of  the  patients  have 
complained  of  increased  bleeding  which 
would  be  considered  alarming. 

Surgical  castrates,  especially  young  wom- 
en, usually  have  more  severe  symptoms 
than  those  with  a spontaneous  menopause 
and  likewise  they  are  much  more  difficult 
to  relieve.  Ordinarily  the  symptoms  appear 
from  six  to  twelve  weeks  following  castra- 
tion. Prophylactic  therapy  theoretically  is 


indicated/1 12 ) but  apparently  it  has  not 
been  as  successful  as  was  anticipated/11) 

Following  the  relief  of  major  symptoms 
the  amount  of  hormone  is  gradually  reduced 
by  half  until  the  minimum  effective  dose  is 
determined.  When  possible  the  patient  may 
be  placed  on  oral  therapy.  The  length  of 
treatment  required  to  insure  against  the  re- 
turn of  symptoms  is  not  known.  It  may  be 
from  several  months  to  several  years,  and 
since  none  of  our  patients  have  been  followed 
longer  than  eight  months  we  have  as  yet  in- 
sufficient data  on  this  point.  However,  pa- 
tients discontinuing  treatment  as  soon  as 
they  are  relieved  usually  have  a recurrence 
within  six  weeks.  (Four  cases). 

Other  than  an  occasional  local  soreness  at 
the  point  of  injection  or  a few  minor  and 
temporary  complaints  no  ill  effects  have 
been  observed  from  the  use  of  estrogenic 
preparations  in  oil.  One  patient  complained 
of  a distressing  feeling  of  pelvic  fullness  fol- 
lowing a single  injection  of  10,000  I.  U.  A 
few  have  complained  of  slight  nausea  follow- 
ing the  first  few  injections.  Although  sev- 
eral of  the  women  still  menstruating  have 
noted  an  increase  in  the  amount  of  menstrual 
flow,  it  would  be  difficult  to  assign  a cause 
because  their  previous  record  indicates  both 
irregularity  in  rhythm  and  flow.  To  date 
withdrawal  bleeding  was  noted  in  only  one 
case.  It  was  accompanied  by  a severe  dys- 
menorrhea in  a young  castrate  who  had  had 
an  amenorrhea  of  three  years  duration.  She 
was  treated  with  10,000  I.  U.  twice  a week. 
The  bleeding  occurred  during  the  fourth 
week  of  treatment,  five  days  following  the 
last  injection.  The  patient  had  failed  to  re- 
port for  therapy.  Unfortunately  no  endome- 
trial biopsy  was  obtained.  Large  doses  of  es- 
trogen even  over  a fairly  long  time  are  prob- 
ably not  injurious  to  the  general  health/18) 
There  is  no  practical  danger  of  producing 
carcinoma  of  the  sex  organs,  nor  is  there  any 
danger  of  permanently  injuring  the  pituitary 
or  the  ovary. 

Forty  patients  have  been  treated  from  one 
to  eight  months  with  estrogenic  prepara- 
tions. All  patients  have  experienced  some 
improvement  by  the  end  of  the  second  week. 
Twenty-four  patients  were  treated  with  2,000 
I.  U.  twice  a week.  Of  these  fifteen  were 
treated  longer  than  six  weeks,  i.e.,  six  weeks 
to  eight  months.  Twelve  patients  were  re- 
lieved. The  other  three  were  relieved  only 
after  the  dosage  was  increased  to  10,000 
I.  U.  Nine  patients  were  treated  from  four 
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to  six  weeks  and  of  these  only  one  had  to  be 
increased  to  10,000  I.  U.  before  satisfactory 
improvement  was  experienced.  Two  patients 
were  started  on  5,000  I.  U.  Both  were  treated 
over  six  weeks,  but  in  one  case  the  dose  had 
to  be  increased  to  10,000  I.  U.  before  relief 
was  obtained.  Thirteen  patients  began  ther- 
apy with  10,000  I.  U.  and  of  these  three  were 
treated  over  six  weeks.  Two  patients  were 
relieved,  and  while  one  showed  some  im- 
provement she  did  not  respond  as  well  as  was 
anticipated.  She  has  since  improved  with 
progestin  therapy.  Ten  patients  have  been 
followed  from  four  to  six  weeks.  All  have 
noted  satisfactory  improvement.  One  pa- 
tient with  mild  symptoms  was  treated  with 
emmenin  orally  for  four  to  six  weeks  and  the 
symptoms  were  relieved.  All  of  these  pa- 
tients are  still  under  therapy. 

Forty  patients  have  been  successfully 
treated  for  menopausal  symtoms  by  means 
of  crystalline  and  purified  estrogens.  A 
final  report  will  be  published  later. 

ORDER  OF  FREQUENCY  OF  SYMPTOMS 


60  Cases 

Cases  Percent 

1.  Menstrual  disturbances 59  98.3 

2.  Nervousness,  subjective  57  95.0 

3.  Flushes,  chills  52  86.6 

4.  Vertigo  49  81.6 

5.  Headache  46  76.6 

6.  Palpitation,  tachycardia,  dyspnea_  42  70.0 

7.  Irritability  41  68.3 

8.  Sleep  disturbed  41  68.3 

9.  Bladder  irritability 41  68.3 

10.  Sweating 41  68.3 

11.  Fatigability,  lassitude 38  63.3 

12.  Depression,  crying 40  66.6 

13.  Decreased  memory,  concentration^  29  48.3 

14.  Backache 28  46.6 

15.  Numbness,  tingling  16  26.6 

16.  Vague,  indefinite  pains 16  26.6 


17.  Occipitocervical  aching 12  20.0 

18.  Choking 10  16.6 

19.  Fainting  spells  9 15.0 

20.  Itching 8 13.3 

21.  Formication  6 10.0 


DISCUSSION 

DR.  A.  A.  CONRAD,  (Crete):  I should  like  to  ask 
Dr.  Moran  if  he  has  noticed  aggravation  of  the 
arthritis  symptoms  after  giving  estrogenic  sub- 
stances in  patients  with  mild  hypertrophic  arthritis? 

DR.  E.  L.  BRUSH,  (Norfolk):  Does  he  have  any 
preference  in  the  preparation  of  estrogen  used? 

DR.  MORAN,  (closing  discussion) : I fear  that  I 
cannot  answer  the  first  question  satisfactorily  be- 
cause I have  not  had  an  opportunity  of  treating  pa- 
tients with  hypertrophic  arthritis.  Some  observers 
feel  that  there  is  a menopausal  arthritis.  I have 
had  little  experience  with  this  condition.  Several 
patients,  however,  complained  of  pain  in  the  joints 
and  had  no  gross  pathology.  Most  of  these  patients 
were  relieved  with  estrogenic  therapy.  There  is  an 
excellent  article  on  this  subject  in  a recent  number 
of  the  New  England  Medical  Journal  (219,  p.  1015- 
1025,  1938)  by  Dr.  F.  C.  Hall. 

As  to  the  choice  of  preparations  that  is  a difficult 
question  to  answer.  I believe,  as  Dr.  Schaefer 
pointed  out,  there  is  no  excuse  for  using  many  of 
the  endocrine  preparations  now  on  the  market.  No 
reliable  investigator  has  ever  been  able  to  demon- 
strate potency  in  many  of  the  oral  ovarian  prepara- 
tions now  commercially  available.  Even  though  they 
should  have  some  potency  they  are  not  standardized 
and  one  cannot  tell  from  one  time  to  the  next  what 
the  patient  is  getting.  I also  know  from  my  own 
experience  that  potent  preparations  from  the  an- 
terior lobe  of  the  pituitary  are  absolutely  inacti- 
vated by  trypsin  in  15  or  20  minutes  at  37.5°  C. 
With  crystalline  and  purified  estrogens  available  by 
reliable  drug  houses,  I think  we  should  make  use  of 
them.  Many  pharmaceutical  houses  have  spent 
large  sums  of  money  investigating,  perfecting  and 
doing  research  work  in  this  field  and  they  have  dem- 
onstrated the  potency  and  efficacy  of  their  products. 
I feel  that  we  should  support  them  and  use  the 
preparations  which  have  been  demonstrated  to  be 
potent. 

(Bibliography  in  Reprints) 


The  prompt  diagnosis  of  diphtheria  ap- 
parently has  been  improved  by  a recently  de- 
veloped sodium  tellurite  test,  The  Journal  of 
the  American  Medical  Association  for  Sept. 
16  points  out. 

The  test  consists  of  swabbing  the  throat 
of  a suspect  with  sodium  tellurite.  If  the 
exudate  turns  black  or  gray  ten  minutes  later 
it  represents  a positive  reaction  for  diph- 
theria. However,  it  is  pointed  out  that  some 
of  the  positive  reactions  may  be  “false  posi- 
tives.” 

Eric  Tomlin,  M.  D.,  who  studied  a series  of 
such  tests,  The  Journal  points  out,  concludes 
that  a negative  result  if  of  value  in  that  it 
supposes  with  great  accuracy  that  the  dis- 


ease is  not  diphtheria.  Such  a high  percent- 
age of  false  positive  results  occur,  however, 
that  no  positive  diagnosis  of  diphtheria 
should  be  made  on  a positive  result  alone. 

“In  spite  of  these  shortcomings,”  The 
Journal  says,  “the  test  will  probably  prove 
extremely  useful,  especially  in  relation  to 
epidemics  or  in  cases  in  which  the  technical 
difficulties  of  isolating  patients  make  it  ex- 
ceptionally important  to  procure  an  immedi- 
ate presumptive  diagnosis.” 

The  contagious  nature  of  the  disease,  as 
well  as  the  increased  effectiveness  of  anti- 
toxin when  it  is  administered  early,  empha- 
sizes the  importance  of  an  immediate  diag- 
nosis of  diphtheria. 
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As  a recognized  entity  acrodynia  is  a com- 
paratively young  disease,  having  been  de- 
scribed as  such  about  thirty  years  ago.  Its 
exact  etiology  is  still  in  dispute.  Some  at- 
tribute it  to  infection,  others  explain  it  on  a 
nutritional  basis  in  which  some  fraction  of 
the  vitamin  “B”  complex  is  deficient.  It  is 
characterized  by  bizarre  symptoms  referable 
to  the  nervous  and  muscular  systems  with 
dystrophic  lesions  involving  also  the  skin  and 
mucous  membranes.  The  onset  is  gradual, 
the  course  chronic,  lasting  for  weeks  or 
months,  with  ultimate  recovery  unless  the 
resistance  of  the  young  child  is  so  reduced 
that  it  succumbs  to  intercurrent  infection. 
Generally  it  is  a disease  of  early  childhood, 
its  greatest  frequency  being  in  the  pre- 
school period  of  life. 

The  case  here  presented  is  so  typical  that 
it  eliminates  the  necessity  of  repeating  text 
book  descriptions  of  acrodynia.  It  is  in  it- 
self a classical  picture  of  the  disease. 

REPORT  OF  CASE 

L.  C.,  a three-year-old  girl,  was  admitted  to  the 
University  hospital  on  August  15,  1938.  The  com- 
plaint consisted  of  anorexia,  weakness,  listlessness, 
loss  in  weight,  and  a generalized  rash  of  six  weeks’ 
duration.  These  symptoms,  according  to  the  mother, 
came  on  gradually  following  a mild  cold  early  in 
June.  The  previous  history  was  essentially  nega- 
tive. Her  birth  weight  was  6Y2  pounds.  She  was 
fed  on  a simple  formula  during  infancy  and  had  no 
particular  difficulties  until  the  present  ailment  came 
on. 

The  examination  at  the  time  of  admission  showed 
listlessness,  poor  nutrition,  and  a rash.  The  rash 
was  fairly  generalized,  with  a few  vesicular  patches 
distributed  irregularly  over  the  body.  Blood  studies 
revealed  nothing  remarkable,  and  the  urinalysis 
was  negative. 

The  child  was  placed  in  bed  under  general  care 
with  soothing  lotions  applied  to  the  skin.  Her  con- 
dition remained  about  the  same  for  several  days 
when  she  developed  bronchopneumonia.  The  symp- 
toms became  aggravated,  but  with  the  clearing  of 
the  lungs  there  was  some  improvement  for  a few 
days.  She  then  became  weaker,  and  the  forearms, 
hands  and  legs  became  cold  and  clammy,  with  some 
discoloration.  About  this  time  perspiration  became 
marked.  Physical  examination  on  October  1st 
showed  edema  and  livid  cyanosis  of  the  hands  and 
feet,  with  vesicular  patches  over  the  dorsal  areas. 
Itching  was  severe.  The  mucous  membrane  of  the 
mouth  was  covered  with  large  vesicles,  and  the 

♦Read  before  Omaha-Douglas  County  Medical  Society,  Janu- 
ary 10,  1939. 

♦♦From  the  Department  of  Pediatrics,  University  of  Nebras- 
ka Medical  College. 


child  looked  miserable.  She  was  so  weak  that  she 
could  not  sit  up  longer  than  two  or  three  minutes  at 
a time,  and  then  only  in  a crouching  position:  (Fig. 
1).  Blood  count  at  this  time:  H.  G.  B.  100,  RBC 
5,040,000,  WBC  19,000,  with  polymorphonuclear  leu- 
cocytes predominating.  There  was  marked  photo- 
phobia. The  blood  pressure  was  138/100;  urine  was 
concentrated  with  specific  gravity  of  1032,  otherwise 
negative. 

On  October  10th  a marked  prolapse  of  the  rec- 
tum was  noted  (Fig  2).  The  child  had  been  on  a 
high  vitamin  diet  and  at  this  time  nicotinic  acid, 
25  mg.,  three  times  a day  was  added  by  mouth,  and 


Figure  I.  Note  the  crouching  position  of  the  child  observed 
during  the  height  of  the  disease. 

50  units  were  given  subcutaneously  for  three  days. 
Improvement  began  almost  immediately.  Perspira- 
tion and  pruritis  ceased,  the  child  began  to  sit  up  at 
longer  intervals  without  crouching.  Following  the 
administration  of  the  nicotinic  acid  for  seven  days 
marked  erythema  and  itching  developed,  which  we 
attributed  to  the  nicotinic  acid,  probably  from  over- 
dosage. The  drug  was  now  discontinued.  The  high 
vitamin,  high  caloric  diet,  however,  was  continued. 
Progress  was  steady  and  in  spite  of  chicken  pox 
which  she  developed  early  in  November,  she  made 
a rapid  recovery  and  was  dismissed  from  the  hos- 
pital December  7th  (Fig.  3). 

DISCUSSION 

The  exact  incidence  of  acrodynia  is  diffi- 
cult to  determine.  All  authors  agree  that 
the  disease  is  far  more  prevalent  than  the 
literature  would  indicate.  Indeed,  many 
more  cases  are  being  recorded  now  than  in 
previous  years  due,  probably,  to  our  better 
appreciation  of  the  nature  of  acrodynia.  Un- 
doubtedly many  mild  cases  exist  and  go  un- 
diagnosed because  of  the  indefinite  cutane- 
ous symptoms.  It  is  easy  enough  to  make  a 
diagnosis  when  the  disease  is  well  developed 
and  corresponds  to  the  classical  description. 
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The  doubtful  cases,  on  the  other  hand,  are 
easily  missed. 

Of  outstanding  value  in  the  diagnosis  of 
acrodynia  is  its  gradual  development.  Fol- 


Kigure  II.  Prolapse  of  Rectum. 

lowing  the  advent  of  any  mild  infection,  such 
as  a “cold,”  there  may  be  an  apparent  recov- 
ery. A few  days  later  there  appear  fretful- 
ness, anorexia  and  other  gastro-intestinal 
disturbances.  These  symptoms,  instead  of 
abating,  increase  in  intensity.  The  child 
whines  and  whimpers,  and  nothing  pleases 
him.  He  becomes  weaker  from  day  to  day 
until  he  can  no  longer  stand  on  his  feet. 
Muscle  weakness  increases  and  soon  he  can- 
not even  sit  up  in  his  bed.  He  develops  a 
crouching  position.  Sweating  is  profuse. 
According  to  many  authors,  in  no  other 
known  disease  is  perspiration  so  marked  as  it 
is  in  acrodynia.  The  skin  lesions,  at  first 
vesicular,  often  become  pustular  in  many 
areas.  The  hands  and  feet  are  cold  and 
clammy,  livid  or  pink,  cyanotic  and  edema- 
tous. Severe  itching  adds  to  the  misery  of 
the  young  patient.  Vesicles  of  various  sizes 
appear  on  the  mucous  surfaces,  especially  in 
the  mouth,  making  feeding  extremely  diffi- 
cult. Prolapse  of  the  rectum  is  a frequent 
complication.  Of  special  diagnostic  signifi- 
cance is  the  high  blood  pressure. 

That  a disease  with  such  spectacular 
symptoms  should  yield  a low  mortality  is  not 
easily  explained.  The  fact  remains  how- 
ever, that  in  spite  of  its  chronicity  and  its 
tendency  to  recurrence,  the  death  rate,  ac- 
cording to  available  statistics,  does  not  ex- 


ceed 5 to  10%.  While  there  is  little  doubt 
that  nutritional  disturbances  play  an  impor- 
tant part,  it  is  difficult  to  attribute  the  dis- 
ease to  this  factor  alone,  unless  we  include 
bacterial  toxins  as  interfering  with  the  ab- 
sorption of  the  necessary  vitamins. 

Thus  far  the  treatment  remains  symp- 
tomatic and  supportive.  Cleanliness,  sooth- 
ing lotions  to  the  skin,  anodynes  and  hypnot- 
ics in  proper  dosage,  to  secure  as  much  rest 
as  possible,  must  be  employed.  Salicylates 
are  used  empirically,  but  they  have  their 
place.  Of  greatest  value  in  the  treatment  of 
this  peculiar  syndrome  is  the  carefully 
planned  dietary.  Due  to  the  hypersensitivi- 
ty of  the  oral  mucous  membrane,  only  soft 
foods  can  be  taken.  These  should  be  pre- 
pared with  the  aim  of  giving  small  portions 
with  high  caloric  content.  Cereals  cooked  in 
milk  and  served  with  cream  and  sugar,  soft 
boiled  eggs,  puddings,  jello,  ice  cream,  etc., 
occupy  a prominent  place.  Small  amounts  of 
these  foods  should  be  offered  several  times 
daily.  As  a rule,  and  especially  during  the 
height  of  the  disease,  these  children  are  too 
weak  to  feed  themselves. 


That  many  of  these  patients  are  victims 
of  hypovitaminosis,  there  can  be  little  doubt. 


Figur  III.  Photograph  taken  on  day  of  dismissal. 


If  they  do  not  start  out  with  a deficiency 
their  persistant  refusal  of  food  for  many 
weeks  or  months  is  almost  certain  to  deplete 
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the  vitamin  stores.  It  is  not  necessary 
here  to  emphasize  the  importance  of  vita- 
mines  in  the  nutritional  economy  of  the 
child.  With  the  advent  of  the  concentrated 
products,  the  administration  of  these  food 
factors  has  become  remarkably  simplified. 
In  cases  where  the  anorexia  remains  severe, 
these  purified  vitamines  may  be  given  hy- 
podermically, intramuscularly  or  intraven- 
ously. 


Although  excellent  results  following  the 
use  of  these  products  are  on  record,  and  simi- 
lar encouraging  reports  are  constantly  in- 
creasing, there  is  no  unanimity  of  opinion  en- 
dorsing the  specificity  of  vitamin  therapy. 
All  writers  agree,  however,  that  vitamin  ad- 
ministration exerts  a beneficial  effect  on  the 
course  of  the  disease.  Obviously  the  remov- 
al of  all  infectious  foci  is  a most  important 
factor  in  the  treatment. 


Treatment  of  Anxiety  State  Requires 
Consideration  of  Victim’s  Problems 

If  the  victims  of  anxiety  states  are  to  be 
treated  rationally,  not  by  the  cultist,  the 
physician  must  recognize  the  physical  causes 
and  the  mental  factors  involved  and  interest 
himself  in  the  problems  of  these  individuals, 
William  J.  Kerr,  M.  D.,  Paul  A.  Gliebe,  M.  D., 
Mayo  H.  Soley,  M.  D.,  and  Nathan  W.  Shock, 
Ph.  D.,  San  Francisco,  declare  in  The  Journal 
of  the  American  Medical  Association  for 
Aug.  19. 

They  state:  “Economic  and  social  upheav- 
als since  the  World  War  have  undoubtedly  in- 
creased the  number  of  patients  who  have 
anxiety  states.  At  least  one  third  of  the 
practice  of  most  physicians  consists  of  such 
patients.  The  average  physician  has  little 
interest  in  the  problems  that  this  group  pre- 
sents and  is  likely  to  label  them  neurosis, 
neurasthenia,  anxiety  neurosis  or  anxiety 
hysteria  (mental  disorders).’’ 

Since  this  labeling  is  unsatisfactory  and 
does  not  help  the  patient  in  any  way,  the 
authors  continue,  “the  patient  shops  around 
from  doctor  to  doctor  until,  if  he  is  fortun- 
ate, he  finds  one  who  will  pay  enough  atten- 
tion to  his  symptoms  to  recognize  the  physio- 
logic (physical)  causes  as  well  as  the  funda- 
mental psychologic  (mental)  factors.  Per- 
haps the  increasing  popularity  of  cults  has 
depended  largely  on  the  fact  that  their  prac- 
titioners at  least  do  something  for  their  fol- 
lowers even  though  the  treatment  is  not  ra- 
tional. 

“Any  situation  or  group  of  circumstances, 
whether  real  or  fanciful,  threatening  the 
emotional  or  social  organization  of  the  indi- 
vidual may  lead  to  anxious  reactions.’’ 

Overstimulation  of  the  central  nervous 
system  results  in  a spilling  over  of  impulses 
and  this  causes  the  symptoms  of  organic  dis- 
ease; these  may  include  rapid  heart  beat 


raised  blood  pressure,  spasm  of  the  gastroin- 
testinal tract,  difficult  respiration  and  many 
others. 

In  the  approach  to  diagnosis  and  treat- 
ment, the  patient  should  be  considered  as  a 
person  who  is  ill  physically  as  well  as  emo- 
tionally. The  advantage  of  recognition  by 
the  physician  of  the  exact  physiologic  cause 
of  the  symptoms  in  any  patient  lies  in  the 
fact  that  the  physiologic  mechanism  can  be 
proved  by  reproduction  of  the  symptoms  and 
the  patient’s  confidence  thus  gained.  There 
is  then  no  necessity  of  telling  the  patient 
that  he  is  “just  nervous.” 

“The  doctor  must  realize,”  the  authors 
state,  “that  such  symptoms  may  be  far  more 
uncomfortable  than  those  of  many  serious 
organic  diseases.  Unfortunately  a certain 
number  of  persons  who  have  their  physical 
symptoms  relieved  will  consider  themselves 
as  cured  and  hence  will  see  no  reason  for  dis- 
covering the  psychologic  factors  in  their  ill- 
ness.” 

Such  a patient  is  only  making  things  worse 
for  himself,  for  when  the  same  emotion 
again  upsets  him  the  symptoms  may  be  the 
same  but  their  intensity  may  be  greater. 
From  the  history,  emotional  responses  and 
the  content  and  interpretation  of  dreams,  the 
physician  is  led  to  the  cause  of  the  psycho- 
logic maladjustment  and  its  ultimate  correc- 
tion. 

The  authors  sound  a warning,  stating: 
“Whenever  there  is  possibility  of  the  exist- 
ence of  any  organic  disease,  thorough  studies 
of  the  patient  should  be  made.  While  most 
patients  with  cancerophobia  (fear  of  cancer) 
do  not  have  cancers,  there  is  always  the  pos- 
sibility that  their  fears  are  based  on  fact.  In 
other  words,  the  burden  of  proof  is  on  the 
doctor  who  states  that  no  organic  disease  is 
present.” 
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EDITORIAL 


WHY  PEOPLE  GO  TO  CULTISTS 

Under  this  title  Dr.  Robert  P.  Knight  of 
the  Menninger  Clinic  discusses  the  subject* 
from  the  standpoint  of  psychology.  Simply 
put,  the  theme  may  be  interpreted  on  the 
basis  that  adult  cerebration  does  not  deviate 
greatly  from  the  processes  of  wishful  think- 
ing. This  type  of  reasoning,  if  reasoning  it 
may  be  called,  is  particularly  applicable  to 
the  average  human  in  the  interpretation  of 
physical  processes.  When  we  are  sick  our 
greatest  desire  is  to  become  well  again.  Ill- 
ness, as  viewed  by  the  physician,  implies 
altered  physiology  which  interferes  with  op- 
timum body  functions.  Any  process  that 
cannot  be  interpreted  on  an  anatomical  basis 
is  to  most  of  us  an  indication  of  functional 
anomaly,  too  often  labeled  neurosis.  To  the 
fellow  with  a headache  it  makes  little  differ- 
ence while  the  headache  is  in  progress  wheth- 
er that  headache  is  due  to  physical  or  psy- 
chological disturbance,  or  whether  it  is  mere- 
ly an  acknowledgment  based  on  an  emotional 
process  which  subconsciously  is  affording 
him  an  escape  from  some  responsibility 

*“Why  People  Go  to  Cultists.”  Dr.  Robert  P.  Knight.  Menn- 
inger Clinic  Bulletin.  Volume  3.  page  139,  September,  1939. 


which  he  cannot  or  would  not  accept.  The 
headache  is  there. 

It  is  a well  known  fact  that  most  people 
who  suffer  from  disability  based  on  some  un- 
discoverable  anatomical  process,  which  we 
term  neurosis,  usually  recover  regardless  of 
what  is  or  what  is  not  done  to  them  or  for 
them.  Naturally,  if  the  physician  in  his  sci- 
entific discouragement  throws  up  his  hands 
and  says,  “We  cannot  do  much  for  you,”  the 
cultist  is  always  ready  and  at  hand  to  do 
something  to  the  patient.  The  cultist 
does  not  look  for  the  scientific;  he  is  an  op- 
timist. Whether  in  honesty  or  ignorance,  he 
is  ready  to  promise  a cure  which  often  comes 
as  a result  of  the  confidence  of  the  patient  in 
such  a promise.  It  is  a sort  of  hypnotism 
to  which  the  patient  unknowingly  but  readi- 
ly submits,  often  with  excellent  results. 
That  the  physician  is  often  responsible  for 
the  success  of  cultism,  unfortunately,  cannot 
be  denied.  In  his  search  for  truth  he  fre- 
quently discounts  the  mental  and  emotional 
level  of  the  patient  who  is  seeking  succor  in 
wishful  thinking.  It  is  high  time  that  the 
physician,  in  his  role  as  medical  advisor,  take 
the  problem  seriously,  spend  less  time  con- 
demning the  cults  as  parasites,  and  a little 
more  time  in  studying  the  disposition  of  the 
patient  who  is  about  to  become  the  victim  of 
pseudo-scientific  ministration. 


ANEMIAS— A PRACTICAL  CONCEPT 

A general  increase  of  interest  in  diseases 
of  the  blood  and  blood  forming  organs  has 
made  itself  apparent  during  the  past  two 
decades.  With  this  added  stimulant,  valu- 
able information  pertaining  to  fundamental 
physiology  of  the  hematopoietic  system  has 
been  obtained  which,  in  turn,  has  led  to  an 
earlier,  more  accurate  diagnosis  and  more 
satisfactory  treatment.  As  a result,  the 
vague,  loose  term  “anemia”  is  rapidly  falling 
into  disuse.  In  addition,  an  increasing  num- 
ber of  various  systemic  diseases  that  reflect 
themselves  in  the  blood  are  being  recognized. 
New  clinical  entities  are  being  described  that 
necessitate  revision,  enlargement  and  sharp- 
ening of  classifications.  New  laboratory 
aids  such  as  hematocrit  determinations,  bone 
marrow  biopsies  and  cultures,  erythrocytic 
sedimentation  rates,  supra-vital  staining  of 
leucocytes,  reticulocyte  responses  and  hetero- 
phile  antibody  serologic  agglutination  tests 
are  all  more  generally  used  to  great  practical 
advantage  to  both  physician  and  patient. 
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The  relation  of  the  gastro-intestinal  tract 
to  the  physiology  of  erythropoiesis  has  re- 
ceived considerable  emphasis.  Attention  has 
been  focused  on  the  question  of  various  types 
of  dietary,  vitamin,  mineral  and  endocrine 
deficiencies  and  their  respective  roles  in  the 
production  of  blood  disorders.  The  function 
of  the  reticulo-endothelial  system,  the  mech- 
anism of  hemolysis,  phagocytic  activity,  uro- 
bilin excretion,  etc.,  are  still  subjects  of  con- 
troversy. Experimental  and  clinical  investi- 
gators continue  to  be  absorbed  in  fascinating 
speculation  concerning  the  production  and 
utilization  of  the  “anti-anemic  principle.” 
There  remains  a wide  divergence  of  opinion 
regarding  the  subject  of  iron  metabolism. 
The  value  of  copper  has  not  been  proven.  Co- 
agulation mechanism  is  still  receiving  con- 
siderable attention  with  special  emphasis  di- 
rected toward  pro-thrombin  time  and  the  iso- 
lation and  use  of  Vitamin  K. 

Repeated  warnings  are  given  in  respect  to 
the  toxic  effect  on  the  blood  of  such  drugs  as 
aminopyrine,  arsphenamines  and,  more  re- 
cently, sulfanilamide.  The  diagnostic  value 
of  the  leucopenic  index  in  the  study  of  aller- 
gic conditions  has  been  seriously  questioned. 
Leukemia  continues  to  receive  concentrated 
attention,  especially  in  regard  to  recognition 
of  the  various  eleven  groups.  However,  eti- 
ology and  treatment  remain  a closed  chapter. 
There  is  a gradual  tendency  to  group  various 
members  of  the  lympho-blastic  diseases  as 
different  manifestations  of  the  same  disease. 

John  C.  Sharpe,  M.  D.,  Omaha. 


ANNOUNCEMENTS 


The  Maternal  and  Child  Health  committee 
of  the  Nebraska  State  Medical  Association, 
in  cooperation  with  the  (State)  Department 
of  Health  is  planning  a circuit  course  in  Ob- 
stetrics and  Pediatrics  for  the  month  of  No- 
vember. The  services  of  eminent  men  in 
their  field  have  been  obtained  so  that  this 
will  in  reality  be  a post-graduate  course  of 
highest  calibre  brought  to  the  doctors  of  this 
state. 

Full  details  of  the  circuit  course  will  be  an- 
nounced in  the  next  issue  of  the  Journal,  as 
well  as  locally  through  the  officers  of  the 
councillor  districts  chosen  to  form  the  circuit. 

An  effort  has  been  made  to  cover  the 
state,  but  because  of  certain  geographical 


considerations,  every  councillor  district  can- 
not be  included  in  the  first  circuit.  A Spring- 
course  is  being  planned  at  this  time  so  that 
those  districts  not  provided  for  in  the  No- 
vember course  will  be  accommodated. 

Harold  S.  Morgan,  Chairman 
M.  C.  H.  Committee. 


Dr.  Elliott  P.  Joslin,  of  Boston,  Mass.,  will 
be  the  guest  speaker  of  the  Lancaster  Coun- 
ty Medical  Society,  at  Lincoln,  on  October 
fourth.  The  program  will  consist  of  an  aft- 
ernoon and  evening  meeting. 

The  afternoon  meeting  will  be  held  at  the 
Bryan  Memorial  Hospital  and  will  begin  at 
two  o’clock.  At  this  meeting,  clinical  cases 
will  be  shown  and  discussed  by  Dr.  Joslin. 
The  Society  extends  an  invitation  to  all  mem- 
bers of  the  Nebraska  Society  of  Medical 
Technologists  and  the  Nebraska  State  Dietet- 
ic Association  to  attend  this  meeting.  The 
doctors  are  urged  to  arrange  for  the  attend- 
ance of  their  technologists  and  dietitians. 

Dr.  Joslin  will  discuss  Diabetes,  at  the  eve- 
ning meeting,  in  the  Lancaster  County  Medi- 
cal Society  Auditorium  on  the  sixteenth  floor 
of  the  Sharp  Building. 

An  invitation  to  attend  these  meetings  is 
extended  to  all  members  of  the  Nebraska 
State  Medical  Association. 


Examinations  American  Board  of  Obstetrics 
and  Gynecology 

The  next  written  examination  and  review 
of  case  histories  (Part  I)  for  Group  B candi- 
dates will  be  held  in  various  cities  of  the 
United  States  and  Canada  on  Saturday, 
January  6,  1940,  at  2:00  p.  m.  The  Board 
announces  that  it  will  hold  only  one  Group  B, 
Part  I,  examination  this  year  prior  to  the 
final  general  examination  (Part  II),  instead 
of  two  as  in  former  years.  Candidates  who 
successfully  complete  the  Part  I examination 
proceed  automatically  to  the  Paid  II  exami- 
nation held  in  June  1940. 

Applications  for  admission  to  Group  B, 
Part  I,  examinations  must  be  on  file  in  the 
Secretary’s  office  not  later  than  October  4, 
1939. 

The  general  oral  and  pathological  exami- 
nations (Part  II)  for  all  candidates  (Groups 
A and  B)  will  be  conducted  by  the  entire 
Board,  meeting  in  Atlantic  City,  N.  J.,  on 
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June  8,  9,  10,  and  11,  1940,  immediately  prior 
to  the  annual  meeting  of  the  American  Medi- 
cal Association  in  New  York  City. 

Applications  for  admission  to  Group  A, 
Part  II  examinations  must  be  on  file  in  the 
Secretary’s  office  not  later  than  March  15, 
1940. 

After  January  1,  1942,  there  will  be  only 
one  classification  of  candidates,  and  all  will 
be  required  to  take  the  Part  I examinations 
(written  paper  and  case  records)  and  the 
Part  II  examinations  (pathological  and  oral.) 

For  further  information  and  application 
blanks,  address  Dr.  Paul  Titus,  Secretary, 
1015  Highland  Building,  Pittsburgh  (6), 
Pennsylvania. 


PHYSICIANS  WANTED  FOR  CCC  DUTY 

Medical  service  for  the  Civilian  Conservation 
Corps  has,  in  the  past,  been  furnished  by  the  medi- 
cal section  of  the  Officers’  Reserve  Corps  with  the 
exception  of  a few  doctors  who  were  employed  on  a 
contract  basis.  A recent  decision  of  the  Director  of 
the  CCC  and  the  War  Department  permits  the  em- 
ployment of  doctors  who  are  not  Medical  Reserve 
officers  in  this  service. 

Doctors  needed  for  this  service  may  now  be  em- 
ployed under  the  rating  of  civilian  employees  or  on 
a contract  basis,  the  initial  pay  being  $2,600  per 
annum.  No  quarters  for  families  are  provided,  and 
the  doctor  will  be  required  to  pay  for  his  food  at 
camps.  Temporary  quarters  for  the  doctor  will  be 
provided  at  the  camps  for  a nominal  fee.  Doctors 
selected  for  this  service  will  be  required  to  pay  their 
own  travel  expenses  to  the  nearest  district  head- 
quarters, where  they  will  be  put  on  temporary  duty 
for  instructional  purposes  before  being  sent  to 
camps.  Travel  expenses  incurred  in  the  transfer  of 
doctors  from  the  district  headquarters  to  camps  or 
in  the  transfer  from  one  camp  to  another  will  be 
paid  by  the  Government.  If  the  services  rendered 
are  satisfactory,  the  employment  is  more  or  less 
permanent. 

The  principal  duties  at  camps  consist  of  the  medi- 
cal care  of  the  enrollees  and  the  practice  of  preven- 
tive medicine.  To  be  eligible  for  this  service,  the 
doctor  must  be  legally  qualified  to  practice  medicine 
and  physically  able  to  perform  the  duties  involved. 

All  doctors  interested  in  this  type  of  service  are 
requested  to  submit  their  applications  to  the  office 
of  the  Surgeon,  Headquarters  Seventh  Corps  Area, 
Federal  Building,  Omaha,  Nebraska,  giving  date 
when  available  and  preference  of  assignment  in  the 
following  states:  Minnesota,  North  Dakota,  South 
Dakota,  Iowa,  Nebraska,  Missouri,  Kansas,  and  Ar- 
kansas. 


“There  is  no  evidence  indicating  that  human  twins 
are  any  more  sterile  than  singly  born  persons,”  de- 
clares The  Journal  of  the  American  Medical  Asso- 
ciation. “The  idea  about  sterility  in  twins  comes 
from  the  freemartin  situation  in  cattle.  There  is  no 
such  situation  in  human  beings.” 


OMAHA  MID-WEST  CLINICAL  SOCIETY 
SEVENTH  ANNUAL  ASSEMBLY 
October  23,  24,  25,  26,  27,  1939 
Hotel  Paxton,  Omaha,  Nebraska 

PROGRAM 

MONDAY,  OCTOBER  23rd 
Monday  Morning 

9:00  a.  m. — REGISTRATION — Mezzanine  Floor, 
Hotel  Paxton 

DR.  R.  W.  BLISS,  President,  Presiding 
11:15  a.  m.— DR.  C.  RUTHERFORD  O’CROWLEY, 
Newark,  New  Jersey 

“Anomalies  of  Kidney  and  Ureter” 

12:00  M.— DR.  C.  ANDERSON  ALDRICH, 
Winnetka,  Illinois 

“The  Treatment  of  Nephritis  in  Childhood” 
1:00  p.  m.— BUFFET  LUNCHEON 

DR.  T.  D.  BOLER,  Presiding 
Round  Table  Discussion — “What  are  the  Indi- 
cations and  Contra-Indications  for  the  Use  of 
Sulfanilamide  in  Genito-Urinary  Infections” 
DR.  C.  RUTHERFORD  O’CROWLEY,  Leader 

Monday  Afternoon 
DR.  GEORGE  P.  PRATT,  Presiding 
2:30  p.  m.— DR.  CLIFFORD  J.  BARBORKA, 
Chicago,  Illinois 

Clinic — “Peptic  Ulcer;  Gall  Bladder;  Obesity” 
3:30  p.  m.— DR.  C.  RUTHERFORD  O’CROWLEY 
Clinic — “Submucus  Ulcer  of  the  Bladder;  Py- 
onephrosis; Acute  Pyelonephritis” 

4:30  p.  m.— DR.  C.  ANDERSON  ALDRICH 

Clinic — “Nephritis;  Nephrosis;  Endocarditis; 
Empyema” 

6:15  p.  m. — DINNER 

DR.  J.  R.  KLEYLA,  Presiding 
Round  Table  Discussion — “The  Management 
of  Colitis” 

DR.  CLIFFORD  J.  BARBORKA,  Leader 

Monday  Evening 

DR.  C.  A.  OWENS,  Presiding 
8:15  p.  m.— DR.  C.  ANDERSON  ALDRICH 

“The  Role  of  Gratification  in  Early  Develop- 
ment” 

8:45  p.  m.— DR.  CLIFFORD  J.  BARBORKA 

“Sub  Clinical  States  of  Nutritional  Deficien- 
cies” 

9:15  p.  m.— DR.  C.  RUTHERFORD  O’CROWLEY 
“Polycystic  Kidney  Disease” 

TUESDAY,  OCTOBER  24th 
Tuesday  Morning 
DR.  E.  T.  MANNING,  Presiding 
9:00  a.  m.— DR.  WALTER  SCHILLER, 

Chicago,  Illinois 

“Diagnosis  of  Malignancies  of  the  Female 
Generative  Tract” 

9:40  a.  m.— DR.  CLIFFORD  J.  BARBORKA 

“Medical  Management  of  Gall  Bladder  Dis- 
ease” 

10:20  a.  m.— DR.  W.  WAYNE  BABCOCK, 
Philadelphia,  Pennsylvania 
“Intestinal  Malignancy” 

Lecture  Course — 11:15  a.  m.  to  1:00  p.  m. 
Lectures  to  be  held  in  Lecture  Rooms  A,  B,  C,  D 
11:15  a.  m. — Dr.  H.  B.  Hamilton 

“Lipoid  Pneumonia  in  Children” 
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Dr.  C.  A.  Owens 

“The  Female  Urethra — Clinical  Pathology” 
Dr.  E.  L.  MacQuiddy 

“Estrogenic  Hormone  Therapy  in  Allergy” 
Dr.  H.  E.  Anderson 

“Utero-Placental  Apoplexy — Diagnosis  and 
Treatment” 

11:40  a.  m. — Dr.  Clyde  Moore 

“Use  of  Sulfapyridine  in  Pediatrics” 

Dr.  W.  H.  Schmitz 

“Chronic  Prostatitis  as  a Focal  Infection” 

Dr.  E.  M.  Walsh 

“The  Diagnosis  and  Treatment  of  Pernicious 
Anemia” 

Dr.  J.  J.  Freymann 
“Clinical  Uses  of  Progestin” 

12:05  p.  m. — Dr.  R.  W.  Fouts 

“Radiation  Treatment  of  Adenitis” 

Dr.  Harold  Gifford 

“Diagnosis  and  Treatment  of  Certain  Corneal 
Diseases” 

Dr.  J.  E.  Courtney 

“The  Management  of  Acute  Infections  of  the 
Hand” 

Dr.  F.  M.  Conlin 

“The  Diabetic  Today” 

12:30  p.  m. — Dr.  C.  P.  Baker 
“Toxic  Hepatitis” 

Dr.  L.  B.  Bushman 

“Medico-Legal  Phases  of  Eye  Injuries” 

Dr.  H.  H.  Davis 
“Goiter  Problems” 

Dr.  Warren  Thompson 
“Granulopenia” 

1:00  p.  m.— BUFFET  LUNCHEON 

DR.  B.  C.  RUSSUM,  Presiding 
Round  Table  Discussion — “The  Need  for  Con- 
serving Normal  Ovarian  Tissue,  With  Parti- 
cular Reference  to  Ovarian  Cysts” 

DR.  WALTER  SCHILLER,  Leader 

Tuesday  Afternoon 

DR.  A.  S.  RUBNITZ,  Presiding 
2:30  p.  m.— DR.  FRANK  E.  BURCH, 

St.  Paul,  Minnesota 

Clinic — Ophthalmological  Clinic 
3:30  p.  m.— DR.  W.  WAYNE  BABCOCK 
Clinic — Surgical  Clinic 
4:30  p.  m.— DR.  WALTER  SCHILLER 

Clinic — “Pathology  of  the  Cervix  Uteri” 
6:15— DINNER 

DR.  J.  A.  WEINBERG,  Presiding 
Round  Table  Discussion — “Surgical  Wounds — 
To  Drain  or  Not  to  Drain” 

DR.  W.  WAYNE  BABCOCK,  Leader 

Tuesday  Evening 
DR.  J.  HEWITT  JUDD,  Presiding 
.8:15  p.  m.— DR.  W.  WAYNE  BABCOCK 

“Clinical  Methods  as  a Guide  to  the  Diagnosis 
and  Treatment  of  Various  Surgical  Affec- 
tions” 

8:45  p.  m.— DR.  WALTER  SCHILLER 
“Sexual  Abnormalities  in  Females” 

9:15  p.  m.— DR.  FRANK  E.  BURCH 

“Ocular  Evidences  of  Intracranial  Disease” 


WEDNESDAY,  OCTOBER  25th 
Wednesday  Morning 

DR.  CHARLES  W.  POLLARD,  Presiding 
9:00  a.  m.— DR.  LOUIS  J.  KARNOSH, 

Cleveland,  Ohio 

“Diagnosis  and  Treatment  of  Polyneuritis” 
9:40  a.  m.— DR.  FRANK  E.  BURCH 

“Recent  Advances  in  Ophthalmic  Therapeu- 
tics” 

10:20  a.  m.— DR.  GRANDISON  D.  ROYSTON, 

St.  Louis,  Missouri 

“Indications  and  Contra-Indications  for  Oper- 
ative Delivery” 

Lecture  Course — 11:15  a.  m.  to  1:00  p.  m. 

Lectures  to  be  held  in  Lecture  Rooms  A,  B,  C,  D 
11:15  a.  m. — Dr.  J.  F.  Kelly 

“Recent  Advances  in  Radiography” 

Dr.  J.  R.  Dwyer 

“Gall-bladder  Surgery — Past  and  Present” 

Dr.  M.  C.  Howard 

“Coronary  Thrombosis — Diagnosis  and  Treat- 
ment” 

Dr.  M.  E.  Grier 

“The  Management  of  the  Menopause” 

11:40  a.  m. — Dr.  C.  H.  Newell 

“The  Need  for  Surgical  Repair  of  the  Female 
Pelvis  at  the  Time  of  Menopause” 

Dr.  H.  B.  Stokes 

“Fungus  Infections  of  the  External  Ear  and 
Canal — Diagnosis  and  Treatment” 

Dr.  A.  D.  Cloyd,  Sr. 

“Problems  Encountered  in  the  Treatment  of 
Hypertension” 

Dr.  L.  S.  McGoogan 

“A  Study  of  One  Hundred  Sterile  Marriages” 
12:05  p.  m. — Dr.  H.  A.  Wigton 

“Early  Recognition  of  Suicidal  Tendencies” 
Dr.  C.  C.  Tomlinson 

“Clinical  Presentation  of  Interesting  Skin 
Cases” 

Dr.  D.  T.  Quigley 

“The  Relation  Between  Diet  Deficiencies  and 
Surgery” 

Dr.  Adolph  Sachs 
“Cardiac  Emergencies” 

12:30  p.  m. — Dr.  G.  A.  Young 

“Nervous  Disorders  in  the  Advanced  Age 
Group” 

Dr.  A.  F.  Tyler 

“The  Place  of  Electrocoagulation  and  the 
Technique  to  Employ  in  Office  Practice” 

Dr.  C.  W.  Mason 
“Urinary  Calculi” 

Dr.  L.  T.  Hall 

“Sulfanilamide  and  Derivatives  in  the  Treat- 
ment of  Pneumonia” 

1:00  p.  m.— BUFFET  LUNCHEON 

DR.  G.  A.  YOUNG,  Presiding 
Round  Table  Discussion — “Neurotic  Symp- 
toms Simulating  Those  of  Organic  Disease” 
DR.  LOUIS  J.  KARNOSH,  Leader 

Wednesday  Afternoon 

DR.  W.  H.  TAYLOR,  Presiding 
2:30  p.  m.— DR.  GRANDISON  D.  ROYSTON 
Clinic — Obstetrical  Clinic 
3:30  p.  m.— DR.  LOUIS  J.  KARNOSH 
Clinic — “Organic  Psychoses” 
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4:30  p.  m.— DR.  WILLIAM  R.  HOUSTON, 

Austin,  Texas 

Address — “Learned  Reactions” 

6:15  p.  m. — DINNER 

DR.  OLGA  STASTNY,  Presiding 
Round  Table  Discussion — “Disturbances  in 
the  Urinary  Tract  of  Obstetrical  and  Gyne- 
cological Patients” 

DR.  GRANDISON  D.  ROYSTON,  Leader 

Wednesday  Evening 

DR.  W.  L.  SUCHA,  Presiding 
8:15  p.  m.— DR.  JAMES  S.  SPEED, 

Memphis,  Tennessee 

“Rational  Treatment  of  Acute  and  Chronic 
Osteomyelitis” 

8:45  p.  m.— DR.  GRANDISON  D.  ROYSTON 

“Recognition  and  Treatment  of  Pelvic  Malig- 
nancy” 

9:15  p.  m.— DR.  LOUIS  J.  KARNOSH 

“The  Recognition  and  Management  of  Early 
Psychiatric  Problems  in  General  Practice” 

THURSDAY,  OCTOBER  26th 
Thursday  Morning 

DR.  CHESTER  H.  WATERS,  Presiding 
9:00  a.  m.— DR.  SAMUEL  A.  LEVINE, 

Boston,  Massachusetts 

“Bedside  Diagnosis  of  Cardiac  Arrhythmias” 
9:40  a.  m.— DR.  J.  S.  SPEED 

“Open  Reduction  and  Internal  Fixation  of 
Selected  Fracture  Cases” 

10:20  a.  m.— DR.  ELLIOTT  C.  CUTLER, 

Boston,  Massachusetts 

“Incomplete  Intestinal  Obstruction” 

Lecture  Course — 11:15  a.  m.  to  1:00  p.  m. 

Lectures  to  be  held  in  Lecture  Rooms  A,  B,  C,  D 
11:15  a.  m. — Dr.  J.  H.  Murphy 

“Poliomyelitis  and  Encephalitis — Epidemiol- 
ogy” 

Dr.  C.  T.  Uren 

“Serious  Complications  of  Frontal  Sinus  Dis- 
ease” 

Dr.  J.  R.  Nilsson 

“Results  and  Follow-up  on  500  Herniotomies” 
Dr.  C.  F.  Moon 

“Management  of  Labor  of  the  Primipara” 
11:40  a.  m. — Dr.  A.  E.  Bennett 

“Treatment  of  Brain  Syphilis” 

Dr.  W.  P.  Wherry 

“Present  Concept  of  Chronic  Sinusitis  as  an 
Entity  in  General  Medicine” 

Dr.  W.  L.  Shearer 

“Hidden  and  Unrecognized  Foci  In  and  About 
the  Jaws” 

Dr.  E.  C.  Sage 

“Mary’s  Never  Been  the  Same  Since  Johnnie 
Was  Born” 

12:05  p.  m. — Dr.  J.  A.  Henske 

“Discussion  of  Case  Reports  With  Post-Mor- 
tem Findings  in  Erythroblastosis  Fetalis  and 
Congential  Anomaly  of  Biliary  Tract” 

Dr.  J.  A.  Borghoff 

“Botanical  Specimens  in  Relationship  to  Der- 
matoses” 

Dr.  F.  L.  Dunn 

“Value  of  the  Blood  Sedimentation  Rate  in 
Diagnosis” 


Dr.  H.  F.  Johnson 

“Complications  and  Treatment  of  Shoulder  In- 
juries” 

12:30  p.  m.— Dr.  F.  S.  Clarke 

“The  Prevention  of  Contagious  Diseases  in 
Children” 

Dr.  V.  E.  Levine 

“Vitamin  K,  the  Anti-Hemorrhagic  Vitamin, 
and  Its  Surgical  Application” 

Dr.  F.  W.  Niehaus 
“Thyroid  Heart” 

Dr.  J.  W.  Martin 

“Internal  Derangements  of  the  Knee  Joint” 
1:00  p.  m.— BUFFET  LUNCHEON 

DR.  J.  DEWEY  BISGARD,  Presiding 
Round  Table  Discussion — “What  Are  the  In- 
dications for  Surgery  in  Chronic  Heart  Dis- 
ease?” 

DR.  ELLIOTT  C.  CUTLER,  Leader 

Thursday  Afternoon 

DR.  L.  D.  McGUIRE,  Presiding 
2:30  p.  m.— DR.  ELLIOTT  C.  CUTLER 
Clinic — “Biliary  Surgery” 

3:30  p.  m.— DR.  SAMUEL  a'.  LEVINE 
Clinic — “Organic  Heart  Disease” 

4:30  p.  m.— DR.  J.  S.  SPEED 

Clinic — “Modem  Treatment  of  Fractures  of 
the  Neck  of  the  Femur” 

6:15  p.  m.— DINNER 

DR.  E.  J.  KIRK,  Presiding 
Round  Table  Discussion — “Emergency  Treat- 
ment in  Acute  Cardio-Vascular  Diseases” 
DR.  SAMUEL  A.  LEVINE,  Leader 

Thursday  Evening 

DR.  C.  Q.  THOMPSON,  Presiding 
8:15  p.  m.— DR.  WILLIAM  L.  ESTES,  JR., 
Bethlehem,  Pennsylvania 

“Acute  Non-Penetrating  Trauma  of  the  Ab- 
domen” 

8:45  p.  m.— DR.  ELLIOTT  C.  CUTLER 
“Acute  Appendicitis” 

9:15  p.  m.— DR.  SAMUEL  A.  LEVINE 
“Rheumatic  Heart  Disease” 

FRIDAY,  OCTOBER  27th 
Friday  Morning 

DR.  E.  C.  HENRY,  Presiding 
9:00  a.  m.— DR.  RALPH  H.  MAJOR, 

Kansas  City,  Missouri 

“Pre-Operative  Preparation  of  the  Bad  Risk 
Patient” 

9:45  a.  m.— DR.  JOHN  S.  LUNDY  and  DR.  LLOYD 
H.  M OUSEL,  Rochester,  Minnesota 

“Use  and  Abuse  of  Pre-  and  Post-Operative 
Sedation” 

10:30  a.  m.— DR.  WALTER  G.  MADDOCK, 

Ann  Arbor,  Michigan 

“Use  and  Abuse  of  Pre-  and  Post-Operative 
Fluids” 

11:30  a.  m.— DR.  JOHN  R.  PAINE, 

Minneapolis,  Minnesota 

“Use  of  Abuse  of  Gastro-Duodenal  Aspira- 
tion” 

12:15  p.  m.— DR.  WILLIAM  L.  ESTES,  JR., 
Bethlehem,  Pennsylvania 

“Post-Operative  Complications” 

1:00  p.  m. — ADJOURN 
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NEWS  AND  VIEWS 

The  Red  Cross  sponsored  an  immunization 
program  for  preschool  children  in  Fremont 
last  month. 


The  Nebraska  State  Medical  Journal  con- 
gratulates Dr.  Charles  M.  Wilhelm j upon  his 
recent  appointment  as  dean  of  the  Creighton 
University  Medical  School. 


Medical  institutions  are  becoming  fewer 
but  better,  according  to  a release  by  the 
Council  on  Medical  Education  of  the  Ameri- 
can Medical  Association.  In  the  year  1938- 
39,  according  to  this  report,  there  were  24,- 
250  persons  enrolled  in  87  medical  colleges  in 
the  United  States  and  Canada. 


At  the  Institute  for  Blood  Diseases  and 
Diseases  of  the  Blood-forming  Organs,  held 
in  Madison,  Wis.,  in  September,  the  following 
Nebraskans  were  among  those  who  attend- 
ed: Drs.  C.  P.  Baker,  Frank  Conlin,  E.  L. 

MacQuiddy,  E.  M.  Walsh  and  Willis  Wright 
of  Omaha,  and  Dr.  E.  B.  Reed  of  Lincoln. 


“According  to  announcements  appearing 
first  in  the  press,  the  United  States  Depart- 
ment of  Justice  has  filed  in  the  United  States 
Supreme  Court  a petition  for  a review  of  the 
decision  of  Justice  Proctor  of  the  United 
States  District  Court  of  the  District  of  Co- 
lumbia, dismissing  the  indictment  of  the 
American  Medical  Association  and  three 
other  medical  organizations  and  certain  indi- 
vidual physicians  under  the  Sherman  Anti- 
trust Act,”  The  Journal  of  the  Association 
for  Sept.  16  says  in  an  editorial. 

“The  Department  seeks  in  this  way  to 
avoid  a decision  by  the  United  States  Circuit 
Court  of  Appeals  for  the  District  of  Colum- 
bia, to  which  an  appeal  would  ordinarily  lie 
and  to  which  the  department  had  already  ap- 
pealed. The  department  seeks  to  justify 
this  course  on  the  ground  that  Justice  Proc- 
tor’s decision  would  ultimately  reach  the 
United  States  Supreme  Court  for  review,  no 
matter  how  the  Circuit  Court  of  Appeals 
might  decide,  and  that  the  case  would  there- 
fore be  speeded  and  the  public  benefited  by 
ignoring  that  court.  This  line  of  reasoning, 
if  generally  accepted,  might  relieve  all  Unit- 
ed States  circuit  courts  of  appeal  of  a sub- 
stantial part  of  their  present  work.  More- 
over, if  the  Supreme  Court  refuses  to  enter- 


tain jurisdiction,  the  actual  settlement  of  the 
case  may  be  retarded. 

“A  decision  in  the  present  stage  of  this 
case  by  either  the  Supreme  Court  of  the 
United  States  or  by  the  United  States  Cir- 
cuit Court  of  Appeals  must  necessarily  be 
limited  to  questions  of  law  and  will  not  de- 
termine in  any  degree  the  truth  or  falsity  of 
the  charges  against  the  American  Medical 
Association  and  others,  formulated  in  the  re- 
cently dismissed  indictment.” 

Following  a study  of  medical  care  of  the 
indigent  in  Adams  County  by  the  Adams 
County  Medical  Society,  the  committee 
brought  in  the  following  recommendations, 
which  were  accepted  by  the  Medical  Society 
and  the  board  of  county  commissioners : 
“Realizing  that  the  attitude  of  the  public 
toward  medical  service  for  relief  clients  and 
foreseeing  that  an  audit  is  likely  to  be  de- 
manded, and  feeling  that  such  serviec  can 
best  be  given  by  the  Medical  Society  we  sub- 
mit the  following  tentative  plan  as  a base  for 
an  arrangement  of  the  matter: 

“The  plan  follows:  The  members  of  the 

Adams  County  Medical  Society  who  are  sub- 
ject to  relief  service  shall  be  divided  into 
committees  of  two  physicians  each.” 

“It  shall  be  the  duty  of  each  committee,  in 
turn,  to  audit  the  medical  claims  during  the 
latter  part  of  each  month  for  which  they  are 
appointed,  and  before  the  claims  are  present- 
ed to  the  Board  of  Supervisors.” 

“The  claims  which  comply  with  the  fee 
schedule,  and  other  provisions  herein  adopt- 
ed, shall  be  approved  and  signed  by  the  com- 
mittee for  each  month.” 

“The  committee  shall  be  authorized  to  re- 
turn any  claim  to  the  physician  making  it 
which  does  not  contain  a reasonable  history, 
diagnosis,  treatment,  and  prognosis ; or 
where,  in  their  judgment,  the  claim  is  exces- 
sive as  to  number  of  visits  made,  medicines 
administered,  operations  performed,  hospi- 
talization, or  other  service  rendered.” 

“Should  explanations  of  claimant  be  un- 
satisfactory or  gross  irregularities  be  en- 
countered, the  claim  be  referred  to  the  Board 
of  Censors.  The  claimant  shall  also  be  en- 
titled to  a hearing  before  the  Board  of  Cen- 
sors in  the  case  for  adjustment.  Either 
party,  the  claimant  or  the  Board  of  Censors, 
may  ask  for  a hearing  before  the  County 
Medical  Society.” 

The  Committee  consisted  of  Drs.  C.  R. 
Spicer,  J.  B.  McPherson,  Lee  W.  Rork. 
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WOMAN’S  AUXILIARY 

President — Mrs.  James  E.  M.  Thomson,  Lincoln. 
President-Elect — Mrs.  A.  D.  Brown,  Grand  Island. 
Secretary — Mrs.  Walter  W.  Carveth,,  Lincoln. 
Treasurer — Mrs.  Harley  Anderson,  Omaha. 

First  Vice  President — Mrs.  Olin  J.  Cameron,  Omaha. 
Second  Vice  President — Mrs.  Allan  Campbell.  Lincoln. 


Sixteen  enthusiastic  members  of  the  Lan- 
caster County  Medical  Auxiliary  met  Septem- 
ber 6,  1939,  to  make  plans  for  the  coming- 
year.  Six  meetings  were  planned, — 

October  2,  Coffee  and  sandwich  luncheon 
at  the  home  of  Mrs.  Harry  Flansburg. 

November  6,  Coffee  and  sandwich  lunch- 
eon at  the  home  of  Mrs.  H.  W.  Orr. 

January  2,  Evening  bridge  at  the  Lincoln 
University  Club. 

February  5,  Coffee  and  sandwich  luncheon 
at  the  home  of  Mrs.  J.  S.  Welch. 

March  4,  Tea  at  the  home  of  Mrs.  A.  D. 
Munger. 

April  1,  Annual  luncheon  at  the  Lincoln 
University  Club. 

The  program  committee  is  arranging  for 
speakers  who  will  bring  up  discussions  on 
topics  of  general  interest  to  the  medical  pro- 
fession and  to  the  Women’s  Auxiliary. 

Hygeia  has  been  placed  in  thirty  Lincoln 
Schools  for  the  following  school  year.  Plans 
are  also  being  made  to  aid  in  the  sale  of  Tub- 
erculosis Seals  and  also  in  the  Cancer  Control 
Drive. 

Membership  is  being  stressed  more  than 
ever  before.  Each  member  of  the  board  was 
given  a list  of  possible  members  to  be  called 
upon  to  promote  interest  in  the  activities  of 
the  Auxiliary. 

Mrs.  James  MacWoodward  (chairman)  and 
Mrs.  R.  Bruce  Palmer  (co-chairman)  of  Pub- 
lic Relations  are  making  extensive  plans  to 
promote  Auxiliary  interest  in  as  many  or- 
ganizations as  possible. 

I am  sure  that  with  the  splendid  coopera- 
tion of  the  Lancaster  County  Auxiliary  mem- 
bers a very  interesting  and  worth  while  pro- 
gram is  ahead  for  each  one  of  us. 

Mrs.  C.  Fred  Ferciot,  President 
Lancaster  Co.  Auxiliary. 

Tri-County  No.  1 Auxiliary  for  the  coming 
year  will  aim  to  carry  on  as  usual  with  its 
Hygeia  campaign ; its  Library  extension 
work;  monthly  meetings,  and  public  health 
talks,  according  to  reports  from  Mrs.  W.  H. 
Hombach. 


Lincoln,  Nebraska 

MORBIDITY  SUMMARY— PRINCIPAL 
DISEASES 

1939  1938 

Total  to  Total  to 


Aug. 

July 

Date 

Aug.  July 

Date 

Chicken-pox 

6 

7 

824 

3 

17 

1209 

Diphtheria 

10 

6 

84 

4 

2 

103 

Influenza 

0 

0 

140 

5 

0 

134 

Measles  . 

4 

30 

3873 

17 

71 

2521 

Meningitis,  C.  S. 

1 

1 

12 

0 

2 

35 

Poliomyelitis 

8 

4 

17 

3 

1 

6 

Scarlet  Fever 

26 

18 

854 

11 

14 

992 

Smallpox 

3 

11 

211 

5 

6 

177 

Tuberculosis 

27 

20 

138 

15 

19 

141 

Typhoid  Fever 

3 

0 

12 

2 

1 

10 

Whooping  Cough 

39 

120 

438 

54 

53 

390 

Gonorrhea 

62 

72 

455 

64 

49 

614 

Syphilis 

57 

51 

500 

41 

48 

522 

August,  1939— MORBIDITY  BY  COUNTIES 
Detailed 


Chicken-pox 

Knox 1 

Nuckolls  4 

Pawnee 1 

Diphtheria 

Douglas  6 

(Omaha  6) 

Lancaster  2 

(Lincoln  2) 

Scottsbluff  2 

Measles 

Dundy 1 

Hall 1 

(Grand  Island  1) 

Lancaster 1 

(Lincoln  1) 

Scottsbluff 1 

Meningitis,  C.  S. 

Lancaster 1 

(Lincoln  1) 

Poliomyelitis 

Douglas  6 

(Omaha  6) 

Scottsbluff 1 

Seward  1 

Scarlet  Fever 

Burt  2 

Dawes 1 

Douglas  2 

(Omaha  2) 

Dundy 1 

Gosper  1 

Hall 2 

(Grand  Island  2) 

Johnson  1 

Kearney  1 


Keith  1 

Lancaster 2 

(Lincoln  2) 

Morrill  1 

Pawnee 2 

Saline  8 

Scottsbluff 1 

Smallpox 

Douglas  1 

(Omaha  1) 

Scottsbluff  2 

Tuberculosis 

Antelope  1 

Cass  1 

Cherry  1 

Colfax 1 

Douglas  4 

Gage  1 

Hall 1 

Kimball  9 

Knox 1 

Merrick 1 

Nemaha  1 

Richardson  2 

Thurston  3 

Typhoid  Fever 

Cheyenne  1 

Kimball  1 

Thurston  1 

Whooping  Cough 

Boyd  1 

Douglas  11 

(Omaha  11) 

Lancaster 22 

(Lincoln  22) 

Saline  1 

Thayer  4 


MARRIAGES 

Dr.  Warren  D.  Hansen,  to  Miss  May  Winthers, 
both  of  Wisner,  in  Wisner,  August  25,  1939. 

Dr.  W.  W.  Schmela,  to  Miss  Dora  Larson,  both  of 
Omaha,  in  Omaha,  September  3,  1939. 
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Cook  County 

Graduate  School  of  Medicine 

(IN  AFFILIATION  WITH  COOK  COUNTY  HOSPITAL) 
Incorporated  not  for  profit 

Announce s Continuous  Courses 

MEDICINE — Personal  One  Month  Course  in 
Electrocardiography  and  Heart  Disease  every 
month,  except  December.  Intensive  Personal 
Courses  in  other  subjects. 

SURGERY — Two  Weeks  Intensive  Course  in 
Surgical  Technique  with  practice  on  living 
tissue  every  two  weeks.  General  Courses 
One,  Two,  Three  and  Six  Months;  Clinical 
Course;  Special  Courses.  Personal  One  Week 
Course  Thyroid  Surgery  October  23rd. 

GYNECOLOGY — Clinical  and  Diagnostic  Courses 
starting  every  week.  One  Week  Personal 
Course  Vaginal  Approach  to  Pelvic  Surgery 
November  6th. 

OIISTETRICS — Two  Weeks  Intensive  Course 
October  23rd.  Informal  Course  every  week. 

FRACTURES  AND  TRAUMATIC  SURGERY  — 
Informal  Course  every  week. 

OTOLARYNGOLOGY  — Two  Weeks 
Course  starting  April  8th,  1940. 

Course  every  week. 

OPHTHALMOLOGY'  — Two  Weeks 
Course  starting  April  22nd,  1940. 

Course  every  week. 

CYSTOSCOPY — Ten  Day  Practical  Course  rotary 
every  two  weeks.  One  Month  and  Two  Weeks 
Courses  Urology  every  two  weeks. 

ROENTGENOLOGY — Special  Courses  X-Ray  In- 
terpretation, Fluoroscopy,  Deep  X-Ray  Ther- 
apy starting  every  week. 

General,  Intensive  and  Special  Courses  in  All  Branches 
of  Medicine,  Surgery  and  the  Specialties  Every  Week 

Teaching  Faculty — Attending  Staff  of  Cook 
County  Hospital 
Address: 

REGISTRAR 

427  South  Honore  Street,  Chicago,  Illinois 


Intensive 

Informal 


Intensive 

Informal 


COURTEOUS  SERVICE 


We  are  prepared  to 
handle  your  printing 
. . . . complete  from 
designing  to  mailing. 


The  Norfolk  Daily  News 

Office  Supplies  — Blank  Books 

Norfolk,  Nebraska 

Our  Voice  of  the  Air — WJ A G 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor,  220 
Medical  Arts  Bldg.,  Omaha. 


The  Southwestern  Nebraska  Medical  Society  met 
at  the  Keystone  Hotel  in  McCook,  September  16, 
dinner  at  7 p.  m.  The  scientific  program  consisted 
of  a talk  by  Dr.  E.  W.  Barber  of  Denver  on  “Medi- 
cal and  Surgical  Treatment  of  Goiter;”  Dr.  A.  W. 
Metcalf,  also  of  Denver,  showed  colored  motion  pic- 
tures of  “Vascular  Diseases  of  the  Extremities.”  Dr. 
W.  W.  Barber  of  the  same  city  discussed  “Sulfanila- 
mide and  Sulfapyridine.” 

The  Five  County  Medical  Society  met  at  the  Strat- 
ton Hotel,  Wayne,  on  Tuesday,  September  19,  din- 
ner at  7 p.  m.  The  program  consisted  of  two  papers: 
Dr.  F.  W.  Harriman,  Sioux  City,  “Gall-bladder  Dis- 
ease,” Dr.  J.  D.  Lutton,  Sioux  City,  “Breech  De- 
liveries.” 

The  Madison  Six  County  Medical  Society  met  in 
the  Hotel  Norfolk,  Norfolk,  Tuesday,  September  19, 
dinner  at  7:00  p.  m.  The  program  consisted  of  two 
papers:  “The  Treatment  of  Non- tuberculous  Sup- 
purative Diseases  of  the  Chest,”  by  Dr.  J.  Dewey 
Bisgard,  Omaha,  and  “The  Treatment  of  Pneumon- 
ia,” by  Dr.  Lowell  Dunn,  Omaha. 

The  Elkhorn  Valley  Medical  Society  met  August 
17,  at  the  Norfolk  Country  Club,  Norfolk.  The 
meeting  was  called  to  order  at  1 p.  m.  and  the  fol- 
lowing program  was  presented:  “The  Surgical  Dis- 
eases of  Childhood,”  Clayton  Andrews,  M.  D.,  Lin- 


coln; “Prostatism”  (Faddism,  Vasectomy,  and  Psy- 
cho-symptomatic Therapy),  Payson  S.  Adams,  M. 
D.,  Omaha;  “Diagnosis  and  Treatment  of  Common 
Allergic  Manifestations  Encountered  by  the  General 
Practitioner,”  R.  M.  Balyeat,  M.  D.,  of  Balyeat  & 
Bowen  Hay-fever  and  Asthma  Clinic,  Oklahoma 
City,  Okla.;  “Ovarian  Dysfunctions,”  W.  E.  Herrell, 
M.  D.,  Mayo  Clinic,  Rochester,  Minn. 

The  Four  County  Medical  Society  met  in  Greeley, 
Tuesday  evening,  August  30th.  Following  dinner  at 
the  City  Cafe  the  ladies  met  with  Mrs.  J.  L.  Bran- 
nen.  The  scientific  program  was  then  taken  up  and 
consisted  of  two  papers,  Dr.  J.  Dewey  Bisgard, 
Omaha,  presenting  “The  Surgical  Treatment  of 
Open  Wounds,”  and  Dr.  Frank  Conlin,  Omaha, 
“Present  Day  Aspects  of  the  Diabetic  Problem.” 
Both  papers  were  accompanied  with  appropriate  and 
interesting  colored  moving  pictures. 


DEATHS 

Dr.  Davis  H.  Westfall,  Polk,  was  born  in  Dodge, 
Nebr.,  in  1874,  graduated  from  Creighton  University 
School  of  Medicine  in  1902.  Dr.  Westfall  began  his 
practice  in  Lindsay,  and  two  years  later  moved  to 
Polk  where  he  resumed  his  professional  career  un- 
til the  time  of  his  death  on  August  12,  1939.  Dr. 
Westfall  was  Polk’s  first  mayor  and  served  on  the 
Village  Board  for  a number  of  years,  and  also  on 
the  Board  of  Education.  Dr.  Westfall  was  active  in 
the  civic  and  fraternal  affairs  of  his  community.  He 
is  survived  by  his  widow  and  his  son. 

(Continued  on  page  xiv) 
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(Continued  from  page  xiii) 

Dr.  Wm,  L.  Ross,  Omaha,  born  in  1859,  graduated 
from  Rush  Medical  College  in  1883.  Following 
postgraduate  work  in  Bellevue  Hospital  Medical 
College,  New  York,  and  European  clinics,  he  began 
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to  practice  medicine  in  Omaha  in  1890.  Dr.  Ross 
was  always  active  in  Medical  Society  circles,  was  a 
member  of  the  Radiological  Society  of  North  Ameri- 


Nebr.  S.  M.  Jour. 
October.  1939 

ca  and  the  International  Congress  of  Radiology. 
Fearlessly  enthusiastic  over  his  specialty,  Dr.  Ross 
was  a sincere  believer  in  the  virtues  of  x-ray  ther- 
apy. Death  came  at  the  age  of  81,  on  August  26, 
1939.  Surviving  are  his  widow,  and  his  son,  Dr.  W. 
L.  Ross  of  Yakima,  Wash. 

Dr.  James  G.  Marron,  Lincoln,  was  born  in  1864, 
graduated  from  Bellevue  Hospital  Medical  College 
in  1887.  Dr.  Marron  came  to  Nebraska  forty-eight 
years  ago  after  practicing  in  Mexico  a short  while. 
He  located  in  Brainard  and  served  that  community 
until  six  years  ago  when  he  moved  to  Lincoln.  Dr. 
Marron  served  as  a medical  officer  in  the  Spanish- 
American  War.  He  died  on  August  19,  1939,  in  a 
Lincoln  hospital.  Surviving  are  the  widow,  a daugh- 
ter and  a son  of  Lincoln. 

Dr.  W.  C.  Roberts,  Owatonna,  Minn.,  was  born  in 
1869,  graduated  from  the  University  of  Nebraska 
College  of  Medicine  in  1896,  died  August  27,  1939. 
Surviving  are  the  widow,  a daughter  and  three  sons. 

Dr.  Chas.  Lloyd  Egbert,  Hastings,  was  born  in 
1878,  graduated  from  the  University  of  Illinois  Col- 
lege of  Medicine,  Chicago,  in  1903.  Dr.  Egbert  prac- 
ticed at  Glenville  for  a number  of  years  before  go- 
ing to  Hastings.  He  died  August  26,  1939,  of  heart 
disease.  Surviving  are  his  widow  and  one  daughter. 


SILVER  PICRATE 

'WJijeth 


TRICHOMONAS 
VAGINITIS 


JOHN  WYETH  & BROTHER,  INCORPORATED,  Philadelphia,  Pa. 


ThllS  simple  treatment  requires  but 
two  office  visits,  a week  apart,  for  insuffla- 
tions and  the  nightly  insertion  of  a Silver 
Picrate  suppository  for  twelve  nights. 


Complete  remission  of  symptoms  and  re- 
moval of  the  trichomonad  from  the  vaginal 
smear  usually  is  effected  following  the  Silver 
Picrate  treatment  for  trichomonas  vaginitis. 
Complete  information  on  request 
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Dr.  Irving  C.  Wood,  Omaha,  retired.  Born  1861 
at  Frampton,  N.  Y.  graduated  from  Jefferson 
Medical  College  in  1880.  Dr.  Wood  came  to  Ne- 
braska and  for  several  years  practiced  on  an  Indian 
reservation.  From  there  he  moved  to  Logan,  Iowa, 
where  he  was  divisional  surgeon  for  two  railroads. 
He  retired  from  active  practice  twenty-three  years 
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ago,  when  he  moved  to  Omaha.  Both  the  doctor 
and  Mrs.  Wood  travelled  extensively  over  the  Amer- 
ican and  European  continents.  The  doctor  was  a 
true  philanthropist.  He  donated  $10,000.00  for  a 
permanent  endowment  to  the  Methodist  Hospital  in 
Omaha.  A large  sum  was  donated  to  the  Wood 
Junior  College  in  1913.  Death  occurred  in  Omaha 
September  7,  1939. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 

They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg:.,  Omaha. 


Dr.  L.  A.  Johnson,  Gordon,  is  now  located  at  Til- 
den. 

Dr.  K.  C.  McGrew  is  moving  his  office  from  Hays 
Center  to  Orleans. 

Dr.  and  Mrs.  J.  W.  Brendel,  Avoca,  vacationed  in 
Colorado  in  August. 

Dr.  Charlotte  Seiver,  Fremont,  returned  recently 
from  a trip  to  the  west. 

Dr.  F.  M.  Swartwood  and  family,  Adams,  recently 
made  a trip  to  the  East. 

Dr.  and  Mrs.  W.  R.  Blume,  South  Sioux  City,  en- 
joyed a western  trip  during  August. 

Dr.  Kathleen  Sullivan,  Omaha,  visited  her  son  in 
St.  Louis,  the  first  part  of  September. 

In  August,  Dr.  F.  J.  Weame,  Omaha,  spent  a few 
days  fishing  at  Lake  Basswood,  Minn. 

Dr.  Mary  Shannon  of  Lucknow,  India,  is  now  vis- 
iting with  friends  in  Lincoln  and  Omaha. 

(Continued  on  page  xviii) 


CONTINUOUS  ACCEPTANCE 
BY  THE  COUNCIL  ON 
FOODS  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 


A scientifically  constituted  product 
XjL  devised  for  physicians’  use  in  modi- 
fying fresh  cow’s  milk  or  evaporated 
milk  for  infant  feeding. 

The  addition  of  Hylac  to  diluted  fresh 
cow’s  milk  or  diluted  evaporated  milk 
will  result  in  mixtures  containing  the 
food  constituents — fat,  carbohydrate 
and  protein — in  essentially  the  same 
proportions  as  in  woman’s  milk. 


Furthermore,  a formula  in  which 
Hylac  is  used  as  a modifier  contains 
practically  twice  as  much  iron  as  a 
corresponding  formula  modified  with 
carbohydrates  alone. 


The  steadily  increasing  use  of  Hylac ^ 
in  the  practice  of  pediatrics  attests  to 
the  fact  that  physicians  who  have  tried 
Hylac  have  obtained  successful  results 
from  its  use. 


No  laity  advertising.  No  feeding  directions 
given  except  to  physicians. 

For  free  samples  and 
literature,  mail  your 
professional  blank  to 

NESTLE’S  MILK  PRODUCTS,  Inc. 

155  East  44th  Street . . . New  York,  N.  Y. 
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Alcohol  — Morphine  — Barbital 

Addictions  Successfully  Treated  Since  1897  by  the  Methods  of  Dr.  B . B . Ralph 


Write  for  descriptive  booklet 

THE  RALPH  SANITARIUM 

Ralph  Emerson  Duncan,  M.D. 

Director 

529  Highland  Ave.  Kansas  City,  Mo. 

Telephone Victor  4850 

Registered  by  the  Council  on  Medical  Education  and  Hospitals  of  the  A.  M.  A. 
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The  Principles  of  Diagnosis  and  Treatment  of 
Disease  in  the  Elderly* 

By  O.  H.  PERRY  PEPPER,  M.  D. 

Philadelphia,  Pa. 


The  long  title  of  this  address  could  just  as 
well  be  expressed  by  the  single  word  “Geria- 
trics” which  is  derived  from  the  Greek  word 
“geron”  an  old  man,  just  as  pediatrics  means 
the  science  of  the  diseases  of  early  life. 
Geriatrics  as  a branch  of  medicine  has  been 
woefully  neglected  both  in  literature  and  in 
practice,  but  it  is  now  forcing  itself  upon  our 
attention  as  a result  of  the  greatly  increased 
percentage  of  our  population  who  reach  this 
age  group.  With  a falling  birth  rate  and  an 
increasing  number  surviving  into  old  age,  it 
can  be  said  that  pediatrics  is  a dying  special- 
ty and  geriatrics  a growing  one. 

Unfortunately  for  the  subject  of  geriatrics 
much  of  the  writing  which  has  been  done 
about  it  has  been  more  concerned  with  long- 
evity than  with  geriatrics.  Of  course,  long- 
evity is  one  of  the  objects  of  geriatrics,  but 
the  two  are  not  synonymous  and  geriatrics 
is  just  as  much  or  even  more  interested  in 
the  prevention,  diagnosis  and  treatment  of 
disease  in  the  elderly  and  in  the  good  health 
of  the  individual  as  it  is  in  the  achieving  of 
great  age. 

Much  time  has  been  wasted  arguing  about 
the  theoretic  life  span  and  about  individual 
claims  of  long  life,  many  of  which  are  mis- 
taken. For  example,  the  supposed  life  span 
of  the  famous  Countess  of  Desmond  really 
embraces  the  two  lives  of  a mother  and 
daughter.  No  one,  however,  has  disproved 
the  claims  of  Thomas  Parr  who  was  supposed 
to  have  lived  152  years  under  ten  different 
kings  and  queens  of  England,  but  whose 
claim  to  fame  in  medical  circles  rests  even 

•Read  before  Omaha  Mid-West  Clinical  Society,  Oct.  25,  1938. 


more  on  his  having  been  examined  post  mor- 
tem by  the  famous  William  Harvey  who  was 
canny  enough  in  the  frontispiece  of  his  re- 
port to  mention  that  “other  of  the  King’s 
physicians  being  present.” 

We  doctors  can  perhaps  do  something  to 
encourage  longevity  but  we  cannot  do  much 
about  one  factor  which  seems  to  be  of  great 
importance — namely,  heredity.  We  do  not 
even  know  how  heredity  works  in  this  mat- 
ter, whether  by  excellence  of  vascular  sys- 
tem, or  a weak  digestion  which  prevents  ex- 
cesses or  a continuing  interest  in  life  itself. 
Unfortunately,  for  the  moralists  neither  al- 
cohol, tobacco  nor  sexual  excesses  seem  to 
enter  very  much  into  this  matter.  Among 
the  sayings  of  Benjamin  Franklin  in  Poor 
Richard’s  Almanac,  is  that  one  sees  more  old 
drunkards  than  old  doctors.  Nor  does  the 
saying  the  longer  the  colon  the  shorter  the 
life  have  any  truth. 

Geriatrics  is  no  new  subject;  its  history 
has  been  delightfully  traced  in  a recent  arti- 
cle by  Dr.  Joseph  T.  Freeman  in  the  Annals 
of  Medical  History.  From  earliest  times 
man  has,  of  course,  been  deeply  concerned 
about  the  phenomena  of  age.  The  classical 
example  is  the  so-called  Portraiture  of  Old 
Age  attributed  to  King  Solomon  in  the  book 
of  Ecclesiastes  in  the  Bible.  In  more  recent 
times  more  scientific  essays  on  old  age  have 
been  written  but  no  better  description  of  the 
changes  of  senescence.  Of  the  more  modem 
works  in  the  field  of  Geriatrics  the  following 
deserve  mention: 

Nascher.  Geriatrics.  Phila.,  Blakiston,  1914. 

Thewlis.  Geriatrics.  St.  Louis,  Mosby,  1924. 
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Warthin.  Old  Age.  The  Major  Involution,  New. 

Schlesinger.  Klinik  und  Therapie  der  Alters- 
krankheiten.  Leipzig,  Thieme,  1930. 

Rolleston.  Medical  Aspects  of  Old  Age.  London, 
MacMillan  and  Company,  1932. 

Of  these  books,  it  may  be  said  that  all  are 
interesting  but  Nascher’s  is  scientifically 
out-of-date.  Incidentally,  Nascher  is  said  to 
have  had  the  so-called  arcus  senilis  from 
early  youth  as  some  people  do  and  I cannot 
help  wondering  whether  his  interest  in  Geria- 
trics was  not  initiated  by  his  early  exhibiting 
of  this  peculiarity  so  commonly  considered  an 
evidence  of  senescence. 

Schlesinger’s  little  book  is  an  abbreviation 
of  his  earlier  textbook  on  this  subject  and  is 
an  excellent  work  but  has  unfortunately  not 
been  translated  into  English. 

A FEW  REFERENCES 

The  Senile  Patient.  Barker.  Ann.  Int.  Med., 
March,  1937. 

The  Care  of  Aged,  the  Dying  and  the  Dead.  Al- 
fred Worcester,  Baltimore,  C.  C.  Thomas,  1935. 

Notes  in  the  field  of  Geriatrics.  Pepper.  Med. 
Clinics  N.  America,  July,  1936. 

History  of  Geriatrics.  J.  T.  Freeman.  Ann.  Med. 
History,  1938. 

These  few  references  are  selected  not  be- 
cause they  are  the  only  ones  or  the  best  but 
because  they  present  different  sides  of  the 
subject  and  give  access  to  lists  of  additional 
references. 

Already  in  these  remarks  I have  several 
times  used  the  word  “senescence”  and  we 
must  now  consider  what  we  mean  by  this 
word  and  by  the  other  word  “senility.”  By 
senescence  is  meant  physiologic  aging,  for 
age  is  physiologic  whether  we  like  it  or  not, 
and  is  not  in  itself  a disease.  In  order  prop- 
erly to  recognize  the  pathological  changes  of 
disease  in  the  elderly,  in  other  words  senility 
or  abnormal  old  age,  we  must  obviously  be 
familiar  with  the  changes  to  be  expected  at 
the  age  of  our  patient.  The  pediatrician 
well  knows  this  need — he  knows  the  normal 
rate  of  growth,  the  date  of  the  closure  of  the 
fontanelles,  the  relative  changes  in  visceral 
size,  the  normal  speed  of  mental  development. 
The  pediatrician  uses  this  knowledge  of  the 
normal  as  a base  line  and  in  the  diagnosis  of 
disease  employs  only  findings  which  deviate 
from  the  known  normal.  In  geriatrics,  we 
must  try  to  do  the  same  although  it  is  far 
harder  than  in  the  pediatric  field.  The  ag- 
ing individual  presents  increasing  changes  of 
senescence  and  these  being  in  the  same  direc- 
tion as  those  of  senility  it  is  often  very  diffi- 


cult to  distinguish  the  one  from  the  other. 
Nor  is  there  any  strict  time  schedule  for  sen- 
escence which  would  enable  us  to  say  in  a 
given  individual  that  such  and  such  changes 
were  appearing  so  early  as  to  constitute 
senility  rather  than  senescence. 

Physiologic  aging  or  senescence  implies 
many  changes — some  loss  of  height  and 
weight,  osteoporoses  of  bones  and  atrophy  of 
cartilage.  Always  there  occurs  progressive 
atrophy  of  all  lymphoid  tissue  and  of  most 
of  the  parenchymal  organs.  The  tonsils  and 
lymph  nodes  tend  to  an  early  reduction  in  size 
and  obviously  the  significance  of  the  find- 
ing of  even  slight  enlargment  of  such  struc- 
tures is  far  greater  at  eighty  than  at  eight. 
Atrophy  lessens  the  weight  of  the  spleen, 
liver,  kidneys,  thyroid,  brain,  and  in  fact  of 
almost  every  organ  except  the  heart.  Em- 
physema is  the  rule  in  the  lungs  and  calcifi- 
cation of  the  media  of  the  larger  arteries  is 
so  common  as  to  be  considered  physiologic 
but  this  so-called  Monckeberg’s  sclerosis  is  a 
very  different  process  from  the  pathologic 
forms  of  arteriosclerosis. 

With  all  these  changes  it  is  not  amazing 
that  there  occurs  a corresponding  reduction 
in  function — such  as,  for  example,  a reduc- 
tion in  vital  capacity  of  the  lungs,  a lessen- 
ing of  kidney  function  as  measured  by  the 
’phthalein  test  and  an  increasing  incidence 
as  age  increases  of  gastric  anacidity.  Here 
is  an  excellent  opportunity  to  illustrate  the 
importance  of  the  physiologic  base  line  that 
we  are  considering.  An  elderly  patient  has 
lost  some  weight,  has  little  appetite,  is  in- 
creasingly constipated  and  fatigued ; anacidi- 
ty is  demonstrated  and  the  vibratory  sense 
is  found  to  be  absent  below  the  knees.  How 
significant  are  these  findings?  How  much 
does  the  anacidity  argue  for  gastric  carci- 
noma, or  taken  with  the  loss  of  vibratory 
sense,  for  primary  anemia?  Certainly  in 
middle  age  such  findings  would  have  great 
weight  in  these  directions — but  in  the  aged 
very  much  less  for  all  of  these  changes  are 
physiologic  in  senescence. 

It  is  not  so  much  a matter  of  not  knowing 
but  of  not  applying  our  knowledge.  We  all 
know  the  picture  of  age — a picture  made  up 
of  many  items,  yet  every  item  of  the  list 
may  be  important  to  us  in  medicine.  Earli- 
er I mentioned  that  the  so-called  arcus  sen- 
ilis may  occur  in  youth  and  is  not  incompat- 
ible with  healthy  long  life.  And  what  about 
such  a simple  matter  as  gray  hair?  Just 
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three  hundred  years  ago  Francis  Bacon 
wrote  that  “Hasty  gray  hairs,  without  bald- 
ness, is  a token  of  long  time;  contrarily  if 
they  be  accompanied  with  baldness.”  Today 
we  know  that  in  some  families  with  coarse 
black  hair  early  graying  takes  place  and  is 
apt  to  occur  in  individuals  who  later  live  to 
an  advanced  age.  We  know  that  white  hair, 
even  in  the  very  old,  sometimes  turns  black 
again;  that  white  hair  tends  to  be  present 
in  those  with  pernicious  anemia,  and  in  one 
such  case  I saw  it  regain  its  normal  color 
during  the  cure  of  anemia  by  liver.  Possibly 
there  is  more  to  this  simple  matter  of  white 
hair  than  we  know  at  present. 

We  have  by  no  means  exhausted  this  as- 
pect of  our  subject  but  we  have  said  enough 
to  make  our  first  point  that  for  diagnosis  of 
disease  in  the  old  we  must  know  the  results 
of  normal  aging.  Senescence  is  the  fate  of 
all,  but  physiologic  death  simply  from  phys- 
iologic aging  is  extremely  rare  in  man.  It 
is  said  to  occur  and  the  final  step  seems  to 
be  one  of  myocardial  failure,  but  usually 
some  other  factor  than  senescence  is  respon- 
sible. We  are  often  told  that  to  the  wild 
animal  handicapped  by  injury  or  disease, 
death  comes  quickly  from  his  ever  present 
enemies — the  same  is  true  in  the  old  of  the 
human  race.  Their  margin  of  safety  is  nar- 
row or  in  lay  parlance  their  resistance  is 
poor.  This  makes  it  essential  that  for  diag- 
nosis of  disease  we  know  what  is  normal  for 
an  individual  of  that  age. 

Let  me  drive  home  my  point  by  reference 
to  one  more  organ  or  system.  The  brain  in 
the  old  becomes  smaller  and  increasingly 
firm;  the  meninges  are  often  adherent  and 
areas  of  calcification  are  common.  The 
functional  changes  are  only  too  well  known 
— merging  from  mere  forgetfulness  as  one 
reaches  one’s  anecdotage  into  the  definitely 
pathologic  states  of  senile  dementia.  More 
important  for  neurologic  diagnosis  perhaps 
are  some  of  the  changes  which  normally  take 
place  in  the  reflexes  and  sensation  of  the 
aging  person  and  which  may  readily  lead  us 
into  error. 

For  example,  the  tendon  jerks  lessen  and 
even  disappear — the  achilles  reflex  being  the 
first  to  be  lost;  only  late  is  the  knee  jerk 
ever  absent.  The  abdominal  reflex  tends  to 
be  lost  rather  early  in  senescence — but  the 
plantar  reflex  persists.  Loss  of  vibratory 
sensation  especially  in  the  lower  extremities 
commences  even  as  early  as  fifty  and  is 


often  markedly  impaired  by  the  middle  six- 
ties. Sense  of  position  is  also  impaired  and 
there  may  be  some  dimunition  in  perception 
of  touch  and  pain.  These  findings  could 
easily  be  used  to  bolster  up  a faulty  diag- 
nosis. The  pupil  of  the  old  is  small  unless 
cataract  is  present  and  recognition  of  con- 
traction to  light  may  be  difficult.  The  sen- 
ile tremor  of  the  aged  has  a rate  of  about 
10  per  minute  and  is  not  by  any  means  to 
be  confused  with  true  parkinsonism. 

The  second  point  in  the  diagnosis  of  dis- 
ease in  the  aged  concerns  certain  essential 
differences  in  the  manifestations  of  disease 
in  this  age  group  from  those  seen  in  youth 
and  middle  age.  This  is  a most  important 
matter  for  unless  it  is  appreciated  many 
cases  of  serious  disease  will  be  overlooked. 
Sir  Humphrey  Rolleston  puts  the  gist  of  the 
matter  in  a single  sentence:  “The  organs 

suffer  in  silence  without  any  local  or  general 
disturbance  though  collapse  may  occur.” 
This  does  not  state  the  matter  too  strongly; 
the  most  amazing  instances  of  absence  of 
pain  with  conditions  that  in  younger  subjects 
would  have  inevitably  been  very  painful  are 
common  in  geriatrics.  Gallstones  pass 
down  the  common  duct — even  ulcerate  into 
the  bowel  without  any  local  symptoms  what- 
ever. With  kidney  stone  colic  is  rare;  coro- 
nary thrombosis  may  be  accompanied  by 
relatively  much  less  pain.  Extensive  new 
growths  arise  but  no  local  symptoms  are 
produced.  Not  only  is  diagnosis  made  dif- 
ficult by  the  absence  of  such  local  symptoms 
but  the  systemic  reaction  to  disease  may 
also  be  so  feeble  as  to  be  of  little  help  in  di- 
agnosis. Fever  often  fails  even  with  exten- 
sive infection.  For  example,  lobar  pneumon- 
ia may  occur  without  chill,  fever,  pleuritic 
pain,  cough  or  expectoration.  The  patient 
seems  simply  to  fade  out,  and  unless  the 
alert  physician  has  recognized  the  process 
by  physical  examination — the  prognosis  may 
be  faulty  and  the  findings  at  autopsy  come 
as  an  unpleasant  surprise. 

Geriatric  diagnosis  is  not  easy  at  best — 
but  a knowledge  of  the  peculiarities  of  dis- 
ease in  the  age  group  will  prove  of  immense 
help.  On  the  one  hand,  a severe  process 
may  cause  but  few  symptoms;  on  the  other 
hand,  an  apparently  mild  illness  will  lead  to 
an  unexpected  collapse  and  death.  Perhaps 
the  latter  patients  have  more  pathology  than 
we  suspect  for  unfortunately  a post  mortem 
is  not  done  frequently  enough  in  the  old, 
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probably  from  lack  of  interest  on  the  part  of 
the  physician. 

And  now  for  the  third  point  in  geriatric 
diagnosis — the  first  was  the  base  line  of  sen- 
escence, the  second,  the  peculiarities  of  dis- 
ease in  the  aged,  the  third  concerns  the  dis- 
eases common  in  or  peculiar  to  the  old.  We 
have  said  before  that  old  age  is  not  itself  a 
disease — but,  of  course,  senility  or  abnormal 
old  age  must  be  so  accepted.  However,  many 
of  the  diseases  common  to  old  age  are  not 
exaggerations  of  the  process  of  aging  nor 
are  they  derived  from  the  source. 

Of  course,  in  the  time  at  our  disposal  it  is 
just  as  impossible  to  cover  all  the  diseases 
of  old  age  as  it  would  be  to  discuss  all  those 
of  pediatrics.  I have,  therefore,  selected 
four  which  illustrate  different  aspects  of 
geriatrics. 

The  first  of  these  four  is  that  miserable 
state  to  which  old  men  are  peculiarly  liable 
and  which  is  a result  of  chronic  bronchitis, 
emphysema,  myocardial  weakness  and  ar- 
teriosclerosis. The  resulting  pictuve  varies 
widely  according  to  the  degree  of  these  dif- 
ferent items  but  most  often  it  is  the  cough 
and  dyspnoea  which  preponderate  and  which 
lead  the  British  to  term  the  condition — sen- 
ile catarrh.  I have  chosen  to  mention  this 
condition  because  it  to  a considerable  meas- 
ure is  an  outgrowth  of  processes  which  are 
included  in  the  physiologic  changes  of  senes- 
cence. Sometimes  the  chronic  bronchitis, 
fibrosis  and  emphysema  go  on  to  dominate 
the  picture  but  usually  there  is  some  cardiac 
weakness  as  well  and  paroxysmal  nocturnal 
dyspnoea  may  be  added.  The  myocardial  in- 
adequacy has  no  special  features  but  is  com- 
mon in  this  age  group.  Sometimes  stenosis 
of  the  aortic  valve  is  also  present  which  has 
been  called  the  characteristic  valve  lesion  of 
old  age  and  which  Osier  and  others  thought 
protected  the  aorta  and  was  actually  benefi- 
cial. Often  some  hypertension  is  present 
and  but  seldom  are  the  kidneys  wholly  nor- 
mal. Renal  edema,  however,  is  very  rare  in 
the  old  and  when  edema  is  present  it  will  us- 
ually be  found  to  be  due  to  cardiac  failure. 

Arteriosclerosis  helps  to  handicap  the 
heart  and  the  kidneys,  and  may,  of  course, 
be  present  elsewhere  as,  for  example,  in  the 
brain  so  that  these  same  patients  often  ex- 
hibit some  mental  change  from  mere  forget- 
fulness to  true  senile  dementia.  This  gener- 
al picture  develops  insidiously  out  of  or  along 
with  the  physiologic  changes  of  old  age  and 


it  is  usually  impossible  accurately  to  tell 
where  one  ends  and  the  other  begins. 

Now  the  second  disease  common  in  old  age 
which  I have  chosen  to  discuss  is  diverticu- 
litis of  the  descending  colon  and  sigmoid  and 
this  selection  is  made  because  the  diverticula 
from  which  arises  the  infection  develop  as  a 
manifestation  of  the  tissue  weakening  which 
characterizes  old  age.  There  is  no  funda- 
mental difference  between  the  formation  of 
diverticula  of  the  colon  and  those  of  the 
esophagus,  for  example,  which  also  appear 
in  old  age.  Nor  for  that  matter  is  there  any 
basic  difference  from  the  formation  of  hern- 
ia of  the  bowel.  It  is  true  that  some  attrib- 
ute diverticulosis  of  the  colon  to  congenital 
faults  but  it  seems  to  me  that  the  evidence 
far  more  strongly  favors  the  view  that  they 
arise  from  a combination  of  the  factors  of 
weakened  intestinal  muscle  and  increasing 
constipation.  So  that  in  this  second  exam- 
ple, we  have  a different  aspect  of  geriatric 
disease. 

Diverticulosis  found  in  at  least  4 percent 
of  the  elderly  causes  no  symptoms  until  di- 
verticulitis or  carcinoma  is  superadded. 
When  infection  invades  the  walls  of  the  di- 
verticula as  so  often  occurs  a variety  of  clin- 
ical pictures  may  result.  Sometimes  pro- 
gressive obstruction  occurs  which  may  be  in- 
correctly assumed  to  be  nothing  more  than 
the  increasing  constipation  of  old  age. 
Sometimes  an  inflammatory  mass  is  palpable 
and  the  x-ray  reveals  a greatly  narrowed 
lumen  leading  only  too  quickly  to  the  faulty 
diagnosis  of  cancer — an  error  which  is  un- 
fortunately very  common  in  geriatric  diag- 
nosis. It  is  true  that  carcinoma  is  common 
in  the  old  but  is  unjustifiable  to  jump  to  the 
conclusion  that  all  masses  are  of  this  nature. 

Acute  diverticulitis  may  give,  on  the  left 
side,  a picture  closely  resembling  acute  ap- 
pendicitis and  such  cases  have  for  a long 
time  been  nicknamed  “the  left-sided  appendi- 
citis of  the  elderly.”  Other  more  rare  re- 
sults of  diverticulitis  include  the  formation 
of  fistulae  from  the  colon  into  the  bladder, 
for  example,  and  instances  of  pylephlebitis, 
liver  abcesses  and  colon  bacillus  bacteremia 
all  of  which  pictures  may  occur  without  any 
localizing  symptoms  of  the  initial  trouble  in 
the  lower  left  quadrant.  Diverticulitis  then 
is  a condition  frequent  in  those  of  advancing 
years  with  a varied  symptomatology  and 
with  many  diagnostic  pitfalls  for  the  unwary 
and  geriatrically  ignorant  physician. 
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True  acute  appendicitis  is  an  important 
third  example  of  geriatric  disease,  and  is 
chosen  because  this  condition  which  is  com- 
mon at  all  ages,  including  old  age,  differs 
quite  markedly  in  its  symptomatology  in  old 
age  and  is,  therefore,  frequently  undiag- 
nosed. Again  the  diagnostic  error  is  along 
the  line  of  intestinal  obstruction  for  acute 
appendicitis  in  the  elderly  may  present  the 
picture  of  partial  intestinal  obstruction,  a 
condition  which  is  very  common  in  this  age 
group.  Acute  appendicitis  is  not  so  rare  in 
those  in  their  sixties  and  seventies  but  even 
an  acute  attack  may  lack  many  of  the  fea- 
tures considered  characteristic  in  those  of 
younger  years.  Often  the  onset  is  insidious, 
often  the  usual  symptoms  of  pain,  fever  and 
vomiting  are  less  definite.  When  periton- 
itis develops  the  same  evidences  of  reduced 
reaction  are  evident  in  the  scanty  greasy 
pus.  A correct  diagnosis  is  just  as  impor- 
tant in  the  aged  as  in  youth  for  even  the  old 
stand  surgery  remarkable  well. 

I have  several  times  mentioned  the  con- 
stipation of  the  elderly  and  it  needs  only  to 
say  that  it  is  very  common  and  probably  oc- 
curs from  weakening  of  the  intestinal  mus- 
culature. It  is  no  new  complaint  as  is 
proved  by  the  recommendation  of  mineral  oil 
for  constipation  by  John  Floyer  in  his  book 
published  in  1724  with  the  title  “The  Gallen- 
ic  Art  of  Preserving  Old  Men’s  Healths.” 

For  our  fourth  example  of  geriatric  dis- 
ease, let  us  select  an  infectious  disease  and 
in  fact  one  from  the  group  commonly  termed 
the  childhood  diseases.  It  is  often  said  that 
acute  infections  are  rare  in  the  aged  except 
for  pneumonia,  influenza  and  erysipelas. 
These  three,  however,  are  very  frequent  and 
serious.  Pneumonia  often  unrecognized  is  a 
frequent  cause  of  death;  influenza  is  often 
fatal  and  erysipelas  seems  to  be  predisposed 
to  by  the  poor  nutrition  of  the  skin  of  the  old 
which  readily  leads  to  eczema,  keratoses  and 
excoriations  from  itching.  Erysipelas  like 
pneumonia,  in  the  aged  may  be  accompanied 
by  but  little  fever.  But  the  diseases  of 
childhood  are  of  more  interest  for  any  of 
them  may  occur  in  later  life.  Rolleston  has 
reported  chickenpox  at  64  and  76,  and  mea- 
sles has  been  reported  at  71.  However, 
there  is  one  disease  common  to  youth  which 
shows  no  mercy  to  the  aged.  This  is  whoop- 
ing cough.  Many  cases  over  seventy  and  not 
a few  over  eighty  are  on  record — for  exam- 
ple, the  famous  Sir  William  Jenner  was  at- 
tacked when  over  sixty-five  years  of  age. 


Often  the  patient  may  give  a history  of  an 
attack  in  childhood  but  this  does  not  prevent 
the  illness  being  severe  and  exhausting  even 
to  a fatal  outcome.  It  has  been  emphasized 
that  it  is  not  safe  for  the  old  to  have  contact 
with  cases  of  whooping  cough  for  any  earlier 
immunity  may  have  been  lost  and  the  disease 
is  more  serious  to  the  old  than  to  younger 
adults.  This  is  worth  remembering  for  of- 
ten the  grandmother  is  called  into  service  to 
care  for  a child. 

In  addition  to  these  familiar  diseases  we 
have  discussed  or  mentioned,  it  is  possible 
that  some  new  clinical  pictures  will  be  seen 
in  the  future  as  our  patients  with  pernicious 
anemia,  thyroid  deficiency  or  diabetes,  for 
example,  are  kept  alive  by  replacement  thera- 
py and  eventually  arrive  at  old  age. 

So  much  for  our  few  comments  on  the  pe- 
culiarities of  disease  in  the  elderly  and  on 
the  diseases  common  in  old  age.  Time  will 
not  permit  a more  extended  review  but  I 
hope  enough  has  been  said  to  justify  the 
claim  that  special  knowledge  of  geriatrics  is 
needed  by  every  physician. 

Now  let  us  turn  to  prognosis  and  treat- 
ment; neither  of  which  is  by  any  means  as 
hopeless  as  one  might  be  tempted  to  assume. 
Of  course,  prognosis  is  never  too  good  in  a 
patient  of  eighty  nor  can  the  best  of  treat- 
ment hope  to  do  more  than  restore  the  pa- 
tient to  the  condition  appropriate  to  his  age. 
The  goal  is  inherently  limited.  Recovery 
from  acute  disease  even  severe  pneumonia 
does  take  place  and  improvement  in  chronic 
disease  occurs  in  those  of  advanced  age.  On 
the  other  hand,  our  prognosis  must  always 
be  extremely  guarded  for  collapse  readily  oc- 
curs and  the  old  person  who  seems  to  be  re- 
covering from  some  illness  may  peacefully 
die  in  his  sleep  and  upset  our  prognostica- 
tions. Although  our  prognosis  must  be 
guarded  and  the  outlook  is  often  gloomy 
there  is  no  excuse  for  neglecting  treatment 
and  for  skill  in  geriatric  treatment  just  as  in 
geriatric  diagnosis  some  special  knowledge  or 
experience  is  required.  The  old  do  not  re- 
spond well  to  medication ; drugs  are  absorbed 
slowly  and  cumulative  action  is  common. 
Often  sedatives  cause  excitement  as  does  bel- 
ladonna also.  Drugs  acting  on  the  heart 
often  fail  to  give  satisfactory  and  continuing 
results.  Often  it  is  wiser  to  make  haste 
slowly  and  not  too  radically  attempt  to  re- 
lieve or  cure  a condition  with  which  the  old 
person  has  lived  for  years  on  a basis  of  sym- 
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biotic  tolerance.  For  example,  diabetes  is 
often  mild  in  the  old  and  overenthusiastic 
treatment  can  readily  make  such  patients 
less  well. 

Paradoxical,  as  it  may  seem,  the  old  who 
react  poorly  to  medicine  stand  surgery  amaz- 
ingly well.  The  danger  is  that  we  doctors 
will  temporize,  will  over-medicate  and  from 
faulty  timidity  deprive  our  aged  patient  of  a 
chance  at  surgical  cure. 

Surgery  in  the  aged,  as  I have  said,  is 
amazingly  successful — Baily  states  that  the 
aged  exhibit  unusual  tolerance  for  serious 
major  surgery  and  quite  properly  stresses 
that  success  depends  in  a large  measure  on 
preoperative  preparation  and  postoperative 
care.  The  literature  is  full  of  reports  of 
major  surgery  in  those  over  seventy  and  even 
over  eighty  and  ninety.  Modern  anaesthet- 
ic technique  undoubtedly  plays  a part  in  such 
successes,  but  credit  must  also  be  given  to 
the  surgeons  who  have  learned  the  need  of 
bringing  their  patient  to  the  table  rested,  re- 
assured, in  good  state  of  fluid  balance,  and 
who  have  been  quick  to  learn  the  importance 
of  shortening  the  period  spent  in  bed.  The 
need  of  frequent  nourishment  and  sleep,  the 
value  of  small  transfusions,  etc.  Of  all  of 
these  measures  perhaps  the  most  important 
is  the  shortening  of  the  postoperative  stay  in 


bed,  thus  lessening  the  danger  of  hypostatic 
pneumonia  and  of  insidious  myocardial  fail- 
ure. 

Often  nursing  is  more  important  than  doc- 
toring. Often  little  matters  determine  the 
result.  We  must  remember  to  adjust  our 
efforts  to  the  patient’s  long-established  hab- 
its. For  example,  it  is  harmful  to  try  with 
sedative  to  force  an  aged  patient  accustomed 
to  five  hours’  sleep  and  the  early  awakening 
of  the  old  to  remain  in  sleep  for  eight  hours 
until  8 in  the  morning.  The  old  need  under- 
standing and  gentleness. 

Geriatrics  offers  an  opportunity  for  the 
display  not  only  of  specialized  knowledge 
such  as  I have  been  hinting  at  today  in  de- 
scribing the  base  line  of  senescence  from 
which  we  start  in  our  diagnosis  of  disease, 
and  the  peculiarities  of  disease  and  the  dis- 
eases of  old,  but  it  also  offers  an  opportunity 
for  care  and  skill  in  scientific  treatment.  In 
addition  the  practice  of  geriatrics  offers  an 
opportunity,  in  fact  demands  from  the  phy- 
sician, a display  of  sympathy  and  kindliness. 
No  more  grateful  group  of  patients  exists 
and  the  geriatric  physician  will  be  well  re- 
warded by  the  affection  of  his  elderly  pa- 
tients as  well  as  by  the  successes  which  skill 
and  knowledge  can  achieve  in  this  seeming- 
ly hopeless  and  discouraging  field. 


IN  THIS  ISSUE 


THERE  is  no  subject  in  medicine  that  is  in 
greater  need  of  elucidation  than  is  the  prob- 
lem of  disease  in  the  elderly;  nor  is  there 
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the  increasing  incidence  in  mental  disease? 
Read  what  Dr.  Sandritter  of  Norfolk  has  to 
say  on  Page  ..414 
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lapse of  the  Rectum,”  Dr.  Warner  F.  Bowers 
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THE  treatment  of  syphilis  is  always  a 
problem.  In  his  discussion  on  “The  Treat- 
ment of  Late  Syphilis,”  Dr.  Olin  J.  Cameron, 
in  his  usual  simple  and  effective  manner, 
makes  his  contribution  to  this  subject  on 
Page  .424 

BREECH  presentations  are  ever  a menac- 
ing dilemma.  A practical  discussion  on  the 
mortality  and  morbidity  of  these  abnormal 
presentations  is  given  by  Dr.  Elmer  Hansen 
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The  Male  Sex  Hormone  and  the  Prostate* 


ARBOR  D.  MUNGER,  M.  D. 
Lincoln,  Nebr. 


In  the  past  ten  years  we  have  had  added  to 
our  knowledge  much  new  experimental  work 
concerning  the  causes  of  prostatic  enlarge- 
ment, and  coincidentally  with  this  knowledge 
has  come  new  ideas  concerning  the  treat- 
ment of  the  same  with  the  ever  increasing 
hope  that  very  possibly  this  pathological  con- 
dition may  be  treated  in  some  medical  man- 
ner. This  is  of  primary  interest  to  all  of  us 
as  physicians  and  to  most  of  us  as  potential 
so-called  prostatics. 


That  the  public  in  general  is  interested  is 
evidenced  by  the  fact  that  the  lay  journals 
now  days  carry  such  articles  concerning  pos- 
sible miracles  of  many  types  of  medical 
treatment  from  this  hospital  or  that  hospital 
in  various  parts  of  the  country.  The  prosta- 
tic public  reads  these  articles  and  with  the 
proverbial  gullible  faith  in  the  press  ac- 
counts of  scientific  doings  seeks  the  doctor 
for  this  short-cut  to  relief  rather  than  surgi- 
cal interference.  Let  the  honest  man  coun- 
sel with  such  a patient  and  tell  him  the  “em- 
piricism” of  the  treatment,  the  possible  fail- 
ure, with  no  guarantee  of  absolute  relief,  and 
the  patient  immediately  looks  upon  the  hon- 
est doctor  with  considerable  skepticism  and, 
unfortunately,  will  seek  and  find  those 
among  us  in  the  profession  who  are  only  too 
willing  to  administer  this  potentiality  for  a 
named  and  good-sized  fee,  simply  because 
the  patient  is  easy  prey.  We  expect  this  of 
the  quacks.  It  is  too  bad  that  there  are 
among  us  so  many  ostensibly  honest  practi- 
tioners who  resort  to  such  a procedure. 

Now  with  this  phase  of  the  subject  cared 
for,  let  us  look  at  the  more  scientific  side  of 
it.  We  have  no  specific  knowledge  as  to  the 
cause  of  prostatic  hypertrophy.  It  is  the 
subject  of  much  experimentation,  thought, 
and  discussion;  and  undoubtedly  there  are  a 
number  of  distinctly  different  pathologic 
processes  entering  in  to  establish  such  uro- 
pathy  at  the  bladder  neck — not  the  least 
among  which  is  some  definite  endocrine  dis- 
turbance, with  an  ensuing  enlargement, 
which  enlargement  bears  a definite  relation- 
ship to  the  endocrine  system. 

Let  us  briefly  consider  the  types  of  prosta- 
tic obstructive  uropathy.  First,  we  see  the 

*Read  before  Nebraska  State  Medical  Association,  Grand  Is- 
land, May  4,  1939. 


contracture  of  the  bladder  neck.  This  is 
really  shrinkage  or  fibrosis  of  the  prostate 
as  the  result  of  long-standing  inflammation. 
This  type  of  prostate  is  really  a scar  as  the 
result  of  healing  following  the  long-standing 
inflammatory  process.  The  glandular  struc- 
ture is  destroyed.  It  is  what  the  Frenchmen 
call  “prostatisme  sans  prostate.”  There  is  a 
marked  increase  in  fibrous  connective  tissue. 
Glandular  structures  are  to  a great  extent 
depleted.  As  the  result  of  all  this,  the  vesi- 
cal orifice  is  progressively  constricted  by  a 
ring  of  scar  tissue.  The  prostate  is  small. 
This  type  of  prostate  bears  no  relationship 
to  an  endocrine  disturbance  and  is  best 
handled  by  adequate  resection.  The  symp- 
toms are  those  of  any  other  prostatic  ob- 
struction. 

Secondly  is  the  benign  adenoma  of  the 
prostate.  A true  hyperplasia  is  present.  This 
hyperplasia  begins  in  the  peri-urethral 
glands  and  usually  there  is  considerable  pro- 
liferation of  the  immature  fibromyomatous 
spindle  cells  in  the  stroma  of  tissue  sur- 
rounding the  prostatic  urethra.  The  glandu- 
lar elements  grow  and  develop  into  spheroids 
or  small  globular  epithelial  structures.  It  is 
this  spheroid  type  of  growth  which  is  path- 
ognomic of  prostatic  hyperplasia.  Just  about 
50%  of  prostatic  enlargements  have  this 
anatomic  origin.  In  this  type  of  enlarge- 
ment castration  or  ablation  of  the  testicles 
has  no  effect  upon  the  gland,  and  it  is  pre- 
sumptive that  this  type  of  growth  is  not  un- 
der the  influence  of  the  endocrine  system. 

Thirdly,  there  is  the  uniform  prostatic 
hypertrophy.  This  is  a condition  due  to  the 
uniform  hypertrophy  of  all  the  elements  of 
the  prostate  gland.  It  seems  to  be  the  only 
type  of  obstruction  which  experimental 
workers  have  been  able  to  reproduce  in  ani- 
mals, and  it  is  in  this  type  of  prostatic  en- 
largement that  occurs  a varying  response  to 
the  many  different  preparations  of  hormone 
substance. 

We  shall  not  be  concerned  at  this  time 
with  carcinoma  of  the  prostate. 

You  may  readily  see,  then,  that  the  type 
of  prostate  which  is  dependent  upon  endo- 
crine hormonal  relationships  is  rather  lim- 
ited in  its  incidence,  and  undoubtedly  estab- 
lishes the  reason  why  the  average  case  does 


407 


408 


MALE  SEX  HORMONE  AND  PROSTATE:  MUNGER 


Nebr.  S.  M.  Jour. 
November,  1939 


not  respond  in  a beneficial  manner  when 
given  hormonal  treatment.  The  relationship 
between  the  size  of  this  type  of  prostate  and 
the  secretion  of  the  testes  was  established 
a number  of  years  ago  when  it  was  noted 
that  atrophy  of  the  prostate  and  seminal 
vesicles  occurred  after  ablation  of  the  testi- 
cles, both  in  the  lower  animals  and  in  the 
human  being.  Many  investigators  sensed 
that  this  was  related  to  hormonal  secretion; 
but  they  failed  to  establish  the  same,  proba- 
bly because  of  the  infinitesimal  amount  of 
testicular  hormone  present  in  the  average 
testicle.  Research  workers  were  looking  for 
this  hormone  in  about  the  same  scale  of  mag- 
nitude as  they  expected  to  obtain  an  extract 
from  the  adrenals  or  thyroid.  The  infinitesi- 
mal amount  of  this  existing  in  a testicle  can 
be  sensed  when  it  is  stated  that  from  one  ton 
of  bull  testis  can  be  extracted  150-270  mgm. 
of  pure  testicular  hormone.  In  1927,  how- 
ever, McGee  first  concentrated  testicular 
hormone  in  the  form  of  an  active  lypoid  solu- 
ble from  the  bull  testis.  And  in  1931  Bute- 
nandt  obtained  15  mgm.  of  crystalline  male 
hormone  from  24,000  liters  of  human  urine. 
He  named  his  new  hormonal  substance  An- 
drosterone  because  it  is  a sterone,  and  later 
he  isolated  a similar  compound  having  less 
hydrogen  which  he  called  Dehydroandroste- 
rone.  The  relationship  of  Androsterone  to 
cholesterol  was  established  definitely,  as  Ru- 
zicka  was  later  able  to  prepare  Androsterone 
from  cholesterol.  In  1935  further  research- 
ers established  another  male  hormone  from 
fresh  testicular  tissue.  It  was  called  Testos- 
terone. It  was  found  to  be  many  times  more 
potent  than  androsterone,  and  since  which 
time  it  has  been  regularly  synthesized  from 
cholesterol.  Most  investigators  feel  that  the 
interstitial  cells  of  Lydig  give  origin  to  the 
testicular  hormone.  It  is  quite  generally  felt 
at  the  present  time  that  Testosterone  is  the 
true  male  hormone,  that  the  Androsterones 
are  its  metabolic  derivatives  but  with  less 
active  physiologic  properties.  That  there  is 
a more  remote  endocrine  relationship  than 
merely  the  testicles  is  evidenced  by  the  fact 
that  McCullagh  in  1934  found  hypophysecto- 
my  established  a complete  atrophy  of  the 
primary  and  secondary  sex  glands.  He,  also, 
established  the  fact  that  the  daily  injection 
of  given  amounts  of  Androsterone  into  hypo- 
physectomized  rats  maintained  the  testes, 
seminal  vesicles  and  prostate  of  these  ani- 
mals in  an  apparently  normal  state.  He  noted 
that  the  hypertrophy  of  the  adrenal  glands 
which  follows  castration  could  be  obviated  by 


the  administration  of  Androsterone.  In  fact 
all  the  castration  changes  which  occur  to  the 
internal  glandular  system  of  the  human  eco- 
nomy can  be  prevented  by  the  administration 
of  Androsterone  with  the  exception  of  pitui- 
tary hypertrophy.  That  Androsterone  has 
no  influence  upon  the  post-castration  hyper- 
trophy of  the  pituitary  was  demonstrated 
through  the  detection  of  increased  produc- 
tion of  gonadotropic  hormone  measured 
quantitatively  in  the  urine.  It  was  a known 
fact  that  pituitary  hypertrophy  occurs  after 
castration  in  spite  of  the  administration  of 
large  doses  of  testicular  hormone,  and  this 
suggested  the  need  for  further  search  for  an 
unknown  male  hormone. 

It  has  been  noted  that  the  pituitary  could 
be  restored  to  a nearly  normal  state  if  the 
male  hormone  were  contaminated  with 
traces  of  estrogenic  material.  The  effective- 
ness of  the  addition  of  small  amounts  of 
crystalline  theelin  to  the  male  hormone  in 
this  respect  was  demonstrated.  To  certain 
workers  this  definitely  established  the  bio- 
logic reason  for  the  presence  of  estrogenic 
material  in  the  male.  Nelson  and  Gallagher 
set  forth  the  hypothesis  that  it  was  not  nec- 
essary to  search  for  an  additional  hormone 
as  a factor  in  pituitary  control.  They  con- 
cluded that  the  combined  action  of  andro- 
genic and  estrogenic  substances  is  sufficient 
to  effect  natural  control  of  the  pituitary.. 
Thus  it  was  established  that  all  the  effects 
of  testicular  ablation — namely,  hypertrophy 
of  the  adrenals,  hypertrophy  of  the  pituitary 
and  the  formation  of  peculiar  vacuolated 
cells  in  the  pituitary  gland,  alteration  in  sec- 
ondary sex  characteristics  could  be  con- 
trolled by  the  administration  of  either  large 
amounts  of  the  male  hormone  or  a combina- 
tion of  small  amounts  of  the  male  hormone 
and  small  amounts  of  estrogen  substance.  Of 
course,  of  primary  importance  to  the  subject 
under  discussion  it  was  demonstrated  that 
alteration  in  the  size  of  the  prostate  incident 
upon  experimental  ablation  of  the  testes, 
could  be  prevented  by  the  administration  of 
male  hormones  or  of  male  hormones  and  fe- 
male hormones  in  combination.  The  search, 
however,  for  a second  testicular  hormone  did 
not  cease. 

Lower  and  his  associates,  of  Cleveland,  are 
of  the  opinion  that  the  germinal  epithelium 
of  the  testes  secretes  unknown  water  soluble 
hormone  which  exerts  indirectly  an  inhibi- 
tory influence  upon  the  prostate.  This  they 
have  called  “Inhibin,”  and  have  set  forth  the 
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hypothesis  that  it  acts  upon  the  pituitary  to 
restrain  the  stimulating  effect  of  that  gland 
upon  the  interstitial  cells  of  the  testes.  Also, 
that  after  middle  age  the  regressive  changes 
occurring  in  the  testes  result  in  decreased 
production  of  this  pituitary  inhibiting  prin- 
ciple with  the  result  that  overstimulation  of 
the  interstitial  cells  of  the  testes  by  the  gon- 
adotropic hormone  of  the  pituitary  occurs, 
and  hence  the  hypertrophy  of  the  prostate. 
It  has  been  long  established  that  the  female 
hormone,  estrin,  is  indigent  to  the  male 
urine.  Some  writers  feel  that  a disturbance 
in  the  estrogenic-androgenic  ratio  is  the 
cause  of  prostatic  hypertrophy.  Zuckerman 
and  Parkes  revealed  that  injections  of  estrin 
into  monkeys  causes  prostatic  hypertrophy 
which  effects  could  be  counteracted  by  the 
injection  of  Testosterone,  showing  what  they 
believe  to  be  a disproportion  between  the 
male  and  female  hormones  as  an  important 
factor  in  prostatic  enlargement.  Their  ex- 
perimental work,  however,  has  not  been  car- 
ried to  a further  and  more  satisfactory  con- 
clusion. 

Much  constant  experimental  work  is  going 
on  in  this  direction,  the  bulk  of  which  is  far 
too  technical  to  be  detailed  here,  and  other 
than  for  a few  basic  facts  the  large  bulk  of 
the  experimental  work  remains  very  confus- 
ing. One  wonders  just  which  is  the  right 
path  to  pursue.  Variation  in  clinical  reports 
from  different  men  in  different  parts  of  the 
country  based  mainly  on  subjective  evidence 
really  bewilders  us.  One  man  will  report  one 
substance  doing  one  thing,  and  another  man 
will  report  the  same  substance  doing  some- 
thing else. 

Lower  and  his  associates  in  Cleveland  feel 
that  prostatic  hypertrophy  is  brought  about 
through  a reduction  in  the  amount  of  testos- 
terone produced  by  the  slowed  testicular  ac- 
tion, and  from  their  clinic  results  are  ac- 
claimed by  the  use  of  an  extract  which  in- 
hibits pituitary  activity  and  thus  prevents 
the  pituitary  gland  from  stimulation  of  the 
testes.  Another  group  definitely  feels  that 
an  inbalance  of  the  estrogenic-androgenic 
ratio  may  be  treated  by  the  administration 
of  testosterone  to  improve  the  subjective  pic- 
ture. 

At  the  present  writing  it  seems  to  be  most 
acceptable  for  the  time  being,  at  least,  that 
prostatic  hypertrophy  results  from  the  re- 
duction of  androgen  in  the  estrogenic-andro- 
genic ratio.  Laqueur,  a Frenchman,  reports 


clinical  improvement  in  66%  of  133  cases  of 
prostatic  hypertrophy  treated  by  the  known 
male  androgen.  Day,  of  Los  Angeles,  in  1938 
reported  the  use  of  testosterone  propionate, 
and  reported  clinical  improvement  in  50%  of 
40  selected  cases  whose  residual  urine  did 
not  exceed  100  cc.  This  experience  coincides 
somewhat  with  that  of  the  writer;  although 
the  writer  has  used  Testosterone  Propionate 
on  a lesser  number  of  cases,  and  only  about 
30%  have  shown  subjective  improvement. 
There  is  no  alteration  in  the  size  of  the  en- 
larged gland,  and  it  is  very  questionable 
whether  the  injected  substance  is  responsible 
for  the  reduction  in  the  residual  urine.  In 
certain  instances  the  control  cases  show  that 
without  any  medication  under  rest  in  bed  in 
about  the  same  percentage  of  cases  the  resi- 
dual urine  will  reduce  itself.  Let  us  not  for- 
get that  with  prostatic  hypertrophy  present, 
although  we  know  the  Testosterone  Propion- 
ate reacts  to  the  subjective  betterment  of 
the  patient;  yet  from  prostatic  hypertro- 
phies a very  definite  number  of  malignancies 
can  ensue,  and  it  is  far  better  that  the  hyper- 
trophy be  relieved  in  a proper  surgical  man- 
ner. To  produce  the  maximum  feeling  of  im- 
provement large  doses  of  25  mgm.  three 
times  weekly  are  necessary. 

It  can  be  readily  seen,  then,  that  rational 
hormone  therapy  is  still  a question  mark. 
The  immediate  and  future  problem  is  to  es- 
tablish the  norms  and  limitations  of  action 
of  these  hormones.  Continued  clinical  and 
experimental  work  will  bring  us  to  a firmer 
understanding  of  rational  and  sane  therapy.. 
As  yet  the  clinical  application  is  for  the  most 
part  empirical,  and  the  results  are  as  elusive 
as  the  pot  of  gold  at  the  end  of  the  rainbow. 
However,  it  is  hoped  that  with  the  combined 
experimental  efforts  of  the  chemists  and  the 
physiologists,  the  clinician  will  soon  have  at 
his  command  something  of  a definite  nature. 
As  yet,  however,  the  true  relief  of  prostatic 
obstruction  depends  upon  the  genito-urinary 
surgeon.  Until  further  experimental  work 
has  placed  Testosterone  Propionate  treat- 
ment on  a rational  basis,  it  will  be  necessary 
to  depend  upon  the  surgeon  for  the  relief  of 
this  type  of  prostatic  obstruction. 


Pregnant  Woman  May  Eat  Cucumbers 

There  is  no  basis  for  the  idea  that  cucum- 
bers and  melons  should  be  avoided  during 
pregnancy,  according  to  The  Journal  of  the 
American  Medical  Association. 
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Ludwig’s  angina,  retropharyngeal  absces- 
ses and  other  deep  abscesses  of  the  head  and 
neck  are  usually  serious  conditions  which 
call  for  a thorough  knowledge  of  the  anatomy 
of  the  regions  concerned  as  well  as  adequate 
surgical  judgment  and  skill.  The  danger  of 
these  infections  lies  in  their  tendency  to 
spread  by  fascial  spaces  and  produce  medi- 
astinitis. 

There  are  numerous  discrepancies  in  de- 
scription of  the  fasciae  and  fascial  spaces  of 
the  head,  neck  and  adjacent  regions.  During 
the  last  four  years,  these  fasciae  and  spaces 
were  investigated  by  Dr.  Holyoke  and  my- 
self (1938)  at  the  University  of  Nebras- 
ka, College  of  Medicine.  Ninety-five  adult 
cadavers  and  five  full  term  fetuses  were 
studied  by  dissection,  injection  and  section 
methods.  A brief  resume  of  our  findings  is 
given  below.  In  addition,  all  cases  of  Lud- 
wig’s angina,  retropharyngeal  abscesses  and 
other  abscesses  of  the  head  and  neck  occur- 
ing  at  the  University  hospital  have  been  re- 
viewed, and  reported  in  detail  elsewhere 
(Grodinsky,  1939).  It  is  my  purpose  here 
merely  to  emphasize  the  clinical  implications 
of  our  anatomical  findings. 

FASCIAL  LAYERS 

The  deep  fascia  of  the  neck  may  be  divided 
into  three  main  layers:  superficial,  middle 
and  deep.  The  superficial  layer  crosses  the 
midline  of  the  neck  anteriorly,  covers  the  an- 
terior triangle,  splits  to  form  the  sheath  of 
the  sternocleidomastoid  muscle,  covers  the 
posterior  triangle,  splits  to  form  the  sheath 
of  the  trapezius  muscle  and  attaches  to  the 
spines  of  the  vertebrae  posteriorly.  Just 
above  the  sternum  it  splits  to  form  the  su- 
prasternal space  of  Burns  and  attaches  to  the 
anterior  and  posterior  margins  of  the  su- 
prasternal notch. 

The  middle  layer  consists  of  three  sub- 
divisions : the  sternohyoid-omohyoid  layer, 
the  sternothyroid-thyrohyoid  layer,  and  the 
visceral  layer.  The  first  two  of  these  sur- 
round the  muscles  indicated  in  their  names 
and  run  into  the  deep  surface  the  sternoclei- 

*Read  before  Nebraska  State  Medical  Association,  Grand  Is- 
land, May  4.  1939. 
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domastoid  sheath  laterally,  fusing  with  the 
carotid  sheath  derived  from  the  alar  fascia. 

The  visceral  or  pretracheal  fascia,  the 
deepest  subdivision  of  the  middle  layer  of 
deep  cervical  fascia,  completely  surrounds 
the  thyroid  gland,  trachea  and  esophagus, 
thus  forming  the  visceral  space  within  which 
these  structures  lie.  Each  of  these  struc- 
tures has  in  addition  a capsule  proper.  In- 
teriorly the  visceral  fascia  becomes  continu- 
ous with  the  fibrous  pericardium  covering 
the  heart  and  great  vessels  of  the  thorax. 

The  deep  layer  of  deep  cervical  fascia  is 
composed  of  two  subdivisions:  the  alar  and 
prevertebral  layers,  with  the  continuations 
of  the  latter  (scalenus  fascia,  Sibson’s  fascia, 
tranversalis  fascia).  The  former,  to  our 
knowledge,  has  not  been  described  before.  It 
consists  of  a layer  of  fascia  lying  in  a fron- 
tal plane  between  the  visceral  layer  (behind 
the  esophagus)  and  the  prevertebral  layer. 
It  attaches  to  the  latter  at  the  tips  of  the 
transverse  processes  of  the  vertebrae  and 
then  continues  anterolaterally  to  form  the 
carotid  sheath  which  fuses  with  the  deep 
surface  of  the  sternocleidomastoid  and  ster- 
nothyroid-thyrohyoid sheaths.  The  prever- 
tebral fascia  passes  in  front  of  the  bodies  of 
the  vertebrae,  fuses  to  the  tips  of  the  trans- 
verse processes  and  to  the  alar  fascia,  and 
then  extends  inferolaterally  as  the  scalenus 
fascia,  which  forms  the  covering  of  the  scal- 
eni  muscles  and  the  axillary  sheath.  The 
scalenus  fascia  is  continuous  with  the  extra- 
pleural fascia  of  the  thorax  and  the  transver- 
salis  fascia  of  the  abdomen.  As  it  passes 
over  the  dome  of  the  pleura,  it  is  identical 
with  the  layer  known  as  Sibson’s  fascia. 

The  potential  spaces  between  these  fascial 
planes  may  be  conveniently  subdivided  into 
those  of  the  infrahyoid  region  and  those  of 
the  suprahyoid  region.  The  infrahyoid  fas- 
cial spaces  may  in  turn  be  roughly  subdivided 
into  those  of  the  anterior  and  posterior  tri- 
angles, the  former  being  designated  by  nu- 
merals and  the  latter  by  corresponding  nu- 
merals followed  by  the  letter  “A.” 

INFRAHYOID  SPACES 

Space  1 is  the  potential  space  between  the 
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skin  and  the  superficial  layer  of  deep  fascia ; 
that  is,  within  the  superficial  fascia  and  con- 
taining the  platysma  muscles.  Space  2 lies 
between  the  superficial  layer  of  deep  fascia 
and  the  deep  surface  of  the  sternothyroid- 
thyrohyoid  layer.  It  is  blind  interiorly  at  the 
origins  of  the  ribbon  muscles  from  the  ster- 
num. Space  2A  is  the  corresponding  space 
in  the  posterior  triangle,  lying  between  the 
superficial  layer  of  deep  fascia  and  the 
sheath  of  the  posterior  belly  of  the  omohyoid 
muscle.  It  is  easily  brought  into  communica- 
tion with  space  2 at  the  pulley  between  the 
two  heads  of  the  omohyoid.  Space  3 lies  be- 
tween the  visceral  fascia  on  one  hand,  and 
the  sternothyroid-thyrohyoid  layer,  carotid 
sheath  and  the  alar  fascia  on  the  other  hand. 
On  the  anterior  side,  it  extends  interiorly  a 
short  distance  into  the  superior  mediastinum 
where  it  is  shut  off  by  adhesions  between  the 
fibrous  pericardium  and  the  sternum.  On  the 
posterior  side,  it  extends  from  the  base  of 
the  skull  to  about  the  6th  or  7th  cervical 
vertebra  where  the  alar  fascia  becomes  in- 
timately fused  with  the  visceral  fascia  thus 
shutting  off  this  space  inferiorly. 

Retropharyngeal  abscess,  extending 
through  the  posterior  or  lateral  pharyngeal 
wall  by  lymphatics,  veins  or  through  trau- 
matic wounds  (foreign  bodies),  may  involve 
the  space  between  the  posterior  pharyngeal 
wall  and  the  visceral  fascia  (visceral  space), 
space  3 or  space  4.  In  the  former  case,  it 
usually  remains  localized  near  its  origin  and 
can  easily  be  evacuated  by  an  incision 
through  the  mouth  (Allen,  1851 ; McKenzie, 
1915).  When  it  involves  space  3,  it  may  also 
remain  localized  and  be  treated  that  way,  but 
it  may  extend  laterally  and  inferiorly  to  the 
superior  mediastinum,  in  which  case  external 
drainage  along  the  anterior  border  of  the 
sternocleidomastoid  muscles  becomes  neces- 
sary (Burckhardt,  1888 ; Dean,  1919 ; Kanavel, 
1922;  Furstenberg,  1929).  When  space  4 is 
involved  primarily  or  secondarily,  the  infec- 
tion is  almost  certain  to  spread  inferiorly  to 
the  posterior  mediastinum.  Cervical  or  collar 
mediastinotomy  (Von  Hacker,  1901;  Pearse, 
1939)  anterior  to  the  sternocleidomastoid 
muscle  is  then  necessary,  if  the  condition  is 
early  or  confined  above  the  4th  thoracic  ver- 
tebra. Where  the  infection  has  extended  be- 
low the  4th  thoracic  vertebra,  or  where  col- 
lar mediastinotomy  has  failed  to  stop  the 
process,  dorsal  mediastinotomy  (Nasiloff, 
1888)  offers  the  only  hope  of  saving  life. 

In  true  Ludwig’s  angina  (1836),  the  infec- 


tion often  spreads  to  the  lateral  pharyngeal 
space  and  then  to  space  3.  From  there  it 
may  extend  inferiorly  to  the  superior  medi- 
astinum or  go  through  the  alar  fascia  into 
space  4 with  further  extension  to  the  posteri- 
or mediastinum  as  described  above.  On  the 
other  hand,  extension  from  space  3 to  the 
lateral  pharyngeal  space  and  from  there  to 
the  submandibular  space  may  lead  to  a pic- 
ture closely  resembling  Ludwig’s  angina  in 
the  latter  stages,  even  though  the  origins 
and  early  routes  of  spread  in  the  two  cases 
are  entirely  different. 

Space  3A  is  the  space  within  the  carotid 
sheath  containing  the  carotid  artery,  internal 
jugular  vein  and  vagus  nerve.  This  poten- 
tial space  is  very  limited  and  bears  very  little 
relation  to  infections  of  the  head  and  neck 
except  those  associated  with  thrombosis 
within  the  internal  jugular  vein  and  with  the 
lymph  nodes  lying  within  the  sheath. 

Space  4,  between  the  alar  and  prevertebral 
fasciae,  extends  from  the  base  of  the  skull 
to  the  posterior  mediastinum.  Laterally  it 
extends  to  the  tips  of  the  transverse  pro- 
cesses to  which  both  the  alar  and  preverte- 
bral fasciae  attach.  Because  of  its  relation- 
ship to  the  posterior  mediastinum,  it  is  called 
the  “danger  space,”  and  justly  so,  since  in- 
fection within  it,  either  primary  or  second- 
ary, is  almost  certain  to  extend  into  the  pos- 
terior mediastinum.  As  shown  above,  it  may 
become  involved,  either  primarily  or  second- 
arily, in  retropharyngeal  abscess  and  Lud- 
wig’s angina.  Such  involvement  must  be  rec- 
ognized early  by  the  symptoms  (pain  in  the 
chest,  etc.),  physical  findings  (dullness,  dim- 
inished breath  sounds,  etc.),  and  x-ray  find- 
ings, and  adequate  treatment  instituted  if 
life  is  to  be  saved. 

Space  4A,  between  the  superficial  layer  of 
deep  fascia  and  the  scalenus  fascia,  is  direct- 
ly continuous  with  the  axilla,  but  a dense  fat- 
ty pad  between  the  clavicle  and  the  first  rib 
makes  this  communication  less  free.  Space 
5 lies  behind  the  prevertebral  fascia  and  is  of 
importance  chiefly  in  directing  the  course  of 
“cold”  abscesses  resulting  from  tuberculosis 
of  the  vertebral  bodies.  Space  5A,  deep  to 
the  scalenus  fascia,  lies  between  the  deep 
muscles  of  the  neck — scaleni,  levator  scapu- 
lae and  sacrospinalis. 

SUPRAHYOID  SPACES 

Suprahyoid  spaces:  The  masticator,  tem- 
poral, parotid,  lateral  pharyngeal  and  sub- 
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mandibular  spaces.  The  masticator  space 
(Coller  and  Yglesias,  1935  and  1937),  en- 
closed by  the  superficial  layer  of  deep  fascia, 
contains  the  masseter  muscle,  pterygoid  mus- 
cles and  the  ramus  of  the  mandible,  and  is 
continuous  superiorly  with  the  temporal 
space  deep  to  the  temporal  fascia  (superficial 
layer  of  deep  fascia) . Extension  from  these 
spaces  may  occur  superficially  in  the  face  or 
deeply  into  the  parotid,  lateral  pharyngeal 
or  submandibular  spaces.  The  parotid  space 
was  found  by  us  to  be  a completely  closed 
space  formed  by  a split  of  the  superficial  lay- 
er of  deep  fascia  (Juvara,  1870;  Coller  and 
Yglesias,  1935  and  1937 ; Singer,  1935 ; Mer- 
kel, 1892;  Charpy,  1912). 

The  lateral  pharyngeal  space  (Coller  and 
Yglesias,  1935  and  1937;  Mosher  1920), 
bounded  by  the  pharynx,  styloid  muscles,  car- 
otid sheath,  parotid  gland,  pterygoid  muscles, 
mandible,  masseter  muscle  and  pterygo-man- 
dibular  raphe,  communicates  freely  with  the 
submandibular  space  deep  to  the  submaxil- 
lary gland.  Both  are  shut  off  from  the  neck 
by  the  attachment  of  the  sheaths  of  the  sty- 
lohyoid and  posterior  belly  of  the  digastric 
muscles  to  the  superficial  layer  of  deep  fas- 
cia superficially  and  the  carotid  sheath  deep- 
ly. Posteromedially,  the  lateral  pharyngeal 
space  communicates  with  space  3 from  which 
it  may  become  infected  in  retropharyngeal 
abscess.  Infection  in  this  space  may  travel 
in  the  reverse  direction  and  involve  space  3. 
This  space  may  also  be  directly  infected 
from  the  lateral  wall  of  the  throat  (tonsils) 
and  secondarily  from  the  submandibular, 
parotid  or  masticator  spaces.  Likewise,  in- 
fections in  this  space  may  spread  to  the  sub- 
mandibular space  and  in  the  later  stages  re- 
semble true  Ludwig’s  angina.  Lateral  pha- 
ryngeal space  abscess  is  best  drained  by  a “T” 
incision  (Mosher,  1920),  below  the  angle  of 
the  jaw  in  front  of  the  sternocleidomastoid 
muscle,  the  submaxillary  gland  being  dis- 
placed and  the  dissection  carried  bluntly 
along  the  carotid  artery  until  the  focus  is 
reached. 

Submandibular  space : This  is  the  term  we 
are  using  to  indicate  the  regions  of  the  sub- 
mental  and  submaxillary  triangles  lying  be- 
tween the  mucous  membrane  of  the  floor  of 
the  mouth  and  the  superficial  layer  of  deep 
fascia  over  these  regions.  It  contains  the 
sublingual  and  submaxillary  salivary  glands, 
the  genioglossus,  geniohyoid,  mylohyoid  and 
digastric  (anterior  belly)  muscles,  and  its 


floor  is  made  up  of  the  hyoglossus  and  su- 
perior pharyngeal  constrictor  muscles. 

It  is  infected  from  carious  lower  molar 
teeth  or  from  injury  to  the  mucous  mem- 
brance  of  the  floor  of  the  mouth,  by  direct 
extension.  The  term  Ludwig’s  angina  should 
be  reserved,  in  my  opinion,  to  this  type  of  in- 
fection, spread  by  fascial  planes  and  not  by 
lymphatics.  The  infection  may  spread  from 
the  submandibular  to  the  lateral  pharyngeal 
space  and  space  3 by  direct  continuity.  From 
space  3 it  may  extend  inferiorly  to  the  su- 
perior mediastinum  or  go  through  the  alar 
fascia  into  space  4 from  where  it  may  spread 
inferiorly  to  the  posterior  mediastinum.  It  is 
this  relationship  to  the  superior  and  posterior 
mediastina,  that  makes  Ludwig’s  angina  so 
dangerous.  Aside  from  suffocation  due  to 
edema  of  the  glottis  and  tongue,  mediastinitis 
is  the  most  common  cause  of  death  in  this 
condition.  The  edema  of  the  glottis  may  re- 
sult from  spread  of  the  infection  submucous- 
ly  to  the  larynx,  or  between  the  genioglossus 
and  geniohyoid  muscles  to  the  epiglottis. 

The  dangers  of  suffocation  and  mediastin- 
itis are  best  avoided  by  early  and  adequate 
drainage.  Incision  may  be  made  vertically 
in  the  midline,  or  transversely  below  the  body 
of  the  mandible,  or  a combination  of  the  two 
may  be  used.  The  midline  incision  is  indicat- 
ed in  obvious  collections  in  the  submental 
region,  but  often  fails  to  adequately  drain 
more  laterally  lying  collections.  The  lateral  in- 
cision is  more  effective  in  the  majority  of 
cases.  It  must  include  excision  or  displace- 
ment of  the  submaxillary  gland  (Colp,  1933), 
and  may  be  well  combined  with  the  median 
incision.  In  any  event,  the  opening  must  be 
carried  deeply  to,  but  not  through,  the  mu- 
cous membrane  of  the  floor  of  the  mouth. 
Spread  of  the  infection  to  the  superior  or  pos- 
t e r i o r mediastinum  demands  additional 
drainage  by  cervical  or  dorsal  mediastin- 
otomy  as  described  above. 

SUMMARY  AND  CONCLUSIONS 

1.  A thorough  knowledge  of  the  anatomy 
concerned,  as  well  as  adequate  surgical  judg- 
ment and  skill,  are  necessary  for  the  early 
recognition  and  proper  treatment  of  deep  ab- 
scesses of  the  head  and  neck. 

2.  These  infections  are  dangerous  chiefly 
because  of  their  tendency  to  spread  by  fascial 
spaces  and  produce  mediastinitis. 

3.  A description  of  the  fasciae  and  fascial 
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spaces  of  the  head  and  neck  has  been  given 
based  on  the  study  of  human  material  by  dis- 
section, injection  and  section  methods. 

4.  The  routes  of  spread  in  Ludwig’s  an- 
gina, retropharyngeal  abscesses  and  other 
deep  abscesses  of  the  head  and  neck  have 
been  described. 

5.  The  methods  of  surgical  drainage  of 
these  abscesses,  based  on  the  spaces  involved, 
have  been  given. 
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DISCUSSION 

DR.  FRITZ  TEAL,  (Lincoln):  I enjoyed  this 
paper  very  much.  I saw  one  case  of  fracture  of  the 
cervical  spine  with  a hemorrhage.  I should  like  to 
know  where  the  hemorrhage  would  be  and  what  you 
should  do  if  it  causes  difficulty  in  swallowing?  I 
was  wondering  if  there  is  anything  in  Dr.  Grodin- 
sky’s  experience  that  would  give  us  direction? 

DR.  GRODINSKY:  In  answer  to  Dr.  Teal,  I can 
only  guess  at  the  source  of  the  bleeding.  Unless 
there  was  a definite  evidence  of  suffocation,  I would 
let  the  thing  alone.  If  the  swelling  got  so  great  as 
to  produce  danger  of  suffocation,  aspiration  should 
be  used. 


Dangers  of  Laxatives  and  Poultices 
For  Appendicitis  Are  Stressed 

The  dangers  of  laxatives  in  appendicitis 
are  again  stressed  by  J.  Shelton  Horsley,  M. 
D.,  John  S.  Horsley,  Jr.,  M.  D.,  and  Guy  W. 
Horsley,  M.  D.,  Richmond,  Va.,  who  state, 
in  The  Journal  of  the  American  Medical  As- 
sociation for  Sept.  30,  that  “an  ‘early’  appen- 
dicitis may  with  a purgative  or  an  enema  be- 
come ‘late’  and  gangrenous  in  twenty-four 
hours.’’  The  use  of  ice  bags  and  poultices  to 
the  abdomen  are  also  responsible  in  many 
cases  of  appendicitis  for  the  development  of 
an  abscess  or  peritonitis. 

In  discussing  the  authors’  paper  Sara  M. 
Jordan,  M.  D.,  Boston,  declares:  “The  indi- 


vidual member  of  the  population  at  large  has 
an  obligation  in  combating  his  or  her  disease. 
We  must  accept  the  responsibility  of  educat- 
ing the  public  that  when  one  has  a bellyache, 
one  must  not  attempt  to  freeze  or  cook  the 
pain  out.  It  is  not  to  be  treated  by  poultices, 
plasters  or  adjustments,  pain  relieving 
drugs,  food  or  drink.  Purgatives,  laxatives 
or  cathartics  are  not  to  be  taken.  If  that 
bellyache  lasts  for  two  hours  or  longer,  a 
competent  physician  is  to  be  called  and  given 
full  responsibility.  Our  profession  and  the 
public  must  be  emphatically  told  that  for 
acute  appendicitis  there  is  only  one  ultimate 
route,  the  surgical  one,  and  that  delay  is 
dangerous. 


What  Can  We  Do  About  Mental  Illness?* 

G.  L.  SANDRITTER,  M.  D. 

Norfolk,  Nebr. 


I need  not  spend  any  time  in  telling  this 
group  that  there  is  a problem  of  mental  ill- 
ness. You  have  all  come  in  contact  with  this 
problem  at  various  times  in  your  profession- 
al capacity.  My  particular  interest  in  men- 
tal illness  has  been,  to  a large  extent,  from 
the  practical  standpoint  rather  than  from  a 
purely  theoretical  standpoint.  However,  we 
are  fully  aware  that  all  new  practical  things 
have  come  from  theoretical  interest  in  the 
problem,  therefore,  we  try  not  to  lose  sight 
of  the  theoretical,  but  to  keep  our  every  in- 
terest alive  to  the  theories  of  mental  illness 
in  order  that  we  may  take  advantage  of  all 
new  facts  drawn  from  theoretical  study, 
which  we  may,  in  turn,  use  to  solve  the  prob- 
lem of  mental  illness. 

In  seeking  to  solve  any  problem  it  is  usual- 
ly easier  to  do  this  if  we  set  forth  the  prob- 
lem so  that  we  know  exactly  with  what  we 
are  dealing.  The  problem  from  the  practi- 
cal standpoint  of  the  patient,  is  that  his  suf- 
fering from  mental  illness  handicaps  him  in 
doing  what  he  wants  to  do,  or  keeps  him 
from  getting  what  he  wants.  From  the 
standpoint  of  the  physician,  the  problem  is 
that  many  patients  come  to  him  suffering 
from  mental  illness.  If  these  illnesses  are  of 
a minor  sort  he  takes  care  of  them,  and  the 
patient  gets  well;  if  they  are  a little  more 
serious  he  attempts  to  help  them,  but  if  they 
are  serious  enough  to  necessitate  hospitaliza- 
tion, a great  many  of  our  physicians  are 
handicapped  in  the  middle  west  because  a 
large  percentage  of  the  general  public  in  the 
middle  west  cannot  afford  several  months 
hospitalization.  The  physician  then  finds 
that  he  does  not  know  what  to  do  with  the 
patient.  The  patient  is  not  insane  at  this 
time,  and  therefore  the  physician  feels  that 
he  cannot  ask  the  aid  of  the  state  hospital 
to  take  care  of  the  patient,  and  even  if  the 
physician  does  feel  that  he  could  ask  the 
state  hospital  for  help  in  caring  for  the  pa- 
tient, the  patient  himself  says  he  is  not  in- 
sane and  he  will  not  go  to  any  “bug  house.” 
Consequently  the  patient,  having  a definite 
mental  illness,  becomes  more  seriously  ill, 
and  there  is  a great  danger  that  some  time 
in  the  future  this  patient  will  have  a mental 
illness  serious  enough  to  necessitate  his  be- 
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ing  committed  to  the  state  hospital  as  in- 
sane. 

The  problem  from  the  standpoint  of  the 
state  is  that  every  year  sees  more  and  more 
people  being  sent  to  the  hospitals  for  care, 
and  that  as  the  years  go  by  the  state  is  hav- 
ing to  spend  more  and  more  money  to  take 
care  of  these  people,  and  there  is  a feeling  of 
hopelessness  among  the  state  authorities 
about  having  to  put  money  into  a place  to 
take  care  of  people  for  the  rest  of  their 
lives.  Because  the  state  feels  that  insanity 
is  a hopeless  thing,  they  do  not  make  as 
strenuous  an  attempt  at  finding  a solution 
to  the  problem  as  they  could,  and  they  seem 
to  be  contented  to  build  buildings  to  serve  as 
a place  of  shelter  for  so-called  insane  people, 
when  they  can  no  longer  possibly  be  taken 
care  of  in  their  homes.  In  the  past  the  build- 
ing of  shelters  for  mentally  sick  people  has 
lagged  way  behind  the  need  for  this  shelter. 
You  are  now  justified  in  asking,  “What  can 
be  done  to  change  all  this  ?”  At  the  present 
time  I am  not  so  much  concerned  with  the 
problem  of  mental  illness,  from  the  stand- 
point of  the  patient  or  the  standpoint  of  the 
physician.  I wish  to  consider  this  problem 
from  the  standpoint  of  the  state. 

What  is  mental  illness?  I do  not  know,  if 
by  knowing  you  mean,  what  is  the  etiological 
cause.  But,  not  knowing  the  etiological  cause 
of  all  mental  illnesses,  does  not  necessarily 
make  us  look  at  this  problem  as  though  it 
could  not  be  solved.  In  fact  we  usually  get 
further  into  the  study  of  any  problem  if  we 
concentrate  on  relationships  of  the  parts  of 
the  problem  rather  than  attempt  to  find  a 
definite  cause.  I rather  doubt  if  there  is  one 
cause  of  any  problem,  whether  it  be  in  the 
sphere  of  mental  disease,  in  the  sphere  of 
physical  disease,  or  in  the  sphere  of  social  re- 
lationships. When  we  look  for  causes  of  evils 
it  usually  makes  us  shortsighted.  If  we  look 
for  relationships  we  usually  have  more  dy- 
namic material  with  which  to  work.  And, 
looking  for  causes  implies  that  the  cause  has 
to  be  removed  if  the  problem  is  to  be  con- 
quered. Looking  for  relationships  implies  an 
understanding  of  the  problem  and  an  attempt 
can  then  be  made  to  modify  the  relationships. 
Many  of  the  causes  of  the  evils  in  the  world 
cannot  be  removed  because  they  have  been 
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with  us  always,  but  as  a civilized  society  we 
have  been  able  to  modify  a great  many  of  the 
results  of  these  causes.  All  the  success  that 
we  have  had  in  combating  any  of  our  evils, 
whether  it  be  from  a social  or  disease  prob- 
lem, we  have  found  by  the  modification  of 
the  conditions  eventually  the  evil  can  be  kept 
under  control.  Our  handling  of  smallpox, 
tuberculosis,  and  all  other  devastating  dis- 
eases has  been  along  this  line. 

Physical  disease  is  a state  of  the  body 
when  part  of  the  body  is  not  functioning  as 
efficiently  as  it  did.  When  an  organ  of  the 
body  does  not  function  or  perform  the  work 
which  is  inherent  in  its  cellular  structure, 
then  we  say  we  have  ill  health  or  are  sick. 
The  function  of  the  mind  is  to  take  the  im- 
pressions which  come  to  it  and  make  judg- 
ments concerning  those  impressions.  When 
an  individual’s  mind  can  not  longer  make  the 
good  judgments  which  it  at  one  time  did, 
then  we  are  definitely  suffering  from  mental 
ill  health.  Mental  illness  may  be  likened  to 
a caricature  in  which  some  part  of  the  per- 
sonality is  exaggerated  out  of  all  proportion 
in  the  same  way  that  a part  of  the  physical 
features  are  drawn  out  of  all  proportion  by 
the  cartoonist.  The  exaggerated  part  of  the 
personality  brings  about  an  imbalance  in  the 
personality  and  as  individuals,  we  are  then 
unable  to  function  efficiently.  There  have 
been  many  theories  as  to  “why,”  some  of 
them  functional  theories,  some  of  them  or- 
ganic. For  the  purpose  of  our  study  we  gain 
little  by  delving  into  the  discussion  for  there 
is  still  too  little  known  which  is  uncontrover- 
sial.  It  is  not  necessary  to  know  what  causes 
mental  illness  in  order  to  keep  the  problem 
under  control.  It  is  necessary,  however,  to 
know  some  of  the  relationships  of  mental  ill- 
ness to  mental  health.  I do  not  mean  to  im- 
ply that  there  is  no  object  in  looking  for  a 
cause  of  mental  illness,  but  I do  think  it  is 
unnecessary  to  wait  until  we  know  a definite 
cause  before  we  attempt  to  do  something 
about  this  problem  which  is  taking  money 
out  of  your  pocket  and  my  pocket  in  the 
form  of  taxes.  We  can  learn  something  about 
handling  mental  illness  from  the  way  some 
physical  illnesses  have  been  conquered.  In 
spite  of  what  the  public  may  think  about  the 
magic  of  the  doctor  in  curing  a disease,  the 
honest  physician  knows  that  the  most  im- 
portant single  factor  in  recovering  from  any 
illness  is  rest  for  that  particular  organ,  and 
the  physician  knows  that  this  rest,  to  pro- 
duce a change  in  the  organ  from  poor  func- 


tioning to  efficient  functioning,  must  come 
within  a relatively  short  time  after  the  dis- 
function of  the  organ  is  established;  or,  we 
know  that  there  is  a point  past  which  the 
organ  will  not  resume  its  normal  function, 
and  that  if  rest  is  to  be  efficient  in  produc- 
ing the  return  of  good  health,  this  rest  must 
come  before  that  irreversible  change  in  func- 
tion has  occurred.  For  thousands  of  years 
the  oldest  form  of  treatment  for  mental  ill- 
nesses has  been  to  send  the  patient  out  of 
the  environment  in  which  the  illness  oc- 
curred, in  the  hope  that  the  rest  from  the 
situation  would  enable  the  mind  to  recover 
its  former  efficiency  in  making  judgments. 
This  has  been  only  partially  successful  and 
the  reason  it  has  been  only  partially 
successful  is  that,  to  quite  a large  extent,  the 
environment  of  the  mind  is  our  thoughts  and 
our  problems,  which  are  carried  with  us  no 
matter  where  we  may  go.  Today  we  do  not 
see  so  many  people  suffering  from  nervous 
breakdowns  sent  on  sea  voyages,  but  they 
are  hospitalized  instead,  because  with  hos- 
pitalization we  can  control,  to  a certain  ex- 
tent, what  they  are  thinking  about  by  keep- 
ing them  occupied  with  many  things  which 
require  all  of  their  concentration. 

In  recent  years  a new  sort  of  spectacular 
technique  in  the  treatment  of  serious  men- 
tal disease,  has  arisen.  Whether  this  type 
of  treatment  will  be  thought  as  effec- 
tive twenty  years  from  now,  as  it  is  today,  I 
do  not  know.  It  is  not  necessary  to  debate 
this  point;  suffice  it  to  say  that  the  glamour 
techniques  do  produce  something  in  the 
treatment  of  mental  illness  today  which  we 
never  had  before,  and  therefore,  at  the  pres- 
ent time  it  is  a practical  thing  to  use.  How- 
ever, in  studying  statistics  on  the  efficiency 
of  this  new  type  of  treatment,  we  find  that 
to  be  efficient  it  must  be  instituted  within 
ten  to  fifteen  months  after  the  onset  of  defi- 
nite symptoms  of  the  disease,  and  that  the 
success  of  the  treatment  is  in  inverse  ratio  to 
the  length  of  the  disease.  From  our  study 
of  physical  illness  this  is  what  we  would  ex- 
pect, and  we  know  that  the  individual  who 
obtains  treatment  for  his  tuberculosis,  his 
cancer,  or  any  other  disease,  has  more  of  a 
chance  of  recovering  the  more  quickly  he 
gets  treatment  for  his  illness. 

In  checking  the  files  of  mental  disease 
before  the  new  treatments  came  into  vogue, 
it  has  been  found  that  the  same  thing  was 
true  at  that  time.  The  patient  who  came  to 
the  hospital  for  care  and  treatment  within  a 
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year  after  the  onset  of  his  mental  illness  had 
a much  better  chance  of  recovery  than  the 
patient  who  had  been  sick  ten  years  before 
he  came  to  the  hospital  for  care.  So  we  see 
that  our  problem  is  the  same  problem  we  had 
in  conquering  smallpox,  typhoid  fever,  tuber- 
culosis, etc.  It  means  that  the  patient  must 
get  treatment  more  rapidly;  it  means  that 
the  lay  people  must  understand  the  serious- 
ness of  the  symptoms  which  they  have  been 
discounting  before,  in  order  that  they  may 
seek  help  of  their  physician  earlier ; it  means 
that  when  they  seek  help  for  their  difficulty 
earlier  they  must  be  able  to  receive  adequate 
treatment.  Many  of  them,  at  the  present 
time,  cannot  do  so  if  they  do  not  have  suf- 
ficient funds  to  be  taken  care  of  in  a private 
institution. 

The  commitment  law  in  our  state  was 
formulated  some  years  ago,  in  an  attempt  to 
protect  the  people  of  Nebraska  from  being 
imposed  upon  and  sent  to  state  hospitals  un- 
less they  were  actually  insane.  Today  this 
law  serves  to  keep  many  people  from  the 
state  hospitals  and  keeps  them  from  receiv- 
ing care  for  their  mental  sickness  because 
the  patient  has  not  progressed  to  the 
place  where  it  is  a definite  insanity  and, 
therefore,  they  are  sent  home  to  suffer  their 
mental  illness  at  home  and  in  the  community 
until  they  are  sick  enough  to  pass  the  insan- 
ity board  to  be  sent  to  the  state  hospital.  If 
we  have  a physician  who  realizes  the  serious- 
ness of  the  mental  illness  and  recognizes  the 
fact  that  if  the  patient  gets  treatment  at 
once  he  has  a better  chance  of  recovery 
than  if  he  waits  several  years,  he  then  ad- 
vises the  patient  to  seek  a psychiatrist  and 
help  in  a private  institution.  If  the  patient 
has  the  money  and  can  afford  to  do  this  he 
may  go,  providing  he  does  not  feel  that  peo- 
ple will  look  down  upon  him  and  think  he  is 
“crazy.”  If  he  has  not  the  money,  the  doc- 
tor does  not  have  any  place  to  send  his  pa- 
tient, and  he  has  to  send  him  back  home.  To 
enable  this  physician  to  get  help  and  treat- 
ment for  his  patient,  we  need  a change  in  our 
statutes  which  will  enable  this  family  physi- 
cian to  apply  to  the  state  hospital  on  behalf 
of  his  patient,  for  care;  to  make  it  possible 
for  this  patient  to  receive  care,  from  three  to 
six  months,  on  his  voluntary  admission, 
without  having  to  go  through  the  stigma  of 
being  adjudged  insane.  Many  people  to- 
day are  not  willing  to  assume  the  stigma 
of  insanity,  and  many  of  them  could  not 
be  called  insane,  yet  many  of  them  are  seri- 


ously ill  and  should  have  hospital  care.  It 
is  true  that  mental  illness  need  not  be  a 
stigma,  but  a great  many  of  our  people  still 
look  upon  it  as  a stigma,  and  this  is  not  sur- 
prising for  many  of  our  physicians  still  think 
of  mental  illness  as  a definite  stigma,  and 
that  once  mentally  sick  there  is  no  help  for 
the  patient.  If  solving  this  problem  means 
that  these  people  must  get  adequate  care 
more  quickly,  they  must  be  taught  what  the 
early  symptoms  of  mental  illness  are;  there 
must  be  a place  for  them  to  get  care  for  this 
mental  illness  whether  they  have  adequate 
finances  or  not;  and  they  must  be  taught 
that  there  is  no  stigma  to  mental  illness,  and 
that  early  treatment  of  mental  illness  will  be 
more  likely  to  produce  recovery.  To  accom- 
plish all  these  things  we  must  have  an  edu- 
cational program  to  teach,  not  only  the  lay 
people,  but  some  few  of  our  physicians,  that 
mental  illness  is  not  a hopeless  illness  about 
which  nothing  can  be  done.  It  must  be  pos- 
sible for  the  general  practitioner  to  obtain 
consultation  for  his  patient,  without  having 
to  send  him  two  or  three  hundred  miles  away 
to  a city  where  there  is  a psychiatrist.  It 
must  be  possible,  after  the  doctor  recognizes 
the  illness,  for  him  to  have  a place  to  send 
the  patient  for  care.  In  Nebraska  we  have 
three  state  hospitals  with  a total  inmate  pop- 
ulation of  around  3,800.  Our  private  institu- 
tions in  Nebraska  have  a bed  capacity  of  not 
over  200.  This  means  that  a large  percent- 
age of  the  care  of  the  mentally  sick  falls 
back  upon  the  state,  and  if  the  state  has  to 
assume  the  care  of  these  people  eventually, 
it  would  be  a little  more  efficient  if  the 
state  made  an  active  attempt  to  help  some 
of  these  people  recover  before  they  become 
a burden  to  the  state  for  the  rest  of  their 
lives.  Do  not  misunderstand  me — I am  not 
advocating  state  medicine.  No  one  knows 
better  than  I how  inefficient  a state  hospital 
can  be  if  it  does  not  have  a man  with  judg- 
ment and  vision  guiding  it.  Since  the  state, 
which  is  you  and  I,  has  to  assume  this  bur- 
den, let  us  assume  the  responsibility  and 
keep  this  burden  as  low  as  possible. 

In  Nebraska  there  are  not  enough  psychia- 
trists to  supply  the  needs  of  the  state  in  a 
consultation  capacity.  Therefore,  let  the  state 
assume  this  burden  of  consultation  for  pa- 
tients who  cannot  afford  to  go  to  the  private 
institution,  or  to  the  physician  several  hun- 
dred miles  away,  and  take  up  his  time  and 
still  not  be  able  to  pay  for  the  consultation 
fee.  To  do  this  I would  suggest  out-patient 
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consultation  clinics  to  be  held  in  county  seats, 
under  the  direction  of  physicians  from  the 
state  hospital  which  is  serving  that  county, 
these  clinics  to  be  held  as  often  as  need 
arises,  where  the  physician,  the  minister,  the 
social  service  groups,  and  the  school  authori- 
ties may  refer  people  with  some  mental  dif- 
ficulties, to  the  physician  for  consultation 
and  advice  as  to  how  best  to  handle  this 
problem.  If  the  patient  is  referred  by  any- 
one except  the  family  physician,  the  director 
of  the  clinic  will  refer  them  to  their  family 
physician  for  a physical  check-up,  which  will 
serve  to  find  out  whether  this  patient  needs 
consultation  by  the  state  or  whether  he  can 
well  afford  to  seek  the  help  of  a private  psy- 
chiatrist, and  the  family  physician  will  most 
likely  be  the  only  one  who  knows  this.  If 
they  can  afford  the  help  of  a private  psychia- 
trist, then  the  consultant  at  the  county  seat 
refers  them  directly  to  the  psychiatrist, 
through  his  family  physician,  and  the  state 
will  assume  no  more  responsibility  for  it. 
If  they  are  one  of  a large  group  of  people 
who  are  eventually  going  to  be  wards  of  the 
state,  then  let  the  state,  through  its  consul- 
tation clinic  assume  the  responsibility  for  ad- 
vice as  to  care  at  this  time,  and  if  there  is 
one  which  necessitates  hospitalization,  let 
him  apply  to  the  state  hospital  at  once  for 
care  and  treatment,  upon  the  application  of 
his  own  physician,  for  a period  of  from  three 
to  six  months,  without  having  to  be  com- 
mitted. If  patients  are  sent  to  the  state  hos- 
pital earlier,  a larger  percentage  of  them  will 
get  well,  and  if  a much  larger  percentage  of 
patients  recover  from  their  mental  illness, 
more  and  more  confidence  will  be  gained  by 
the  lay  people  that  mental  illness  is  not  such 
a hopeless  thing  as  it  has  been  looked  upon, 
and  more  of  them  will  apply  much  earlier  for 
care  and  help,  to  the  private  psychiatrist,  as 
well  as  to  the  state.  When  the  lay  people 
come  to  the  physician  who  understands  the 
significance  of  mental  symptoms  early  in  the 
course  of  the  disease,  they  will  be  able 
to  receive  adequate  care  in  time  for  a large 
percentage  of  them  to  get  well.  When  this 
time  comes,  then  our  state  will  be  able  to 
control  the  problem  of  mental  illness  in  the 
same  way  that  we  have  been  able  to  control 
the  problem  of  tuberculosis,  typhoid  fever, 
smallpox,  and  are  attempting  to  control  syph- 
ilis. 

DISCUSSION 

DR.  RICHARD  H.  YOUNG  (Omaha):  In  travel- 
ing today  and  becoming  acquainted  with  the  psy- 
chiatric facilities  of  the  different  countries  and  com- 


munities, one  realizes  the  tremendous  role  played 
by  the  local  economy,  ideology,  religion,  education, 
customs  and  taboos.  So  in  Nebraska  we  must  take 
into  consideration  the  fact  that  we  are  an  agricul- 
tural community  without  great  wealth,  committed 
to  a policy  of  low  taxation  and  without  available 
funds  from  philanthropic  sources. 

As  established  psychiatric  assets  with  which  we 
may  work,  we  have  three  good  state  hospitals,  a 
psychiatrist  with  the  State  Child  Welfare,  facilities 
for  private  psychiatric  care  in  our  two  largest  com- 
munities and  a psychiatric  teaching  center  at  the 
University.  This  has  resulted  in  the  concentration 
and  development  of  facilities  for  psychiatric  help  in 
a few  communities  at  the  expense  of  the  State  as  a 
whole. 

As  a remedy  for  the  good  of  the  State,  I want  to 
commend  Dr.  Sandritter’s  plan  for  the  establishment 
of  psychiatric  consultation  for  the  underprivileged 
of  the  smaller  communities.  This  is  the  starting 
point;  from  it  will  evolve  a greater  understanding  of 
behavior  disorders,  voluntary  admissions  to  the 
state  hospitals,  opportunity  for  early  treatment  and 
even  greater  psychiatric  development  within  the 
the  State. 

Dr.  Sandritter’s  plan  entails  no  great  cost,  con- 
flicts with  no  prevailing  traditions,  and  deserves  the 
support  of  all  physicians  throughout  the  State. 

DR.  JUUL  C.  NIELSEN,  (Hastings):  Represent- 
ing the  insane  of  the  southwestern  part  of  Nebras- 
ka, I am  happy  to  greet  a representative  from  the 
northeastern  section.  I want  to  compliment  Dr. 
Sandritter  on  his  paper,  and  wish  to  call  to  your  at- 
tention that  some  of  you  who  have  attended  this 
State  Medical  Association  for  a number  of  years 
have  today  witnessed  the  first  State  Hospital  paper 
on  the  program.  I have  attended  these  conventions 
for  ten  years,  but  I have  never  seen  a man  from  a 
State  Hospital  who  has  appeared  until  now.  That 
means  something.  It  means  the  State  Hospitals  are 
looking  to  the  medical  profession  for  support  in 
what  they  are  doing. 

This  work  can  be  done,  and  has  already  been 
started  in  our  State  Hospitals.  The  consultation 
clinics  is  one  point  from  which  to  start.  At  Norfolk 
and  the  other  hospitals  there  is  a clinic  where  you 
can  send  those  patients  for  whom  you  want  consul- 
tation and  cannot  afford  to  employ  private  psychia- 
trists. These  clinics  will  recommend  the  procedure 
the  same  as  in  any  consultation.  Since  we  at  the 
Hastings  State  Hospital  have  conducted  an  out-pa- 
tient clinic  for  more  than  four  years  we  have  learned 
that  about  20%  of  the  patients  that  we  see  there  re- 
quire hospitalization  in  order  to  make  a good  recov- 
ery. Therefore  to  carry  on  this  work  efficiently  it 
is  necessary  that  we  have  facilities  for  hospitalizing 
these  patients.  One  psychiatrist  spends  all  of  his 
time  in  the  out-patient  clinic.  We  fear  stressing  it 
further  at  this  time  because  of  our  limited  hospital 
facilities  and  personnel. 

Dr.  Sandritter  mentioned  commitments.  We  are 
in  the  transitional  period.  Soon  the  time  will  come 
when  there  will  be  no  stigma  attached  to  an  indi- 
vidual who  suffers  from  mental  illness.  Most  of  us 
have  difficulty  in  telling  whether  the  individual 
should  be  inside  or  outside.  Many  people  argue 
those  inside  are  better  off  than  those  outside. 

There  should  be  some  way  by  which  you  can  send 


418 


WHAT  ABOUT  MENTAL  ILLNESS?:  SAND  RITTER 


Nebr.  S.  M.  Jour. 
November,  1939 


patients  to  us  without  having  them  go  before  a 
Court  of  Insanity,  who  knows  little  about  the  prob- 
lem, without  the  relatives  suffering  from  a feeling 
of  stigma  attached  to  mental  trouble.  If  we  have 
voluntary  admission  or  by  certification  of  the  fam- 
ily physician,  again  we  run  against  the  problem  we 
have  no  space  to  house  these  people.  Although  Dr. 
Ebaugh  stated  that  the  problem  of  mental  hygiene 
is  not  a problem  of  brick  and  mortar,  I find  that 
with  State  Hospitals  we  must  begin  with  brick  and 
mortar  and  the  development  of  capable  personnel. 

As  the  community  asks  for  increased  service  the 
State  Hospital  should  be  able  to  supply  that  demand 
but  we  should  not  superimpose  upon  the  community 


something  that  it  does  not  want.  The  medical  pro- 
fession is  the  only  organization  that  can  successful- 
ly support  a change  in  our  statutes  so  that  we,  in 
addition  to  the  present  form  of  commitment,  can 
have  voluntary  admission  and  the  admission  by  cer- 
tification from  the  family  physician  for  an  indefi- 
nite period — as  long  as  the  case  may  require. 

With  the  increasing  efficiency  of  our  state  hos- 
pitals it  is  my  belief  that  in  order  to  avoid  setting 
up  unfair  competition  between  state  hospitals  and 
private  hospitals  and  psychiatrists  that  the  state 
hospitals  must  charge  fees  equal  to  those  rendered 
by  private  hospitals  and  psychiatrists  in  the  cases 
whose  finances  enable  them  to  pay  such  fees. 


“Emoluments  received  from  the  practice 
of  medicine  do  not  involve  the  transfer  of  a 
tangible  material  commodity,”  R.  G.  Leland, 
M.  D.,  Chicago,  declares  in  The  Journal  of 
the  American  Medical  Association  for  Sept. 
30  in  a discussion  of  medical  fees.  “A  physi- 
cian’s professional  relations  with  the  public 
are  classified  by  economists  as  personal  serv- 
ice. They  are  not  subject  to  resale;  there- 
fore they  have  no  basic  exchange  value. 
These  personal  services  differ  in  many  ways 
from  those  furnished  by  the  other  profes- 
sions. The  attorney,  in  civil  cases  for  in- 
stance, is  concerned  with  tangible  values, 
subject  to  legal  action.  Even  in  the  major- 
ity of  criminal  cases  he  can  bargain  in  ad- 
vance for  his  fees,  and  he  can  secure  himself 
in  almost  any  professional  transaction  by  a 
retainer  fee.  The  architect  or  engineer  is 
concerned  with  structures  subject  to  a lien 
or  other  legal  action.  But  it  is  not  custom- 
ary for  the  physician  to  pledge  himself  by 
the  acceptance  of  a retainer  fee,  nor  can  he 
secure  a lien  on  the  human  body. 

“The  medical  profession  is  concerned  with 
the  development  and  application  of  efforts 
to  conserve  human  values.  Economists,  as 
well  as  physicians,  recognize  the  inherent  dif- 
ficulties in  arriving  at  any  accurate  or  even 
approximate  statistical  measurement  of  vital 
values,  such  as  health  and  life.  Vital  values, 
however  difficult  to  determine,  must  be 
stated  not  only  in  terms  of  the  person  valued 
but  also  in  terms  of  those  for  whom  the  in- 
dividual has  value.  Such  determinations 
must  include  the  worth  of  the  individual  to 
himself,  his  family  and  his  dependents,  his 
business  associates,  the  state  and  the  world 
or  society  at  large.  Not  the  least  among 
these  considerations  should  be  the  part  which 
the  individual  can  and  should  perform  in 
maintaining  local,  national  and  world  popu- 
lation increments.  It  should  be  self  evident 
that  the  values  ascribed  to  an  individual  de- 


pend on  his  ability  to  function  as  a normal, 
healthy  member  of  society. 

“An  understanding  of  these  vital  values 
and  the  dissimilarity  of  individuals  and  their 
physical  and  mental  reactions  is  an  important 
part  of  the  practice  of  medicine.  Because 
of  these  variables,  good  medical  care  always 
has  been  and  always  will  be  an  individual 
service  involving  a close,  personal,  confiden- 
tial relationship  between  the  patient  and  the 
physician  of  his  choice.  Thus,  health  re- 
quirements and  the  means  for  their  mainte- 
nance or  improvement  cannot  successfully 
follow  the  assembly  line  technic  of  industry, 
and  the  cost  price  principle  of  business  and 
industry  cannot  be  used  by  physicians  in  es- 
tablishing fees  for  their  services.” 

Pointing  out  that  the  dominant  force  in 
fixing  fees  is  custom,  Dr.  Leland  states:  “In 
1817  the  Boston  Medical  Association  listed 
charges  for  midwifery  during  the  day  as  $12 
and  at  night  $15.  Midwifery  in  New  York 
was  more  expensive  than  in  Boston,  the 
charges  being  from  $25  to  $35  in  common 
cases  and  from  $35  to  $60  in  tedious  or  diffi- 
cult cases. 

“When  it  is  realized  that  during  the  early 
part  of  the  nineteenth  century  the  purchas- 
ing power  of  money  was  about  100  per  cent 
greater  than  it  is  at  present,  it  is  clear  that 
medical  fees  are  actually  far  below  those  of 
the  early  decades  of  the  United  States. 

“Obstetric  practice  today  is  immeasurably 
superior  to  the  midwifery  care  of  150  years 
ago.  There  is  every  reason  to  expect  that 
in  the  field  of  obstetrics,  as  in  other  special 
fields  of  medicine,  new  procedures  and  serv- 
ices will  continue  to  be  developed  for  the 
benefit  of  new  generations  and  their  moth- 
ers. The  extent  to  which  such  benefits  are 
to  be  considered  as  regular  services  for  all 
normal  obstetric  cases  or  special  services  for 
the  exceptional  cases  cannot  be  determined 
as  a hard  and  fast  rule.” 
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INTRODUCTION 

Prolapse  of  the  rectum  is  a surgical  condi- 
tion which  is  infrequently  met  but  which 
may  demand  emergency  treatment.  Conse- 
quently, it  is  well  to  have  in  mind  the  vari- 
ous types  of  therapy  which  may  be  used  and 
the  special  indications  for  these  procedures. 

VARIATIONS 

Rectal  prolapse  may  be  classified  as  incom- 
plete or  complete.  In  the  incomplete  type, 
the  mucosa  alone  prolapses,  the  other  layers 
of  the  rectum  remaining'  in  their  normal  lo- 
cus. Complete  prolapse  involves  all  layers  of 
the  rectum  and  is  divided  into  three  varieties, 
this  division  being  based  on  the  site  of  origin 
of  the  prolapse.  A first  degree  complete  pro- 
lapse begins  at  the  anal  margin  and  the  out- 
er surface  is  continuous  with  the  peri-anal 
skin  so  that  the  sphincters  also  are  everted. 
The  second  degree  complete  prolapse  begins 
at  some  level  above  the  anus,  prolapses 
through  a part  of  the  normal  rectum  still  in 
situ  and  then  passes  on  through  the  anus 
leaving  the  sphincters  in  their  normal  posi- 
tion. A third  degree  prolapse  begins  at  a 
higher  level  in  the  sigmoid  colon  or  rectum 
and  prolapses  into  the  rectal  ampulla  but 
does  not  protrude  from  the  anus.  This  really 
constitutes  an  intussusception  of  the  sigmoid 
colon.  In  all  three  types  of  complete  rectal 
prolapse  there  may  or  may  not  be  a portion 
of  the  peritoneal  cavity  pulled  down  into  the 
presenting  mass,  depending  on  the  level  of 
origin  of  the  prolapse. 

SYMPTOMS  AND  DIAGNOSIS 

The  diagnosis  of  prolapse  usually  is  made 
readily  from  history  and  inspection  but  the 
third  degree  prolapse  may  be  present,  un- 
known to  the  patient  and  may  be  diagnosed 
only  on  proctoscopic  examination.  The  usual 
story  is  one  of  constipation  with  protrusion 
at  the  time  of  defecation.  Most  of  the  pa- 
tients find  it  necessary  manually  to  replace 
the  bowel  after  each  stool.  This  may  con- 
tinue for  years  until  strangulation  occurs  or 
until  the  patient  becomes  tired  of  the  rou- 
tine. Third  degree  complete  rectal  prolapse 
on  the  other  hand  is  usually  diagnosed  as  a 
tumor  because  the  patient  will  not  complain 


of  profusion  but  will  notice  a sense  of  full- 
ness in  the  rectum  with  tenesmus  and  a mu- 
cous or  bloody  discharge.  Digital  examina- 
tion may  reveal  a doughnut  shaped  mass 
which  often  is  mistaken  for  tumor.  Inspec- 
tion however,  reveals  the  true  nature  of  the 
condition  and  shows  the  mass  to  be  covered 
by  normal  or  discolored  mucosa.  If  there  has 
been  some  degree  of  strangulation,  the  mu- 
cosa may  be  ulcerated  and  covered  by  exu- 
date which  makes  the  immediate  exclusion 
of  the  diagnosis  of  tumor  difficult. 

ETIOLOGY 

Prolapse  of  the  rectum  is  most  common  in 
children,  70%  of  cases  occurring  in  children 
up  to  ten  years  of  age.  Here,  the  condition 
is  assumed  to  be  due  to  the  absence  of  the 
concavity  of  the  sacrum  with  a consequently 
straight  rectum.  Prolapse  of  the  rectum  in 
children  is  a relatively  minor  condition  in 
most  cases  and  the  most  conservative  forms 
of  treatment  usually  suffice.  In  the  case  of 
the  adult,  abnormal  depth  of  the  pelvic  cul  de 
sac  is  postulated  as  one  cause  of  rectal  pro- 
lapse. Insufficiency  of  the  pelvic  floor  also 
is  cited  as  a cause,  particularly  in  women  who 
have  had  complicated  labors.  Prolapse  of  the 
rectum,  however,  is  a rare  obstetrical  sequela, 
rectocele  being  the  more  usual  residual. 
That  the  levator  muscles  do  not  give  much 
active  support  to  the  rectum  is  well  known 
to  surgeons  who  have  performed  the  opera- 
tion of  posterior  excision  of  the  rectum,  for 
when  the  levator  muscles  are  severed,  very 
little  mobilization  of  the  rectum  results. 
Probably  the  usual  cause  of  prolapse  of  the 
rectum  lies  in  the  inadequacy  of  the  suspen- 
sory supports  of  the  rectum,  namely  the  rec- 
tovesical fascia,  for  when  this  layer  is  cut 
during  posterior  excision,  rather  wide  mobili- 
zation of  the  rectum  is  immediately  obtained. 

METHODS  OF  TREATMENT 

Choice  of  the  method  of  treatment  rests 
first  on  whether  the  patient  is  a child  or  an 
adult.  In  a child,  reduction  of  the  prolapse 
followed  by  strapping  of  the  buttocks  to- 
gether with  adhesive  tape  after  each  stool 
many  times  will  result  in  a cure,  particularly 
in  the  incomplete  variety  of  prolapse.  Corn- 
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plete  rectal  prolapse  in  children  may  be  treat- 
ed in  the  same  manner  for  a period  of  time 
but  usually  will  require  more  active  meas- 
ures. 

Injection  of  alcohol  (Karewski  1902)  or 
some  sclerosing  solution  into  the  retrorectal 
space  in  the  region  of  the  concavity  of  the 
sacrum  usually  is  a satisfactory  method.  The 
following  case  is  cited  in  that  regard.  A 
three-month-old  female  infant  was  brought 
to  the  hospital  because  of  extrophy  of  the 
bladder  and  complete  rectal  prolapse  of  such 
severity  that  the  mother  had  to  replace  the 
bowel  six  to  eight  times  daily.  Strapping  of 
the  buttocks  over  a period  of  weeks  had  been 
without  result  and  the  child  was  quite  young 
for  complicated  surgical  attack.  With  one 
finger  in  the  rectum  after  reduction  of  the 
prolapse,  a long  needle  was  inserted  between 
the  coccyx  and  the  rectum.  This  needle  was 
carried  up  into  the  area  of  the  hollow  of  the 
sacrum  and  then  using  the  rectal  finger  as  a 
guide,  2 cc  of  absolute  alcohol  were  diffuse- 
ly injected  being  careful  not  to  deposit  much 
of  the  drug  in  any  one  spot.  A cone  shaped 
dressing  then  was  placed  in  the  perineum 
and  the  buttocks  were  strapped  together. 
This  infant  was  dismissed  from  the  hospital 
a week  later  without  recurrence  of  the  pro- 
lapse. The  gluteal  strapping  should  be  con- 
tinued for  a period  of  about  one  month  to  al- 
low for  the  full  effect  of  scar  tissue  forma- 
tion. 

In  incomplete  prolapse,  absolute  alcohol  or 
other  solutions  such  as  quinine  urea  hydro- 
chloride or  sodium  morrhuate  may  be  inject- 
ed into  the  submucosal  layer  with  very  little 
danger  of  slough.  This  same  injection  be- 
neath the  skin  would  cause  a very  painful 
sloughing  ulcer  but  for  some  reason,  the  rec- 
tal mucosa  is  much  more  resistant.  Another 
method  of  treatment  consists  in  linear  cauter- 
ization of  the  prolapsed  mucosa  down  to  the 
depth  of  the  muscular  layer.  This  was  ad- 
vocated by  Van  Buren.  Usually  a linear  cau- 
terization is  made  in  each  of  four  quadrants 
the  full  length  of  the  prolapsed  mucosa.  The 
prolapse  then  is  reduced  and  retained  by 
strapping.  In  very  severe  cases,  the  cautery 
lines  may  be  placed  much  closer  together. 

In  adults,  the  choice  of  treatment  is  based 
first  on  the  type  of  prolapse  and  next  on 
whether  or  not  the  prolapse  is  reducible.  If 
the  mass  is  reducible,  time  is  available  to  op- 
erate at  convenience  and  many  methods  of 
treatment  are  open  to  consideration.  If  the 


prolapse  is  irreducible,  a real  emergency  ex- 
ists because  of  the  strangulation  of  bowel 
and  the  danger  of  contamination  of  the  peri- 
toneal cavity. 

Treatment  of  incomplete  rectal  prolapse 
in  the  adult  is  relatively  simple  and  is  accom- 
plished either  by  alcohol  injection  or  by  ex- 
cision of  the  prolapsing  muccous  membrane 
by  the  Whitehead  method  or  one  of  its  many 
modifications.  This  operation  entails  no 
more  risk  than  a difficult  hemorrhoidectomy. 
An  alternate  treatment  here  is  the  linear  cau- 
terization advocated  by  Van  Buren. 

The  fact  that  there  are  so  many  operations 
advised  for  repair  of  complete  prolapse  of 
the  rectum  in  the  adult,  indicates  that  there 
is  no  general  agreement  among  surgeons  as 
to  the  procedure  of  choice.  A brief  critical 
review  of  these  operations  follows,  with  cita- 
tion of  case  histories  to  illustrate  the  three 
most  useful  procedures.  It  must  be  remem- 
bered that  if  more  than  8 cm.  of  bowel  is  in- 
volved in  the  prolapse,  a double  fold  of  peri- 
toneum is  pulled  down  and  the  peritoneal 
cavity  will  be  exposed  in  any  open  operation. 

There  are  a number  of  obsolete  and  poorly 
conceived  operative  procedures  which  should 
be  known  only  to  be  discarded.  In  this  cate- 
gory belongs  the  operation  of  Kehrer  who  in 
1880  advocated  tightening  the  anal  sphincter 
by  reefing  sutures  to  prevent  escape  of  the 
prolapsing  bowel.  Obviously  this  is  not  a 
curative  procedure.  Equally  ineffectual  is 
the  operation  of  Thiersch  who  in  1890  insert- 
ed wires  subcutaneously  around  the  anus  for 
the  same  purpose.  Roberts  has  advocated  a 
wedge  shaped  excision  of  part  of  the  rectal 
wall  and  sphincters  in  the  midline  posteriorly. 
Gant  applied  the  Heineke-Mikulicz  principle 
of  longitudinal  incision  with  transverse  clo- 
sure of  the  rectum  by  a posterior  approach. 
This  procedure  might  be  effectual  in  a very 
short,  low  prolapse.  Finally,  in  this  group 
must  be  mentioned  the  operation  of  pelvic 
floor  repair  or  myorrhaphy  with  anterior 
plication  of  the  rectal  wall.  This  procedure 
still  is  recommended  by  some  gynecologists 
and  is  fairly  satisfactory  for  minor  degrees 
of  complete  rectal  prolapse. 

This  brings  us  to  a consideration  of  the 
procedures  which  are  commonly  used  today. 
European  surgeons  prefer  the  operations  of 
Ekehorn  and  Sick  or  one  of  the  several  modi- 
fications. The  operation  of  Ekehorn  was  de- 
vised in  1909  and  is  one  of  the  simplest  oper- 
ative manipulations.  Using  a heavy,  large, 
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curved  needle  and  non-absorbable  suture, 
with  one  finger  in  the  rectum  as  a guide,  the 
suture  is  passed  through  the  skin  to  the  right 
of  the  coccyx,  deep  and  through  the  wall  of 
the  rectum  into  the  lumen  and  then  out 
through  the  skin  on  the  left  of  the  coccyx. 
This  suture  then  is  tied  around  a fluff  of 
gauze  and  left  for  about  ten  days.  The  re- 
sulting inflammatory  reaction  in  the  retro- 
rectal area  produces  scar  tissue  fixation  of 
the  rectum.  This  operation  is  particularly 
valuable  in  children  as  the  procedure  is 
quickly  done  and  the  results  usually  are 
good.  Tuttle  has  modified  the  Ekehorn  op- 
eration in  that  he  uses  several  sutures  and 
anchors  them  around  the  sacrum,  constitut- 
ing a sacral  rectopexy.  Also  in  1909,  Sick 
devised  his  rectopexy.  His  operation  consists 
of  posterior  exposure  of  the  rectum  and  the 
insertion  of  gauze  packing  into  the  retrorec- 
tal space.  This  packing  is  removed  in  about 
ten  days  and  the  wound  is  allowed  to  heal 
from  the  bottom  by  granulation  tissue.  This 
operation  is  satisfactory  but  has  the  disad- 
vantages of  the  longer,  more  extensive  proce- 
dure together  with  the  open  and  long  draining 
wound.  Ritter  has  modfied  this  operation  by 
not  only  packing  the  retrorectal  space  with 
gauze  but  by  also  passing  a ring  of  gauze 
completely  around  the  rectum.  Here  the  se- 
rious objection  is  that  there  may  be  damage 
to  adjacent  organs  or  that  the  peritoneal 
cavity  may  be  unnecessarily  opened. 

Duret’s  operation  is  a modfication  of  the 
linear  cauterization  procedure  of  Van  Buren. 
Duret  advocated  elliptical  excision  of  longi- 
tudinal strips  of  mucosa  and  skin  followed  by 
reduction  of  the  prolapse.  This  procedure 
does  not  seem  to  have  much  to  commend  it 
in  preference  to  other  operations. 

Probably  the  most  radical  and  dangerous 
operation  for  complete  rectal  prolapse  is  that 
devised  by  Mikulicz  in  1889.  He  simply  ex- 
cised the  entire  prolapsed  portion  of  the  rec- 
tum and  performed  an  end  to  end  anastomosis 
between  the  proximal  and  distal  stumps. 
Here  the  greatest  danger  lies  in  opening  the 
peritoneal  cavity,  particularly  in  cases  where 
the  prolapse  is  strangulated.  The  danger  of 
peritonitis  or  gas  gangrene  is  a real  one.  In 
addition,  this  procedure  of  end  to  end  anas- 
tomosis always  leads  to  stricture  formation, 
requiring  tedious  dilatation. 

In  1912,  Moschowitz,  believing  that  the 
abnormal  depth  of  the  pelvic  cul  de  sac  was 
the  causative  factor,  devised  his  operation 


which  consists  of  pulling  the  sigmoid  colon 
tightly  out  of  the  pelvis  so  as  to  reduce  the 
prolapse  and  then  obliteration  of  the  cul  de 
sac  by  purse  string  sutures  anchored  to  the 
sigmoid.  This  operation  is  particularly  valu- 
able for  third  degree  complete  rectal  prolapse 
and  the  following  case  is  cited.  A 32-year- 
old  white  male  was  seen  in  the  outpatient 
clinic  complaining  of  hemorrhoids,  pain  in 
the  rectum,  a sense  of  rectal  fullness  and  a 
mucous  discharge  with  occasional  bleeding. 
On  closer  questioning,  the  patient  stated  that 
frequently  he  had  a bloated  feeling  but  could 
not  pass  gas  unless  he  assumed  the  knee 
chest  position.  He  then  could  expel  large 
amounts  of  flatus  with  relief.  Inspection 
showed  external  hemorrhoids  and  digital  ex- 
amination was  essentially  negative.  On  proc- 
toscopic examination  however,  a prolapsing 
mass  was  seen  high  in  the  rectum.  The  mu- 
cosa over  the  prolapse  was  normal.  Subse- 
quently, after  the  condition  was  known  to  be 
present,  on  bi-manual  examination  it  was  pos- 
sible to  push  the  mass  down  into  the  pelvis 
until  it  barely  could  be  palpated  by  the  rectal 
finger.  The  patient  was  admitted  to  the  hos- 
pital with  a diagnosis  of  intussusception  of 
the  sigmoid  or  third  degree  complete  prolapse 
of  the  rectum.  Because  of  the  high  level  of 
the  lesion,  a Moschowitz  procedure  seemed 
indicated.  Under  cyclopropane  anesthesia 
a long  right  rectus  incision  was  made  and  the 
peritoneal  cavity  was  entered.  The  sigmoid 
colon  was  pulled  out  of  the  pelvis  and  put  on 
a rather  tight  stretch.  Then,  using  silk  su- 
tures, the  cavity  of  the  true  pelvis  was  gradu- 
ally obliterated  by  bringing  the  pelvic  peri- 
toneum together  and  suturing  it  to  the  se- 
rosa of  the  sigmoid.  Postoperatively  the 
patient  had  some  difficulty  with  gas  pains 
but  was  otherwise  undisturbed  in  his  con- 
valescence. Postoperative  examination 
showed  no  recurrence  of  the  prolapse.  The 
two  dangers  in  this  operation  are  that  the 
sutures  may  cause  sigmoid  colon  perforation 
with  peritonitis  or  that  the  sutures  may  be 
too  tight  about  the  colon,  causing  intestinal 
obstruction.  The  operation  is  impossible  in 
cases  of  irreducible  strangulation. 

In  most  cases  of  complete  rectal  prolapse 
of  the  first  and  second  degrees,  the  opera- 
tion of  Delorme  is  quite  satisfactory.  In  ir- 
reducible cases  it  cannot  be  used  if  there  is 
marked  inflammatory  reaction.  The  opera- 
tion is  performed  as  follows.  The  prolapse  is 
pulled  out  to  its  maximum  and  a circular  in- 
cision through  the  mucosa  is  made  at  the 
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apex  of  the  prolapse  and  another  similar  in- 
cision is  made  where  prolapse  joins  normal 
mucosa.  In  a first  degree  prolapse  this  sec- 
ond circular  incision  will  be  at  the  mucocu- 
taneous line.  The  mucosal  covering  of  the 
entire  area  of  prolapsed  bowel  then  is  gradu- 
ally denuded  with  especial  care  in  hemostasis. 
The  prolapsed  denuded  bowel  then  is  reduced 
and  the  cut  edges  of  the  mucosa  are  approxi- 
mated in  circular  fashion  by  interrupted  su- 
tures. This  really  constitutes  an  extensive 
Whitehead  operation  and  cure  depends  on  ag- 
glutination of  the  denuded  submucosal  sur- 
faces which  on  reduction  are  folded  together 
after  the  manner  of  an  accordian. 

A white  woman  aged  72,  gave  a history  of 
having  had  a Harrison-Cripps  excision  of  a 
carcinoma  of  the  rectum  several  years  pre- 
viously. Following  this  there  had  been  no 
recurrence  but  due  to  the  poor  sphincter  con- 
trol together  with  the  self  induced  constipa- 
tion, there  had  been  a progressive  complete 
prolapse  of  the  rectum.  On  hospital  admis- 
sion the  prolapse  measured  about  12  cm.  in 
length  and  was  easily  reducible.  The  sphinc- 
ter tone  was  quite  poor  and  prolapse  was  of 
the  first  degree.  The  Delorme  operation  was 
done  by  Dr.  0.  H.  Wangensteen  and  after  an 
uneventful  convalescence,  the  patient  was 
followed  for  a long  period  in  the  outpatient 
clinic.  Relief  was  complete,  there  was  no  re- 
currence and  sphincter  control  was  not  fur- 
ther damaged. 

This  operation  obviates  the  necessity  for 
entering  the  peritoneal  cavity  but  it  has  the 
disadvantage  that  it  may  be  inapplicable  to 
emergency  cases  because  of  irreducibility. 

The  most  satisfactory  method  of  dealing 
with  strangulated  irreducible  complete  pro- 
lapse of  the  rectum  is  that  described  by 
Weinlecher  in  1867.  Here,  a large  rubber 
tube  is  introduced  into  the  rectal  lumen  and 
inserted  to  a point  above  the  prolapse  which 
then  is  completely  strangulated  at  its  base 
by  constricting  heavy  rubber  bands.  This 
method  seems  crude  but  has  been  very  satis- 
factory in  my  hands  and  in  the  experience  of 
Mont  Reid  of  Cincinnati  and  0.  H.  Wangen- 
steen of  Minneapolis.  The  latter  also  has 
used  this  method  in  reducible  cases  becauses 
of  its  simplicity.  The  following  case  which 
I treated  is  cited. 

A white  male,  aged  52,  of  the  deteriorated  cata- 
tonic dementia  praecox  type  was  admitted  as  an 
emergency  from  a state  hospital  for  the  insane. 
About  ten  hours  before  admission  he  was  found  to 


have  a massive  prolapse  of  the  rectum  which  proved 
to  be  irreducible.  There  had  been  no  previous  epi- 
sodes of  prolapse.  On  admission  he  was  found  to 
have  a first  degree  prolapse  of  the  rectum  measur- 
ing 14  cm.  in  length.  The  mass  was  wine  colored, 


Figure  1.  This  photograph  shows  the  degree  of  rectal  pro- 
lapse present  in  the  case  treated  by  the  rubber  band  constric- 
tion method  of  Weinlecher. 

tensely  edematous,  covered  by  mucus  and  could  not 
be  reduced.  The  patient  was  taken  to  the  operating 
room  where  in  Kraske  position  and  without  anes- 
thesia two  large  rubber  rectal  tubes  were  passed 
through  the  lumen  of  the  prolapsed  bowel.  After 
careful  manipulation  and  palpation  to  determine 
that  there  were  no  loops  of  small  bowel  in  the  pro- 
lapsed portion  of  the  peritoneal  cavity,  five  heavy 
rubber  bands  were  placed  tightly  about  the  neck  of 
the  protruding  bowel  so  as  to  compress  it  against 
the  rubber  tubes.  The  patient  gave  no  sign  of  ex- 
periencing pain  and  immediately  after  conclusion  of 
this  procedure,  there  was  a definite  change  in  color 
of  the  bowel,  it  becoming  a very  dusky  purple  hue. 
The  tubes  then  were  tied  in  place  with  three  heavy 
tie-straps  and  vaseline  strips  were  placed  over  the 
bowel.  A massive  dressing  was  applied  and  main- 
tained by  a T binder.  Usually  a few  sutures  may 
be  placed  at  the  apex  of  the  prolapse  in  order  to 
retain  the  rubber  tubes  but  due  to  this  patient’s  men- 
tal status  it  was  deemed  unwise  because  he  prob- 
ably would  attempt  to  remove  the  tubes.  This 
proved  to  be  the  case  and  the  tubes  had  to  be  re- 
placed at  intervals.  Postoperatively  the  patient  con- 
tinued to  pass  gas  through  the  tubes  and  developed 
only  about  one  degree  of  elevation  in  temperature. 
One  week  later  the  bowel  was  thoroughly  necrotic 
and  although  the  usual  procedure  is  to  allow  spon- 
taneous slough,  the  patient  was  placed  in  Kraske 
position  and  the  necrotic  mass  was  sharply  excised. 
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The  mass  had  markedly  reduced  in  size,  was  entire- 
ly necrotic  and  quite  friable.  There  was  no  bleed- 
ing. The  rubber  bands  came  away  and  the  site  of 
spontaneous  anastomosis  retracted  into  the  anal 
canal.  A finger  then  was  inserted  into  the  rectum 
where  a freely  open  lumen  was  found  with  no  ap- 
parent defect  in  the  wall.  The  excised  specimen 
measured  10  cm,  in  length.  At  first  the  patient 
did  not  bother  to  exert  sphincter  control  but  within 
the  next  10  days,  he  was  clean  and  was  dismissed 
from  the  hospital  in,  good  condition.  Because  of 
his  mental  status,  no  personal  follow-up  was  pos- 
sible, but  after  four  months,  according  to  a letter 
from  the  referring  doctor,  a stricture  had  developed. 
Dilatation  was  advised  for  this  complication. 

The  Weinlecher  procedure  has  the  advant- 
age of  being  applicable  in  any  case,  regard- 
less of  reducibility  and  also  it  obviates  open- 
ing the  peritoneal  cavity  in  the  most  severe- 
ly inflammatory  cases  where  the  danger  of 
peritonitis  is  greatest.  There  are  some  dis- 
advantages however.  One  is  that  the  patient 
must  tolerate  a necrotic,  sloughing  foul- 
smelling mass  between  the  legs  for  about  ten 
days.  Another  disadvantage  lies  in  the  dan- 
ger of  occlusion  of  a loop  of  small  bowel  in 
the  prolapsed  portion  of  the  peritoneal  cav- 
ity when  the  rubber  bands  are  placed.  A fi- 
nal disadvantage  lies  in  the  fact  that  stric- 
ture usually  follows  this  procedure.  On  the 
whole,  however,  this  procedure  is  very  satis- 
factory and  valuable. 

COMPLICATIONS 

Of  the  complications  following  treatment 
of  rectal  prolapse,  gas  gangrene  infection  is 
the  most  uncommon.  Some  authors  routine- 
ly give  prophylactic  serum  therapy  for  this 
at  the  time  of  operation  but  I cannot  believe 


that  this  is  necessary.  Peritonitis  occurs  in 
about  10%  of  the  cases  treated  by  the  Miku- 
licz method  and  in  a correspondingly  lesser 
number  of  cases  treated  by  other  means. 
Intestinal  obstruction  of  the  paralytic  type 
may  indicate  peritonitis  or  of  the  mechanical 
variety,  occlusion  of  a small  bowel  loop  by  the 
operative  procedure.  This  is  the  main  fear 
in  the  use  of  closed  methods  such  as  Wein- 
lecher advised.  Incontinence  of  feces  is  the 
usual  thing  after  repair  of  prolapse,  not  be- 
cause of  operative  damage  but  because  the 
large  prolapse  has  so  overstretched  the 
sphincters  that  an  interval  of  time  is  neces- 
sary before  tone  is  regained.  That  tone  is 
regained  even  after  long  periods  of  dilatation 
is  shown  by  a patient  treated  by  Wangen- 
steen. This  man  had  rectal  prolapse  with 
incontinence  requiring  the  wearing  of  a peri- 
neal pad  for  16  years  and  yet  after  operation 
by  the  Delorme  method,  he  regained  good 
control.  Stricture  formation  should  be 
guarded  against  in  every  case  by  assiduous 
use  of  the  rectal  dilator  postoperatively.  The 
patient  should  wear  a rectal  dilator  except 
during  defecation  for  about  two  months  and 
then  should  wear  it  only  during  the  night  for 
another  three  months  or  until  no  further 
tendency  to  stricture  formation  is  noted 
without  its  use. 

SUMMARY 

The  varieties  of  rectal  prolapse  are  dis- 
cussed from  the  standpoint  of  surgical  ther- 
apy. Case  histories  are  presented  to  illus- 
trate the  use  of  the  most  satisfactory  meth- 
ods of  treatment. 


The  banana  has  a greater  caloric  value 
than  any  other  fresh  fruit  except  the  avo- 
cado, Harriet  Morgan  Fyler,  Ph.D.,  Chicago, 
points  out  in  Hygeia,  The  Health  Magazine. 

“A  banana  is  about  one-fifth  carbohy- 
drate,” she  says.  “When  the  fruit  is  fully 
ripe,  this  is  practically  all  sugar.  A medium 
sized  banana  yields  about  100  calories, 
equivalent  in  food  energy  to  twenty  grapes, 
four  dates  or  a cupful  of  orange  juice. 

“Bananas  are  a good  source  of  vitamins  A, 
C.  and  G (riboflavin)  and  contain  small 
amounts  of  important  minerals,  including 
calcium,  copper,  iron  and  phosphorus. 

“A  plant-ripened  banana  is  unpleasantly 
mealy  in  character  and  has  little  flavor.  Be- 
cause bananas  ripen  so  quickly,  they  are  pur- 
chased and  carried  by  the  retailer  in  a partly 
ripe  condition.  It  is  therefore  important 


that  they  be  purchased  by  the  consumer  two 
or  three  days  in  advance  of  eating  and  al- 
lowed to  become  completely  ripe  at  room 
temperature  (not  in  a refrigerator,  for  cold 
prevents  proper  ripening). 

“The  origin  of  the  banana  is  legendary,  but 
its  first  home  is  presumed  to  be  southern 
Asia.  The  banana  plant  was  introduced  into 
the  New  World  in  1516  by  a Spanish  mis- 
sionary. 

“The  banana  plant  grows  well  in  all  moist 
tropical  countries.  The  plant  grows  from  15 
to  30  feet  high  and  bears  fruit  in  from  twelve 
to  fifteen  months.  Each  banana  plant  bears 
but  one  stem  of  fruit.  When  that  is  har- 
vested, the  plant  is  of  no  further  use,  except 
to  be  cut  down  so  that  it  may  rot  and  fer- 
tilize the  soil  for  new  plants  that  are  grow- 
ing from  the  same  root-stock.” 


The  Treatment  of  Late  Syphilis* 

O.  J.  CAMERON,  M.  D., 

Omaha. 


Despite  the  fact  that  much  has  been  writ- 
ten and  said  about  the  diagnosis  and  treat- 
ment of  early  syphilis  in  the  last  few  years, 
it  is  still  true,  and  no  doubt  will  long  be  true, 
that  late  cases  of  syphilis,  and  by  late  I mean 
cases  of  more  than  two  years  duration,  out- 
number early  cases  in  clinics  and  in  private 
practice  at  least  three  to  one.  This  is,  ac- 
cording to  Parran,  largely  due  to  the  follow- 
ing: 

1st:  Presence  of  unrecognized  cases. 

2nd:  Failure  of  the  patient  to  seek  treatment  for 
what  appears  to  be  an  insignificant  initial  sore. 

3rd:  Symptomatic  relief  afforded  by  a few  doses 
of  arsphenamine. 

4th:  Failure  of  physicians  to  diagnose  early  as 
well  as  late  cases  with  obscure  symptoms  and  to  per- 
sist in  giving  treatment  until  rigid  criteria  of  cure 
have  been  met. 

5th:  Inadequate  treatment  for  indigent  patients. 

6th:  The  cost  of  treatment  for  patients  of  small 
means. 

Ormsby  long  ago  pointed  out  that  the  two 
things  of  greatest  importance  in  prevention 
of  late  syphilis  are  early  diagnosis  and 
prompt  and  efficient  treatment. 

Be  all  this  reasoning  as  it  may,  we  still 
have  late  syphilis  to  deal  with,  so  what  to  do 
about  it.  First,  let  me  deprecate  the  proce- 
dure of  accidentally  obtaining  a positive  sero- 
logic test  on  one  visit  and  passing  to  the  ad- 
ministration of  neo-arsphenamine  on  the 
next.  When  the  careful  history  and  general 
examination  have  not  indicated  a suspicion 
of  syphilis  and  one  is  surprised  at  a positive 
serologic  test  report,  this  should  be  repeated, 
more  family  and  marital  history  obtained, 
and  the  children,  parents,  and  marital  part- 
ner, examined.  But  the  important  thing  is 
the  definite  classification  of  the  type  of  late 
syphilis  present.  Many  will  be  latent  cases 
— cases  with  positive  blood  serology  and  no 
clinical  evidence  of  the  disease  and  normal 
spinal  fluids.  If  such  cases  are  60  years  old 
or  more,  there  is  little  point  in  treatment.  If 
careful  examination  is  done,  most  cases  with 
true  demonstrable  involvement  will  fall  into 
the  group  of  central  nervous  system  syphilis 
or  cardiovascular  syphilis,  a slightly  smaller 
number  presenting  late  skin  or  mucous  mem- 
brane syphilis,  a lesser  number  skeletal  syph- 

♦Read  before  Omaha  Mid-West  Clinical  Society,  October,  1938, 
Omaha. 
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ilis,  and  a fewer  number  hepatic  or  other 
visceral  late  syphilis.  The  visceral  syphilides 
offer  a real  thrill  at  times,  as  when  what  has 
been  termed  gastric  carcinoma,  pulmonary 
tuberculosis,  or  brain  tumor,  melts  away  with 
anti-syphilitic  treatment. 

The  diagnosis  of  central  nervous  system 
syphilis  will  most  frequently  be  suspected  if 
the  pupils  are  carefully  inspected  and  exam- 
ined for  their  light  reflex  and  all  of  the  deep 
tendon  reflexes  are  investigated.  It  is 
astounding  how  well  the  clinical  findings  eli- 
cited by  my  students,  in  my  lumbar  and  cis- 
ternal puncture  clinic  at  the  dispensary, 
check  with  spinal  fluid  findings.  Other  find- 
ings are  of  course  important:  station  and 
gait,  tendon  and  testicular  sensibility,  the 
facies,  possible  G.  P.  speech,  etc.  All  cases 
of  syphilis  must  have  at  least  one  spinal  fluid 
examination,  however,  either  lumbar  or  cis- 
ternal puncture  being  performed.  We  do 
cistern  punctures  routinely  in  the  office  as 
there  are  no  post-puncture  headaches;  we 
teach  the  lumbar  puncture  as  a routine  be- 
cause of  its  safety.  It  has  been  proved,  how- 
ever, that  lumbar  puncture  may  be  just  as 
well  done  in  the  office  as  at  home  or  in  the 
hospital;  the  incidence  of  reactions  is  the 
same — (10%).  Always  do  a cell  count  on 
the  spinal  fluid — it  is  the  index  of  activity 
of  an  inflammatory  process.  A good  sero- 
logic test  and  a protein  determination  should 
be  done  and  probably  a colloidal  gold  curve 
obtained,  although  I have  doubted  the  value 
of  the  latter  for  a long  time. 

Patients  with  central  nervous  system  syph- 
ilis must  have  their  symptoms,  physical 
findings  and  spinal  fluid  findings  all  weighed 
in  the  balance  for  diagnosis  and  classifica- 
tion; tabetics,  for  example,  have  normal 
blood  serologies  in  40%  of  cases  and  normal 
spinal  fluids  in  30%.  Their  symptoms  may 
vary  from  the  most  prostrating  in  cases  with 
few  physical  findings  to  the  greatest  feeling 
of  well-being  in  the  classic  locomotor  ataxic. 
The  spinal  fluid  is  positive  in  98%  of  cases 
of  general  paresis. 

The  cardio-vascular  group  must  be  recog- 
nized. One  has  only  to  watch  one  such  pa- 
tient die  in  hours  or  days  after  a mis-directed 
dose  of  neo-arsphenamine  to  realize  this.  A 
careful  cardiac  history  and  ordinary  percus- 
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sion  and  auscultation  will  give  a clue  to  car- 
dio-vascular  syphilis  in  most  cases.  Remem- 
ber the  importance  of  the  tambour-like  ring- 
ing aortic  second  sound  in  the  early  suspicion 
of  aortitis  and  pass  from  there  to  consulta- 
tion with  a cardiologist  with  his  trained  ear, 
electrocardiographs,  and  x-ray  heart  and  aor- 
tic studies;  thus  a real  foundation  is  laid 
for  future  follow-up.  The  to  and  fro  mur- 
murs, the  Corrigan  pulse  and  high  pulse  pres- 
sure, and  other  signs  of  later  aortitis  with  in- 
sufficiency or  the  signs  of  aneurism  or  luetic 
myocarditis  are  a special  field  and  will  no 
doubt  be  touched  upon  next  period.  One 
thing  I wish  to  bring  to  your  attention,  how- 
ever, is  that  rest  and  prolonged  bismuth 
therapy,  with  perhaps  the  addition  of  po- 
tassium iodide,  will  do  worlds  of  good  in  80% 
of  cases  of  cardio-vascular  syphilis,  whereas 
neo-arsphenamine  has  killed  many  such  pa- 
tients. 

It  is  important  to  keep  in  mind  the  pos- 
sible disastrous  effects  of  neo-arsphenamin 
in  producing  a Herxheimer  shock  or  thera- 
peutic flare-up  in  such  cases  as  luetic  hepa- 
titis or  hepatic  gumma,  luetic  laryngitis,  and 
intra-cranial  gumma.  Bismuth  is  effective 
and  safe,  and  it  is  now  our  practice  to  be- 
gin treatment  with  it  in  all  cases  of  syphilis, 
except  the  early  chancre. 

Let  us  pass  to  a few  brief  considerations 
of  the  chief  therapeutic  agents  at  our  dis- 
posal in  the  treatment  of  late  syphilis,  re- 
calling that  intensity  of  therapy  and  the  con- 
tinuous regime  are  naturally  not  as  import- 
ant here  as  in  early  syphilis,  but  that  per- 
sistence, changing  types  of  therapy,  and  pro- 
longed reassurance  and  check-up  will  often 
restore  apparently  hopeless  cases  to  a happy 
and  functional  life. 

1.  Bismuth.  I mention  this  first  as  I re- 
gard it  most  important  as  an  immunity 
builder  and  possessing  some  spirocheticidal 
powers  in  vivo.  It  has  not  displaced  mer- 
cury, however,  but  may  often  be  used  to  ad- 
vantage in  alternate  courses  with  mercury 
in  arsphenamine-sensitive  cases.  The  drug 
of  choice  is  bismuth  subsalicylate  0.125  gm. 
(2  grains)  in  1 c.  c.  of  olive  oil,  given  intra- 
muscularly in  courses  of  about  12  injections, 
at  5 or  even  7 day  intervals.  It  costs  only  a 
fraction  of  other  bismuth  preparations,  and 
it  has  shown  that  its  effectiveness,  given 
weekly,  is  as  great  as  any  of  the  oil  or  water 
or  ethylene-glycol  soluble  preparations  given 
twice  or  three  times  a week. 


2.  Arsphenamine,  neo-arsphenamine  and 
mapharsen  are  spiracheticides  in  vivo,  and 
probably  of  value  in  the  order  named,  al- 
though the  latter  two  are  much  more  con- 
venient and  satisfactory  in  general  practice. 
We  still  use  old  arsphenamine,  and,  occasion- 
ally, see  a syphilide  which  has  been  resist- 
ant or  recurrent  under  “neo”  and  bismuth, 
fade  rapidly  when  it  is  given.  In  late  syph- 
ilis it  is  seldom  necessary  to  administer 
the  arsphenamine  group  more  intensively 
than  weekly,  and  courses  longer  than  six  in- 
jections of  from  0.3  to  0.6  gm.  of  “neo”  are 
seldom  of  value. 

3.  Bismarsen  (bismuth  arsphenamine  sul- 
fonate) may  be  given  intramuscularly  at  5 
day  intervals,  courses  of  12  injections,  dose 
0.1  to  0.2  gm.  It  is  quite  painful  and  not  as 
effective  as  neo-arsphenamine  and  bismuth 
courses.  Of  value  in  patients  with  poor  or 
inaccessible  veins. 

4.  Tryparsamide.  An  organic  pentavelent 
arsenical  of  great  value  in  central  nervous 
system  syphilis.  Apparently  has  consider- 
able power  to  penetrate  nervous  system  tissue 
and  build  its  immune  forces.  Acts  as  a tonic 
in  that  many  patients  gain  weight  and 
strength.  Given  weekly  in  2 to  3 gm.  doses 
intravenously,  in  courses  of  30  or  more  injec- 
tions. Caution:  the  eye  grounds  and  visual 
fields  should  be  checked;  tryparsamide  may 
produce  a concentric  diminution  of  the  visual 
field,  which  will  return  to  normal  if  the  drug 
is  stopped  promptly. 

5.  Intra-spinal  Old  Arsphenamine.  Given 
weekly,  dose  l/3mg.  Of  value  in  luetic  men- 
ingitis and  early  optic  atrophy.  Contra-indi- 
cated in  the  paralytic  bladder  cases  of  tabes 
or  tabo-paresis. 

6.  Fever  therapy.  Should  be  given  to  most 
central  nervous  system  patients  who  do  not 
appear  to  be  making  satisfactory  progress 
within  three  months  of  the  institution  of 
therapy.  Cabinet  fever  of  some  kind  is  safer 
than  malaria  but  no  more  effective  and  pos- 
sibly not  as  effective  in  some  cases.  Results 
are  reported  as  excellent  in  40%  of  cases  by 
various  methods  but  in  our  experience,  and 
after  following  many  patients  for  a long 
time,  this  figure  seems  high  and  over-opti- 
mistic. 

7.  Continuous,  prolonged  and  unrelenting 
reassurance.  I recommend  this  as  one  of  the 
most  valuable  therapeutic  agents  at  our  dis- 
posal in  the  treatment  of  late  syphilis. 


Mortality  and  Morbidity  of  Breech  Presentation* 

ELMER  M.  HANSEN,  M.  D. 

Lincoln 


Breech  presentation  occurs  in  three  to  five 
percent  of  cases.  It  carries  an  increased  mor- 
bidity and  mortality  rate  for  both  the  moth- 
er and  the  baby.  The  fetal  deaths,  accord- 
ing to  various  authorities  vary  from  nine  to 
twenty  percent.  The  fetal  morbidity  is  un- 
determinable. 

Dr.  Harold  S.  Morgan,  my  associate,  and 
myself  have  become  interested  in  the  prob- 
lem of  breech  presentation  and  we  believe 
that  with  proper  evaluation  of  the  conditions 
present,  with  proper  preparation  for  delivery 
and  with  the  following  of  definite  indications 
for  interference,  that  the  morbidity  and  mor- 
tality can  be  lowered.  We  now  have  a large 
series  of  cases  which  we  are  analyzing,  and 
which  we  are  preparing  to  report  later,  in 
which  there  has  been  no  maternal  mortality 
and  our  fetal  mortality  has  only  been  in  cases 
of  marked  prematurity  or  montrosities. 

It  is  not  our  intention  to  present  today  any 
detailed  description  of  a method  for  deliver- 
ing breech  presentations.  We  wish  only  to 
discuss  some  of  the  factors  involved  in  the 
mortality  and  morbidity. 

There  are  two  schools  of  thought  in  the 
management  of  breech  delivery.  One  group 
believes  in  active  extraction  of  the  fetus  as 
soon  as  the  cervix  is  completely  dilated ; 
while  the  other  group  believes  in  expectant 
treatment  with  manual  aid  to  delivery  of  the 
shoulders,  arms,  and  head,  reserving  active 
extraction  only  to  those  cases  where  compli- 
cations arise  to  indicate  it.  Both  groups 
have  ardent  adherents  and  claim  good  results 
with  their  particular  method. 

In  the  final  analysis  we  believe  intelligent 
conservation  is  always  a good  plan  for  the 
infrequent  operator,  because  only  those  who 
have  the  opportunity  for  frequent  applica- 
tion of  active  methods  become  proficient  in 
these  methods  and  obtain  good  results.  As 
an  illustration  of  this  point  I need  only  to  call 
your  attention  to  the  results  that  Drs.  Pot- 
ter of  Buffalo,  N.  Y.,  have  achieved  in  the 
performance  of  version  and  extraction. 
Their  results  have  not  been  duplicated  else- 
where. They  are  masters  of  the  technique. 
Following  the  publication  of  Dr.  Irving  W. 

♦Read  before  The  Nebraska  State  Medical  Association,  Grand 
Island,  May  3,  1939. 


Potter’s  monograph  on  version  and  extrac- 
tion in  1922,  there  was  a wave  of  enthusiasm 
for  this  procedure  with  disastrous  results. 
Today  version  and  extraction  is  an  infre- 
quent procedure  performed  only  on  definite 
indications. 

Dr.  Thomas  R.  Goethals,  a member  of  the 
obstetrical  department  of  Harvard  Medical 
school,  so  timely  made  the  statement,  that 
fetal  mortality  in  breech  delivery  was  so  like 
the  state  of  the  weather;  people  talk  a lot 
about  it,  but  no  one  really  does  anything 
about  it.  We  believe  improved  results  will 
only  come  after  careful  analysis  is  made  of 
the  causes  of  mortality  and  we  have  applied 
our  findings  to  the  management  of  breech 
delivery. 

Breech  presentation  is  more  frequent  in 
the  multipara.  It  is  more  frequently  found 
in  polyhydramion.  It  is  more  frequent  in 
twin  pregnancy.  Breech  presentation  is 
quite  frequent  at  seven  months  as  illustrated 
by  the  increased  incidence  in  premature 
labor.  The  greater  part  of  breech  presenta- 
tions at  seven  to  eight  months  will  later  be- 
come cephalic  as  term  approaches. 

Any  malpresentation  of  the  fetus  in  the 
later  weeks  of  pregnancy  should  always 
cause  the  attending  physician  to  investigate 
the  etiological  factor.  In  breech  presenta- 
tion there  may  be  a very  important  etiologi- 
cal factor  such  as  pelvic  deformity,  pelvic 
tumor,  uterine  abnormality,  uterine  fibroid, 
low  implantation  of  the  placenta  or  fetal  ab- 
normality such  as  hydrocephalus.  Any  of 
these  conditions  may  influence  the  polarity 
of  the  fetus.  Any  of  these  conditions  may 
seriously  complicate  labor  in  breech  presen- 
tation. In  the  failure  to  ascertain  the  pres- 
ence of  the  foregoing  conditions  by  the  at- 
tendant, he  may  find  himself  confronted  with 
a complication  which  will  result  in  serious  in- 
jury or  death  for  the  baby,  mother,  or  even 
both. 

Since  the  breech  may  be  compared  with  a 
trunchated  cone  entering  the  pelvis,  small 
end  first  with  succeeding  diameters  becom- 
ing larger,  the  medical  attendant  must  de- 
termine the  cephalopelvic  relationship.  This 
is  done  by  careful  pelvic  examination,  pelvic 
measurement,  palpation  of  the  fetus  and 


Volume  24 
“Number  11 


BREECH  PRESENTATION:  HANSEN 


427 


x-ray.  Definite  estimation  must  be  arrived 
at  before  the  onset  of  labor  as  a test  of  labor 
is  of  no  value  in  determining  whether  an 
aftercoming  head  will  pass  through  a given 
pelvis.  Ordinarily  the  size  of  the  fetal  head 
compares  rather  definitely  to  the  relative 
size  of  the  fetus  itself.  As  yet,  x-ray  is  of 
little  value  in  determining  the  size  of  the 
fetal  head.  External  cephalic  version,  if  it 
has  any  value,  which  we  doubt,  might  be  of 
some  value  here  by  compressing  the  head 
into  the  pelvic  inlet  after  the  version  is  com- 
plete thus  giving  some  information  relative 
to  the  fetopelvic  relationship.  If  there  is 
definite  disproportion,  hydrocephalus  ex- 
cepted, elective  cesarean  section  is  indicated. 

Labor  in  breech  presentation  is  usually 
.slow  because  the  breech  is  a poor  dilator.  It 
is  apt  to  be  more  painful  because  of  unequal 
pressure  on  the  lower  uterine  segment.  This 
irritation  of  the  lower  uterine  segment  might 
also  have  something  to  do  with  cervical  re- 
sistance. Pl'emature  rupture  of  the  bag  of 
waters  is  quite  frequent  and  may  be  definite- 
ly related  to  prolapse  of  the  cord.  The  mem- 
branes should  always  be  protected. 

Because  of  the  foregoing  conditions  there 
is  a tendency  to  interfere  with  disastrous  re- 
sults. Breech  delivery  is  no  different  than 
cephalic  delivery  in  respect  to  attempting  de- 
livery before  the  cervix  is  completely  dilat- 
ed. They  are  fraught  with  danger  both  to 
babe  and  mother.  In  spontaneous  delivery 
the  force  acts  from  above  and  in  artificial  de- 
livery the  force  acts  from  below.  The  first 
does  not  disturb  fetal  attitude  while  the  lat- 
ter does.  This  results  in  stretching  the 
structures  producing  extension  attitudes  and 
increasing  the  difficulty  of  delivery  by  alter- 
ing the  mechanism  of  labor. 

Maternal  mortality  and  morbidity  is  chief- 
ly influenced  by  lacerations,  infection  and 
hemorrhage.  The  patient  in  labor  with 
breech  presentation  should  be  carefully 
watched  for  signs  of  exhaustion.  As  stated, 
labor  is  usually  slow  and  longer.  Fluids,  nu- 
trition and  rest  are  essential.  The  exhaus- 
tion leads  to  cessation  of  progress  to  labor, 
necessitating  interference,  which  may  lead  to 
laceration,  hemorrhage,  and  infection.  It 
also  lowers  resistance  to  infection. 

Fetal  mortality  and  morbidity  is  related  to 
a host  of  causes ; asphyxia  intra-uterine  may 
be  the  result  of  a prolapsed  cord,  a cord 
straddled  by  the  legs,  stretched  tightly,  by 
compression  of  the  low  implanted  placenta 


and  by  premature  separation  of  the  placenta. 
Asphyxia  may  also  be  caused  by  delay  in  de- 
livery of  the  shoulders  and  aftercoming  head. 
Asphyxia  also  may  be  due  to  apnea  which  re- 
sults from  trauma  or  intracranial  hemor- 
rhage caused  by  a difficult  or  traumatic  de- 
livery. Fractures  and  trauma  to  muscles, 
nerves  and  viscera  are  due  to  lack  of  gentle- 
ness in  maneuvers. 

In  the  delivery  of  a patient  with  breech 
presentation,  the  placing  of  the  patient  in  a 
proper  environment  is  of  paramount  import- 
ance. She  should  be  in  lithotomy.  This  fa- 
cilitates any  manipulative  maneuvers.  The 
operator  should  always  have  plenty  of  help. 
We  never  deliver  a breech  in  our  private 
practice  without  a medical  assistant  because 
we  never  know  what  complcations  may  arise. 
It  is  best  to  have  an  assistant  all  ready  and 
not  use  him  than  to  lose  a baby  because  he 
was  either  not  there  or  not  ready.  I am  sure 
this  has  been  the  difference  between  success 
and  failure  for  us  on  more  than  one  occasion. 
We  believe  in  this  emphatically. 

Lacerations  with  resulting  hemorrhage  in 
the  mother  are  usually  due  first  to  an  at- 
tempted delivery  through  an  incompletely  di- 
lated cervix  or  hasty  and  traumatic  attempts 
at  delivery  of  the  shoulders  and  arms;  sec- 
ondly to  failure  to  iron  out  the  perineum  and 
do  an  episiotomy.  Too  rapid  ironing  out  of 
the  perineum  will  likewise  produce  lacera- 
tions and  relaxation.  It  must  be  gentle  and 
we  believe  should  be  accompanied  by  episio- 
tomy for  this  gives  more  room  and,  with 
proper  repair,  is  less  apt  to  result  in  pelvic 
relaxation. 

The  mechanism  of  labor  in  breech  presen- 
tation is  essentially  threefold;  there  is  the 
delivery  of  the  breech,  the  delivery  of  the 
shoulders  and  the  delivery  of  the  head.  Prob- 
ably the  greatest  obstruction  to  the  delivery 
of  these  fetal  parts  is  an  incompletely  dilat- 
ed cervix1  and  lower  uterine  segment  if  we 
have  correctly  diagnosed  the  feto-pelvic  re- 
lationship and  properly  ironed  out  the  per- 
ineum. 

In  the  prevention  of  mortality  and  morbid- 
ity then,  our  greatest  problem  is  to  make 
sure  of  complete  dilitation  of  the  cervix  be- 
fore attempting  delivery. 

Fractures  of  the  femur  usually  result  from 
attempts  to  deliver  the  legs  in  a'  frank 
breech.  If  labor  is  obstructed  and  the  frank 
breech  is  well  down  in  the  pelvis,  it  is  neces- 
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sary  to  push  the  breech  up  before  resorting 
to  Pinard  maneuver  (flexion  of  legs  on  thigh 
and  adduction  of  thigh  on  body).  If  labor 
is  progressing,  one  should  wait  until  the  sac- 
rum is  delivered  before  using  the  Pinard 
maneuver.  Delivery  of  the  umbillicus  should 
be  followed  by  pulling  down  a loop  of  cord  to 
prevent  tearing  of  cord  later  in  the  delivery. 

Trauma  to  the  abdominal  viscera  usually 
results  from  grasping  the  baby  about  the  ab- 
domen. This  must  never  be  done. 

Fracture  of  the  humerus,  clavicle  and  ver- 
tebra result  from  forceful  and  rotating  man- 
euvers in  attempts  to  deliver  the  shoulders 
and  arms.  Steady,  slow  traction  plus  main- 
tenance of  flexion  of  the  fetal  head  by  the 
assistant  will  prevent  many  extended  arms. 
Pressure  will  interfere  with  delivery  of 
shoulders.  The  axilla  should  be  visable  be- 
fore attempting  to  deliver  the  shoulders  or 
arms.  We  believe  in  delivering  the  anterior 
arm  first  if  it  can  be  done  easily;  if  not,  we 
deliver  the  posterior  arm  first.  Fractures  of 
the  humerus  usually  result  from  pressure  di- 
rectly upon  the  shaft  of  the  bone.  Fractures 
of  the  clavicle  result  from  forceful  manual 
attempts  to  pass  the  hand  over  the  shoulder. 
Gentleness  is  essential.  The  fingers  pass 
down  along  the  humerus  to  the  cubical  space 
before  traction  is  applied. 

Fractures  of  the  cervical  vertebra  and  lac- 
erations or  severence  of  the  cord  result  from 
forceful  traction  on  shoulders  to  deliver  the 
head.  The  brachial  plexus  and  the  sterno- 
mastoid  muscles  are  injured  at  this  stage  of 
the  delivery  through  rough  handling  and 
forceful  traction  on  the  shoulder.  Usually 
any  difficulty  in  engaging  the  head  is  due  to 
failure  to  direct  the  largest  diameter  of  the 
head  into  the  largest  diameter  of  the  pelvis. 
The  head  enters  the  pelvis  in  the  oblique  or 
transverse  and  only  rotates  anterior  in  the 
mid  plane  of  the  pelvis.  This  mechanism  is 
of  greatest  importance.  Failure  to  observe 
it  is  likely  to  result  fatally  for  the  infant. 


The  middle  finger  in  the  baby’s  mouth  main- 
tains flexion  only  and  is  not  for  traction. 
Failure  to  observe  this  may  result  in  injury 
to  the  baby.  We  believe  that  traction  on  the 
shoulder  should  be  avoided  because  of  the 
danger  of  trauma  to  structures  before  men- 
tioned. Constant  pressure  above  the  sym- 
physis is  applied  to  deliver  the  unmoulded 
head.  If  resistance  is  met  with,  forceps 
should  be  applied  rather  than  the  use  of  ex- 
cessive force.  The  ordinary  Simpson  or  De- 
Lee  modifications  are  quite  satisfactory.  The 
perineum  is  depressed,  vagina  cleaned  out, 
and  the  mucus  removed  from  the  mouth  of 
the  baby  to  give  access  to  air.  Slow  traction 
is  essential ; the  direction  following  the  curve 
of  Carus. 

A large  number  of  fetal  deaths  in  breech 
deliveries  result  from  intracranial  injury. 
We  must  remember  that  the  aftercoming 
head  is  not  moulded.  Time  is  of  no  great 
importance  if  an  avenue  of  air  is  provided 
for  the  baby.  Rapid  delivery  puts  sudden 
stress  on  the  fibres  of  the  falx  and  tentorium 
with  resulting  laceration,  hemorrhage  and 
death  of  the  baby. 

In  conclusion  we  wish  to  emphasize  our  be- 
lief that  the  morbidity  and  mortality  of 
breech  can  and  will  be  lessened  by  strict  at- 
tention to  the  following: 

1.  A complete  understanding  of  the  me- 
chanism of  labor  in  breech  presentation. 

2.  A definite  opinion  as  to  a favorable 
feto-pelvic  relationship. 

3.  Assurance  of  complete  dilitation  of  the 
lower  uterine  segment  and  cervix. 

4.  The  presence  of  a medical  assistant. 

5.  The  avoiding  of  force  in  any  maneuv- 
er. 

6.  If  any  but  moderate  resistance  to  de- 
livery of  the  head  is  encountered,  forceps 
should  be  used  to  deliver  the  aftercoming 
head. 


There  are  1,074  persons  over  100  years  of 
age  in  Rumania,  according  to  figures  pub- 
lished in  a book  on  The  Central  Statistical 
Institute,  the  regular  Bucharest,  Rumania, 
correspondent  of  The  Journal  of  the  Ameri- 
can Medical  Association  reports  in  the  Oct. 
14  issue. 

According  to  the  book,  the  correspondent 
says,  the  population  of  the  kingdom  this  year 


is  19,535,398.  Of  these  about  60  per  cent, 
that  is,  15,926,178,  live  in  villages,  and  the 
number  of  the  urban  population  is  only  3,- 
609,220. 

Since  the  last  census  in  1930  the  birth 
rate  has  fallen  from  35.2  per  thousand  tO' 
31.5  per  thousand.  The  death  rate,  however,, 
did  not  follow  the  rate  of  decrease  of  births. 
It  decreased  only  from  21.2  to  19.8. 
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War  Invariably  Means  Spread  of 
Disease 

“The  assembling  of  great  masses  of  men 
under  conditions  in  which  sanitation  is  diffi- 
cult, if  not  impossible,  and  the  movement  of 
great  numbers  of  men  across  wide  areas  of 
country  where  they  come  in  contact  with 
new  populations  invariably  mean  the  spread 
of  disease,”  The  Journal  of  the  American 
Medical  Association  for  Sept.  23  says  in  an 
editorial  on  Epidemics  After  Wars. 

“The  louse  that  spreads  typhus  fever,  the 
rats  concerned  with  plague,  and  many  an- 
other insect  and  animal  carrier  of  disease 
still  exist,  ready  to  demonstrate,  when  the 
favorable  opportunity  comes,  that  man  is  but 
a morsel  in  the  great  cosmic  scheme  and  that 
when  he  seeks  to  destroy  himself  nature 
stands  cynically  ready  to  assist  him. 

“In  practically  every  war  for  which  ac- 
curate records  are  available,  disease  has  al- 
ways caused  more  deaths  than  military  ma- 
neuvers and  engagements.  Typhus,  plague, 
cholera,  typhoid,  dysentery,  pneumonia  and 
influenza  do  more  damage  under  military 
conditions  than  can  be  brought  about  by  dy- 
namite, torpedoes,  gun  powder  and  poison 
gas.  As  Dr.  Hans  Zinsser  has  said,  ‘Epi- 
demics get  the  blame  for  defeat;  generals 
the  credit  for  victory.  It  ought  to  be  other 
way  around.’ 

“In  many  a great  war  of  the  past,  epidemic 
has  come  to  terminate  the  conflict.  Accord- 
ing to  Lieut.  Col.  Nelson  Mercer,  the  Persians 
under  Xerxes  were  defeated  in  their  invasion 
of  Greece  by  plague  and  dysentery.  In  1741 
the  French  captured  Prague  because  of  a ty- 
phus epidemic  among  the  Austrian  defend- 
ers. Napoleon’s  campaign  failed  in  Russia 
because  of  typhoid,  typhus  and  pneumonia. 
In  the  Mexican  War  of  1846-1847,  100,000 
soldiers  went  to  Mexico ; of  these  10,986  died 
of  typhoid,  dysentery,  smallpox,  malaria  and  . 
tropical  diseases — only  1,549  were  killed  or 
died  of  wounds.  In  the  Civil  War  the  Union 
Army  lost  more  than  200,000  men  by  disease 
and  about  112,000  from  battle  wounds. 

The  records  of  the  Spanish-American  War 
and  of  the  World  War  are  so  recent  that  they 
linger  in  the  memories  of  many  of  us.  In 
the  Spanish-American  War  deaths  of  Ameri- 
can troops  in  battle  were  379,  but  4,795  died 
from  disease,  most  of  them  never  reaching 
Cuba.  In  the  camps  in  this  country  typhoid 
caused  20,904  cases  and  2,188  deaths.  Dur- 
ing the  World  War,  Mercer  points  out,  our 
losses  were  58,119  from  disease,  50,385  killed 
or  died  of  battle  wounds.  A large  percent- 


age of  deaths  were,  of  course,  the  result  of 
the  pandemic  of  influenza  which  prevailed 
in  1918.  By  this  time  typhoid  had  been 
brought  under  control  so  that  there  were 
only  2,200  cases  of  typhoid  among  more  than 
4,000,000  soldiers,  and  there  were  only  200 
deaths. 

“When  influenza  swept  the  world  in  1918, 
epidemiologists  undertook  investigations  and 
surveys  with  a view  of  developing  knowledge 
which  might  prevent  a similar  occurrence  in 
the  future.  At  that  time  it  became  evident 
that  there  is  a periodicity  in  these  attacks 
and  that  it  might  reasonably  be  suspected 
that  a similar  epidemic  would  return  twenty- 
five  or  thirty  years  later.  Recently  Dr. 
Thomas  M.  Rivers  of  the  Rockefeller  Insti- 
tute told  the  Congress  of  Microbiology  in 
New  York  that  another  outbreak  of  influen- 
za may  well  be  expected  in  association  with 
the  present  war.  He  pointed  out  at  the  same 
time  that  we  have  not  as  yet  any  effective 
weapon  for  either  the  prevention  or  the 
treatment  of  influenza. 

“In  the  World  War  of  1918  the  problems 
of  tetanus  and  of  gas  gangrene  were  serious. 
Much  was  learned  relative  to  the  proper 
treatment  of  war  wounds.  Since  that  time 
there  has  been  great  advance  in  the  develop- 
ment of  antiseptics  and  of  the  surgery  of  in- 
juries. New  drugs  like  sulfanilamide  and 
sulfapyridine  give  possibility  of  control  over 
various  types  of  infection  which  formerly 
were  invariably  fatal.  Pneumonia  of  certain 
forms  has  begun  to  yield  to  specific  anti- 
serums and  to  sulfapyridine.  Gas  gangrene, 
too,  seems  to  be  more  amenable  to  modern 
chemotherapy,  whereas  it  was  apparently 
resistant  to  all  efforts  in  1918.  In  the  last 
world  war,  trench  fever  and  trench  mouth 
accounted  for  vast  numbers  of  cases  of  dis- 
ability. We  have  learned  much,  too,  about 
the  control  of  these  conditions.” 


“Neither  rich,  heavy  nor  gas-producing 
foods  should  be  eaten  just  before  or  during 
an  airplane  flight,”  the  November  issue  of 
Hygeia,  The  Health  Magazine  declares  in  a 
discussion  of  the  prevention  of  air  sickness. 
“An  alkaline  effervescent  drink  is  helpful 
and  is  usually  found  on  board.  Frequent 
swallowing  until  the  ears  are  cleared  makes 
for  more  general  comfort.  Chewing  gum 
may  make  swallowing  easier. 

“Looking  out  at  the  horizon  accentuates 
dizziness;  hence,  one  so  threatened  should 
close  the  eyes  or  fix  them  on  some  point  in 
the  cabin.” 
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EDITORIAL 

OUR  STATE  INSTITUTIONS 


Physicians  in  Nebraska  are  pleased  to 
learn  that  with  the  completion  of  a new  wing 
to  the  Nebraska  Institution  for  Feeblemind- 
ed in  Beatrice,  150  new  patients  will  be  ac- 
commodated. To  say  that  the  problem  of 
the  feebleminded,  especially  those  requiring 
institutionalization,  is  a serious  one,  is  put- 
ting it  mildly  indeed.  What  the  actual  wait- 
ing list  is  at  present,  probably  no  one  is  in  a 
position  to  know.  Many  unfortunate  families 
hesitate  to  apply  for  admission  of  their 
feebleminded  children  because  of  knowledge 
and  appreciation  of  present  overcrowding.  It 
is  heartening  to  hear  that  the  Board  of  Con- 
trol of  the  State  of  Nebraska  is  contemplat- 
ing further  additions  to  the  institution  so  as 
to  accommodate  a greater  number  of  these 
helpless  children.  Parents  and  siblings  are 
constantly  exposed  to  a discouraging  en- 
vironment. 

Our  State  institutions  are  expanding.  The 
expansion,  however,  is  none  too  rapid,  in 
view  of  the  constantly  increasing  needs  for 
those  who  are  unfortunate  enough  to  fall 
victim  of  Nature’s  pranks.  The  physician, 
better  than  anyone  else,  is  in  a position  to 
understand  the  gravity  of  the  problem  and 


its  effects  upon  those  other  youngsters  in 
the  family  who  have  to  grow  and  develop  in 
the  atmosphere  of  a feebleminded  child. 


MEDICAL  ADVERTISEMENTS 

Most  of  us  view  advertising  as  an  attempt 
on  the  part  of  the  advertiser  to  sell  his 
goods.  There  is  no  question  but  what  a 
manufacturer  who  produces,  or  a jobber  who 
buys  to  sell,  is  interested  primarily  in  the 
movement  of  his  products.  Medical  adver- 
tising, however,  has  another  phase — a phase 
that  many  of  us  do  not  stop  to  appreciate. 
If  we  look  through  the  Nebraska  State  Medi- 
cal Journal,  for  example,  we  will  find  copy 
that  emphasizes,  not  sales,  but  condensed  in- 
formation on  the  products  thus  put  before 
the  profession.  There  are  no  sales  argu- 
ments because  these  advertisers  feel  that 
they  reach  a class  of  readers  who  need  not 
be  “sold.”  The  aim  is  merely  to  keep  the 
product  before  the  eyes  of  the  physician. 
Extraordinary  claims  in  our  Journal  are  im- 
possible because  most  of  the  advertisements 
are  secured  through  the  Cooperative  Medical 
Advertising  Bureau  of  the  American  Medical 
Association  as  a product  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association. 

Advertisers,  however,  do  want  to  feel  that 
physicians  are  aware  of  the  advertisements. 
In  addition  to  supplying  pointed,  factual  in- 
formation, the  advertiser  renders  physicians 
another  service  which  in  fairness  should  be 
acknowledged.  As  a rule,  state  medical 
journals  depend  upon  selling  advertising 
space  for  their  major  financial  resources. 
The  Nebraska  State  Medical  Journal  is  no 
exception. 

We  like  to  point  this  out  because  too  often 
readers  do  not  pay  sufficient  attention  to  the 
service  phase  of  the  advertiser.  It  behooves 
every  physician  interested  in  the  affairs  of 
his  Association,  and  willing  to  do  his  part  in 
the  functions  of  the  organization,  to  make  it 
known  to  the  advertisers  that  he  has  seen 
and  read  the  copy,  and  offer  whatever  con- 
structive thoughts  may  suggest  themselves 
as  helpful.  The  Nebraska  State  Medical  As- 
sociation will  profit  by  it.  Each  member  of 
the  Nebraska  State  Medical  Association  will 
profit  by  it.  Advertisers  of  our  Journal  de- 
serve our  consideration.  They  help  us  main- 
tain our  official  publication. 
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RATIONAL  THERAPY  IN  PNEUMONIA 

The  season  for  pneumonias  is  rapidly  ap- 
proaching, and  it  behooves  each  of  us  to  pre- 
vent its  spread  if  possible.  The  common  cold 
is  often  the  warning  signal,  therefore  let  us 
campaign  against  it. 

There  is  at  present  a great  need  for  rapid 
typing  stations  and  it  is  hoped  that  some 
ways  and  means  may  soon  be  found  to  have 
these  established  in  various  centers  of  our 
State.  This,  we  feel,  will  save  many  lives, 
because  the  value  of  type-specific  serum  is 
now  beyond  question.  The  concentrated  rab- 
bit serum  constitutes  a special  advance  in 
serum  therapy,  but  unfortunately  its  cost  is 
often  beyond  the  reach  of  patients  in  the 
modest  economic  group.  Philanthropy  or 
government  aid  should  make  the  typing  cen- 
ters and  the  serum  accessible  to  all  classes. 
Sulfapyridine  is  a valuable  addition  to  our 
armamentarium  against  this  dreadful 
scourge,  and  it  has  saved  many  lives  in  the 
short  time  that  it  has  been  in  use.  The 
combination  of  sulfapyridine  and  type-speci- 
fic serum  is  occasionally  necessary  before  a 
cure  can  be  effected.  Since  both  of  these 
valuable  aids  are  at  our  disposal,  let  us  for- 
get our  hobbies  and  the  expectant  treatment 
so  that  early  use  of  these  agents  may  save 
many  lives. 

If  no  sputum  is  available,  swabbing  of  the 
nose  and  throat,  or  exciting  the  cough  reflex 
will  yield  enough  sputum  for  typing. 

The  mortality  of  pneumonia  varies  each 
year  according  to  the  mildness  or  severity  of 
epidemics.  The  mild  pneumonias  often  lull 
us  into  self  contentment  and  a belief  that 
we  are  “pneumonia  specialists.” 

For  the  present  we  must  take  advantage 
of  whatever  typing  stations  are  at  our  dis- 
posal, the  use  of  serum  early  in  type-specific 
cases,  and  sulfapyridine  in  rational  dosage. 
The  x-ray  is  a great  help  in  the  early  diagno- 
sis of  pneumonia,  but  x-ray  therapy  is  still 
in  the  experimental  stage.  Blood  cultures 
are  valuable  as  a guide  to  dosage  of  serum. 
Pneumococcic  septicemias  require  massive 
doses  of  serum.  Oxygen  is  valuable  in  the 
treatment  of  symtoms,  but  does  not  cure  the 
disease.  Pneumothorax  is  still  experimental 
and  as  yet  of  little  practical  value.  Circula- 
tory stimulation  is  often  needed,  and  digi- 
talis should  be  used  when  indicated.  Glu- 
cose, sucrose  and  other  palliative  measures 
add  to  our  general  care. 

Adolph  Sachs, 

Chairman  Pneumonia  Control  Committee. 
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CALL  FOR  PAPERS 

Anyone  wishing  to  present  a paper  or  hav- 
ing a scientific  exhibit  which  he  wishes  to 
present  at  the  next  Annual  Assembly  of  the 
Nebraska  State  Medical  Association,  April 
22  to  25,  1940,  please  mail  their  name  and 
titles  to  Dr.  R.  B.  Adams,  416  Federal  Se- 
curities Bldg.,  Lincoln,  Nebraska.  No  re- 
quests will  be  received  after  February  1, 
1940. 


Dr.  Morris  Fishbein,  Editor  of  the  Journal 
of  the  American  Medical  Association,  will 
speak  before  the  Omaha-Douglas  County 
Medical  Society  at  8 p.  m.,  Tuesday,  Novem- 
ber 28.  All  members  of  the  Association  are 
invited. 


The  next  medical  examination  will  be  giv- 
en November  24-25,  1939,  State  Capitol 
Building,  Lincoln,  Nebraska.  All  applica- 
tions for  examination  must  be  on  file  with 
this  Department  at  least  15  days  prior  to  the 
first  day  of  examination. 


Annual  Conference  of  Secretaries 

The  Annual  Conference  of  Secretaries  of 
Constituent  State  Medical  Associations  and 
Editors  of  State  Medical  Journals  will  be  held 
in  Chicago  Nov.  17  and  18.  The  first  session 
will  be  convened  at  10  a.  m.  Friday,  Nov.  17. 
All  meetings  will  be  held  in  the  Assembly 
Room  of  the  American  Medical  Association 
Building,  535  North  Dearborn  Street,  Chi- 
cago. 

Officers  of  state  medical  associations  and 
county  medical  societies,  and  individual  mem- 
bers of  the  Association  who  may  desire  to 
be  present,  are  invited. 


Examinations  American  Board  of 
Obstetrics  and  Gynecology 

The  written  examination  and  review  of 
case  histories  (Part  I)  for  Group  B candi- 
dates will  be  held  in  the  various  cities  of  the 
United  States  and  Canada  on  Saturday,  Jan- 
uary 6,  1940,  at  2:00  p.  m.  Formal  notice 
of  the  place  of  examination  will  be  sent  each 
candidate  several  weeks  in  advance  of  the 
examination  date.  No  candidate  will  be  ad- 
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mitted  to  examination  whose  examination 
fee  has  not  been  paid  at  the  Secretary’s  Of- 
fice. Candidates  who  successfully  complete 
the  Part  I examination  proceed  automatical- 
ly to  the  Part  II  examination  held  in  June, 
1940. 

Candidates  for  re-examination  in  Part  I (written 
paper  and  submission  of  case  histories)  must  re- 
quest such  re-examination  by  writing  the  Secre- 
tary’s Office  not  later  than  November  15,  1939. 
Candidates  who  are  required  to  take  re-examina- 
tions must  do  so  before  the  expiration  of  three 
years  from  the  date  of  their  original  examination. 

The  general  oral  and  pathological  examinations 
(Part  II)  for  all  candidates  (Groups  A and  B)  will 
be  conducted  by  the  entire  Board,  meeting  in  At- 
lantic City,  N.  J.,  on  June  8,  9,  10,  and  11,  1940,  im- 
mediately prior  to  the  annual  meeting  of  the  Ameri- 
can Medical  Association  in  New  York  City. 

Application  for  admission  to  Group  A,  Part  II  ex- 
aminations must  be  on  file  in  the  Secretary’s  Office 
not  later  than  March  15,  1940. 

After  January  1,  1942,  there  will  be  only  one 
classification  of  candidates,  and  all  will  be  required 
to  take  the  Part  I and  Part  II  examinations. 

For  further  information  and  application  blanks, 
address  Dr.  Paul  Titus,  Secretary,  1015  Highland 
Building,  Pittsburgh  (6),  Pennsylvania. 


The  Surgeon  General  of  the  Navy,  Rear 
Admiral  Ross  T.  Mclntire,  (Medical  Corps), 
U.  S.  Navy,  has  announced  that  an  examina- 
tion for  commission  in  the  Medical  Corps  of 
the  United  States  Navy  and  for  appointment 
as  intern  in  the  Medical  Corps  of  the  United 
States  Navy  will  be  held  at  all  naval  hospitals 
in  the  United  States  and  at  the  Naval  Medi- 
cal School,  Washington,  D.  C.,  beginning 
November  6,  1939. 

Candidates  for  admission  must  be  between 
the  ages  of  twenty-one  and  thirty-two  years 
of  age  at  the  time  of  appointment  and  grad- 
uates of  or  senior  medical  students  in  class 
“A”  medical  schools  only. 

Those  who  are  interested  should  write  the 
Surgeon  General,  U.  S.  Navy,  Bureau  of 
Medicine  and  Surgery,  Navy  Department, 
Washington,  D.  C.,  for  further  information 
in  regard  to  the  examination  and  the  pro- 
cedure to  be  followed  for  them  to  appear  be- 
fore one  of  the  examining  boards. 

It  is  requested  that  copies  of  this  an- 
nouncement be  posted. 


About  600  leading  dermatologists  from  all 
parts  of  the  nation  are  expected  to  attend 
the  second  annual  meeting  of  the  American 


Academy  of  Dermatology  and  Syphilology  at 
the  Bellevue-Stratford  Hotel,  Philadelphia, 
November  6 to  8 inclusive.  Sessions  will  be 
held  in  the  form  of  symposia,  special  lectures 
in  “courses”  lasting  from  one  to  four  hours 
each,  and  numerous  Luncheon  Round  Table 
Discussions. 

There  will  be  over  50  lectures  on  the  three 
day  program,  including  the  guest  speaker, 
Dr.  Cornelius  P.  Rhoads  of  Rockefeller  Insti- 
tute, New  York,  who  will  speak  at  11  a.  m. 
Monday,  November  6,  on  “Vitamin  B Com- 
plex.” Clinical  presentations  will  take  place 
at  Jefferson  Medical  School,  Philadelphia,  all 
day  Tuesday,  November  7. 

Registration  begins  at  5 p.  m.  Sunday,  November 
5,  followed  by  a Membership  Committee  and  Board 
of  Directors’  meeting.  The  first  executive  session 
is  set  for  10  a.  m.  Monday  and  in  the  evening  fol- 
lowing special  lectures  and  round  table  luncheon 
discussion,  there  will  be  a board  of  directors’  din- 
ner meeting  and  a smoker.  The  annual  banquet  is 
set  for  7 p.  m.  Tuesday  evening.  Four  symposia, 
1.  Syphilis,  2.  Allergy,  3.  Pharmaceutical  Therapeu- 
tics and  4.  Physiology  and  Chemistry  of  the  skin, 
are  to  be  held  Wednesday  morning,  November  8. 


The  Board  of  Trustees  of  the  Nebraska  State 
Medical  Association  will  hold  its  regular  meet- 
ing on  November  9th,  at  4 p.  m.,  in  the  of- 
fices of  the  Association’s  headquarters,  416 
Federal  Securities  Bldg.,  Lincoln,  Nebr. 


NEWS  AND  VIEWS 


Teachers  and  pupils  of  Teachers’  College 
in  Kearney  were  given  tuberculin  tests  early 
in  October. 


Dr.  John  Anderson  has  been  appointed 
city  physician  of  Gordon,  succeeding  Dr.  L. 
A.  Johnson,  who  recently  moved  to  Tilden. 


Dr.  L.  T.  Sidwell  of  Kearney  and  Dr.  A.  E. 
Rogers  of  Lincoln  were  elected  directors  of 
the  Nebraska  Tuberculosis  Association  for  a 
three-year  term. 


Dr.  I.  B.  Mowry  of  Humboldt  was  elected 
president  of  the  Reserve  Officers  Associa- 
tion comprising  Richardson,  Otoe,  Nemaha, 
Johnson  and  Pawnee  Counties. 
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Dr.  Frank  Spradling  is  acting  superintend- 
ent of  the  Lincoln  State  Hospital,  relieving 
Dr.  A.  H.  Fechner,  superintendent,  now  in 
the  east  for  studies  in  psychiatry. 


Dr.  E.  J.  Mitchell,  Scottsbluff,  was  elected 
chairman  of  the  county  medical  advisory 
council  and  also  county  health  officer  suc- 
ceeding the  late  Dr.  J.  P.  Weyrens. 


Dr.  J.  E.  M.  Thomson  of  Lincoln  was  elect- 
ed to  the  chairmanship  of  the  Executive 
Committee  of  the  Clinical  Orthapaedic  So- 
ciety at  its  recent  session  in  Little  Rock, 
Ark. 


Twenty-three  hundred  public  school  stu- 
dents underwent  physical  examinations  in 
Beatrice  at  the  opening  of  the  school  year. 
Members  of  the  local  medical  society  of  Gage 
County  and  dentists  served  on  these  exami- 
nations. 


Dr.  G.  W.  Dishong,  head  of  the  Depart- 
ment of  nervous  and  mental  diseases  at 
Creighton  School  of  Medicine,  resigned  re- 
cently, after  a service  of  twenty-seven  years. 
Dr.  Ernest  Kelley  becomes  the  head  of  the 
Department. 


The  Bryan  Memorial  Hospital  at  Lincoln 
is  reported  to  have  ended  the  year  in  the 
black.  That  a church  hospital  should  end  the 
year  without  a deficit  in  these  trying  years 
seems  almost  a miracle.  The  administration 
of  the  Bryan  Memorial,  and  all  others  con- 
nected with  the  hospital,  deserve  congratula- 
tions. Here  are  our  best  wishes  for  a simi- 
lar feat  next  year. 


Dr.  Arthur  L.  Smith  of  Lincoln  exhibited 
the  cardiophone  and  cardiophonograph,  which 
he  has  recently  developed,  at  the  meeting  of 
the  Mississippi  Valley  Medical  Society  at 
Burlington,  Iowa,  September  27  to  29.  These 
instruments  broadcast,  record  and  reproduce 
the  human  heart  sounds  and  murmurs.  Dr. 
Smith  also  gave  a lecture  on  “Cardiac  Ar- 
rhythmias.” 


According  to  press  reports  a strenuous  ef- 
fort is  on  foot  in  Nebraska  to  improve  the 


medical  and  dental  needs  of  children.  Nota- 
ble among  the  discussions  are  those  emanat- 
ing from  Lancaster  and  Madison  Counties. 
In  Lincoln  the  Advisory  Board  to  the  Health 
Department  has  suggested  a pediatric  clinic. 
In  Madison  County  the  inadequacy  of  dental 
care  was  particularly  stressed  in  a recent 
conference  among  assistance  groups. 


The  Nebraska  tuberculosis  death  rate,  ac- 
cording to  Dr.  Henry  G.  Chadwick,  Waltham, 
Mass.,  is  the  lowest  in  the  nation.  Dr.  Chad- 
wick made  this  statement  in  an  address  be- 
fore the  Mississippi  Valley  Conference  on 
Tuberculosis  the  latter  part  of  September. 
Pointing  out  that  last  year  the  Nebraska 
death  rate  was  only  15  for  each  hundred 
thousand  population  as  compared  with  the 
national  average  of  48.6,  Dr.  Chadwick  said 
one  important  reason  is  the  state’s  chiefly 
rural  economy  and  the  absence  of  large,  over- 
crowded cities.  Sanitarium  accommodations 
do  not  compare  favorably  with  the  rest  of 
the  country,  with  only  1.1  bed  per  annual 
death  although  two  beds  per  death  is  con- 
sidered the  safe  minimum. 


Sulfanilamide  and  Ear  Infections 

Premature  withdrawal  of  sulfanilamide  in 
the  treatment  of  infections  of  the  middle  ear 
may  cause  the  disease  to  recur  and  to  spread, 
John  Marquis  Converse,  M.  D.,  New  York, 
warns  in  The  Journal  of  the  American  Medi- 
cal Association  for  Oct.  7. 

It  is  pointed  out  that  treatment  with  the 
drug  should  be  stopped  only  on  clinical  and 
laboratory  evidence  (blood  tests)  that  the 
incriminating  organism  is  no  longer  present. 
If  the  drug  is  stopped  too  soon  the  body’s  de- 
fensive mechanism  is  not  prepared  to  deal 
with  the  remaining  living  streptococcic  or- 
ganisms and  the  patient  has  no  immunity  to 
his  infection. 

Dr.  Converse  believes  that:  “Sulfanila- 
mide should  be  reserved  for  the  treatment  of 
spreading  or  life-endangering  infections  and 
it  should  not  be  used  as  an  adjunct  to  the 
usual  measures  for  the  treatment  of  infec- 
tions of  minor  severity. 

“The  amount  of  sulfanilamide  required  to 
sterilize  a site  of  infection  is  so  large  that  the 
danger  of  toxic  manifestations  necessitates 
the  hospitalization  of  all  patients  receiving 
the  drug.” 
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WOMAN’S  AUXILIARY 

President — Mrs.  James  E.  M.  Thomson, 

Treasurer — Mrs.  Harley  Anderson, 

Lincoln 

Omaha 

President-Elect — Mrs.  A.  D.  Brown, 

First  Vice  President — Mrs.  Olin  J.  Cameron, 

Grand  Island 

Omaha 

Secretary — Mrs.  Walter  W.  Carveth, 

Second  Vice  President — Mrs.  Allan  Campbell, 

Lincoln 

Lincoln 

Following  a joint  dinner  with  members  of 
the  Tri-County  Medical  Society  Thursday 
evening,  September  28,  at  the  St.  Francis 
hospital,  members  of  the  Woman’s  Auxiliary 
held  a business  meeting  in  an  adjacent  room. 
In  the  absence  of  Mrs.  W.  H.  Hombach,  pres- 
ident, Mrs.  Amil  Johnson,  the  vice-president, 
presided. 

Covers  at  the  dinner  were  arranged  for 
about  fifty  doctors  and  their  wives  and  dur- 
ing the  serving  vocal  and  instrumental  num- 
bers were  enjoyed.  Fall  flowers  decorated 
the  tables. 

Mrs.  Herman  Johnson, 
Publicity  Chairman. 


To  the  Public  Relations  Chairman : 

Public  Relations  this  year  will  receive  very 
definite  emphasis,  for  our  National  Presi- 
dent, Mrs.  Rollo  K.  Packard,  urged  that  this 
department  receive  special  consideration. 

The  first  object  of  the  Woman’s  Auxiliary 
is  “through  its  members,  to  extend  the  aims 
of  the  Medical  Profession  to  all  organizations 
which  look  to  the  advancement  of  health  edu- 
cation. There  is  so  much  mis-information 
on  Medical  problems  given  out  by  political 
and  well  meaning  social  welfare  groups,  that 
this  department  has  an  extremely  important 
job.  Lay  women’s  organizations  in  the 
United  States  have  always  been  interested  in 
matters  regarding  Public  Health.  Many  have 
well  organized  health  programs,  as  the  Gen- 
eral Federation  of  Women’s  Clubs,  the  Na- 
tional Congress  of  Parents  and  Teachers,  the 
National  Committee  for  Boys’  and  Girls’ 
Work  and  the  National  Educational  Associa- 
tion. We,  therefore,  must  be  ready  as  an 
Auxiliary  and  as  individual  members  to  ac- 
quaint the  public  with  the  means  of  acquir- 
ing authentic  information  on  health  and  to 
present  the  attitude  and  aims  of  the  Ameri- 
can Medical  Association  on  National  Health 
issues. 

Suggestions  to  Chairmen  of  Public  Rela- 
tions : 


1.  Read  the  Auxiliary  pages  in  the  Journal 
of  the  A.  M.  A.,  and  in  the  State  Journal. 

2.  Subscribe  to  Hygeia  through  your  local 
chairman  and  familiarize  yourself  with  its 
contents. 

3.  Keep  a clipping-file  on  matters  pertain- 
ing to  the  interests  of  this  committee. 

4.  For  literature  on  Health  Education 
write  Mrs.  James  F.  Kelley,  State  Health 
Chairman. 

5.  Reviews  of  all  books  pertaining  to  Med- 
ical problems  are  found  in  the  A.  M.  A.  Jour- 
nal. Copies  of  all  reviews  given  locally 
should  be  presented  to  the  advisory  council 
for  approval  before  being  presented  to  lay 
groups. 

6.  List  your  lay  organizations  and  watch 
their  activities  in  Public  Health. 

7.  A survey,  similar  to  the  one  suggested 
last  year,  identifying  Doctors’  wives  with  lay 
organizations  will  help  you  to  know  where 
the  line  needs  strengthening  and  who  to  con- 
tact when  a suggestion  is  necessary. 

8.  With  the  approval  of  your  advisory 
committee  make  a list  of  trained  speakers 
for  presenting  information  on  these  prob- 
lems confronting  the  nation  today. 

9.  We  suggest  again,  a Public  Relations 
Tea  or  Luncheon. 

10.  Do  your  part  in  encouraging  the  at- 
tendance at  programs  sponsored  by  the  state 
group  for  lay  organizations  and  schools  when 
held  in  your  community. 

11.  Advertise  the  National  and  local 
health  radio  broadcasts. 

12.  Help  in  promoting  the  “Summer  Round 
Up.” 

Yours  very  truly, 

Mrs.  E.  S.  Wegner,  Lincoln, 
State  Pub.  Relations  Chairman. 


The  Lancaster  County  Medical  Auxiliary 
met  Monday,  October  2,  at  1 p.  m.  for  a 
sandwich-coffee  luncheon  at  the  home  of 
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Mrs.  Harry  Flansburg.  Mrs.  C.  F.  Ferciot, 
President,  presided  at  the  business  meeting' 
following  the  luncheon.  There  were  thirty- 
five  members  present.  Reports  were  heard 
from  each  committee  chairman. 

Mrs.  C.  C.  Tomlinson  of  Omaha,  past  pres- 
ident of  the  American  Medical  Association 
Auxiliary,  was  the  guest  speaker.  She  gave 
a very  inspiring  talk  regarding  our  position 
and  responsibility  as  doctors’  wives. 

One  project  of  our  Auxiliary  is  to  see  that 
the  Hygeia  magazine  is  put  into  every  school 
in  the  City  of  Lincoln.  We  also  have  a re- 
port from  our  better  movies  chairman  at 
each  meeting.  She  gives  a very  complete  re- 
port about  the  movies  that  are  to  be  in  Lin- 
coln in  the  future. 

We  had  a membership  drive  before  the 
October  meeting  and  the  treasurer  reports 
sixty-two  paid  up  members. 

Mrs.  G.  H.  Misko, 
Lincoln,  Nebr. 

“Medicine  in  the  News,”  is  the  new  title 
and  topic  of  the  National  Broadcasting  Com- 
pany health  education  program  for  1939- 
1940.  The  new  program  will  start  November 
2,  and  will  be  heard  each  Thursday  at  3:30 
p.  m.  Central  Standard  time  over  the  Blue 
network  of  the  National  Broadcasting  Co. 


(STATE)  DEPARTMENT  OF  HEALTH 

Dr.  E.  G.  Zimmerer,  formerly  Assistant 
Epidemiologist,  has  resigned  to  accept  a po- 
sition as  Director,  Control  of  Venereal  Dis- 
ease, Iowa  State  Department  of  Health.  Dr. 
R.  A.  Frary,  formerly  of  Stanton,  has  been 
appointed  his  successor.  Dr.  Frary  is  now 
at  the  U.  S.  Public  Health  Service,  Hot 
Springs,  Ark.,  Venereal  Disease  Clinic,  where 
he  is  pursuing  special  courses  in  venereal  dis- 
ease control.  He  will  return  to  Lincoln  early 
in  November. 

In  cooperation  with  the  MCH  Committee 
of  the  Nebraska  State  Association,  the  MCH 
division  of  the  State  Health  Department  has 
completed  a postgraduate  circuit  program  to 
be  given  in  several  parts  of  the  State  on  the 
dates  and  places  announced  as  follows : 

Grand  Island,  St.  Francis  Hospital,,  Mon- 
day, Nov.  6-13-20-27. 

McCook,  St.  Catherine’s  Hospital,  Tues- 
day, Nov.  7-14-21-28. 


North  Platte,  St.  Mary’s  Hospital,  Wed- 
nesday, Nov.  8-15-22-29. 

Scottsbluff,  Methodist  Hospital,  Thurs- 
day, Nov.  9-16-23. 

Chadron,  Chadron  Hospital,  Friday,  Nov. 
10-17-24,  Dec.  1. 

This  marks  the  third  year  of  activities  on 
the  part  of  the  Health  Department  and  the 
Nebraska  State  Medical  Association  in  their 
efforts  to  bring  refresher  courses  and  post- 
graduate work  to  the  physicians  of  Nebras- 
ka. This  year  it  was  thought  a systematic 
circuit  with  full  time  instructors  covering 
several  areas  would  be  preferred  to  the  for- 
mer plan  of  having  refresher  courses  given 
by  local  men  who  have  been  heard  practical- 
ly over  the  entire  state.  The  men  chosen 
for  this  postgraduate  circuit  are  as  follows: 

Dr.  M.  E.  Davis,  Associate  Professor  of 
Obstetrics  and  Gynecology,  University  of 
Chicago ; Dr.  H.  C.  Hesseltine,  Assistant  Pro- 
fessor of  Obstetrics  and  Gynecology,  Univer- 
sity of  Chicago.  Dr.  Harry  Towsley  is  in- 
structor in  pediatrics  at  the  University  of 
Michigan. 


(STATE)  DEPARTMENT  OF  HEALTH 
Lincoln,  Nebraska 

MORBIDITY  SUMMARY— PRINCIPAL 
DISEASES 


1939  Total  1938  Total 

Sept.  Augr-  to  Date  Sept.  Aug.  to  Date 

Chicken-pox  12  6 836  3 3 1212 

Diphtheria  9 10  93  15  4 118 

Influenza  _ 140  _ 5 134 

Measles  4 4 3877  11  17  2532 

Meningitis,  C.  S.  __  1 1 13  2 _ 37 

Poliomyelitis  9 8 26  _ 3 6 

Scarlet  Fever 52  26  906  47  11  1039 

Smallpox 4 3 215  1 5 178 

Tuberculosis 26  27  164  15  15  156 

Typhoid  Fever 2 3 14  4 2 14 

Whooping  Cough  _18  39  456  45  54  435 

Gonorrhea 73  62  528  72  64  686 

Syphilis 62  57  562  55  41  577 


October,  1939,  Morbidity 


Chicken-pox 

Box  Butte 2 

Dawson  1 

Douglas  7 

(Omaha  7) 

Furnas  1 

Lancaster  1 


(Lincoln  1) 


by  Counties — Detailed 
Meningitis,  C.  S. 


Scotts  Bluff 1 

Measles 

Colfax 1 

Harlan  1 

Lancaster 1 

(Lincoln  1) 

Scotts  Bluff 1 


Diphtheria 

Cuming 1 

Douglas  5 

(Omaha  5) 

Richardson  1 

Scotts  Bluff 2 


Poliomyelitis 


Dawes 1 

Fillmore 1 

Greeley 5 

Saline  1 

Seward  1 
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Scarlet  Fever 

Tuberculosis 

Banner 

. 2 

Buffalo 

1 

Buffalo 

1 

Chase 

2 

Burt 

. 4 

Custer 

1 

Butler 

1 

Douglas 

5 

Cedar 

. 6 

Franklin 

1 

Dodge 

. 1 

Hall 

1 

Douglas 

. 6 

Hamilton 

1 

(Omaha  6) 

Kimball 

1 

Hall 

. 1 

Knox 

1 

Jefferson 

. 1 

Madison 

1 

Johnson 

. 2 

Scotts  Bluff 

2 

Knox 

. 9 

Sherman 

1 

Lincoln 

. 5 

Thurston 

& 

(North  Platte  3) 

Typhoid  Fever 

Madison 

. 1 

Cuming 

1 

Nemaha 

. 4 

Scotts  Bluff 

1 

Platte 

1 

Polk 

. 2 

Whooping  Cough 

Saline 

. 1 

Adams 

1 

Scotts  Bluff 

. 1 

(Hastings  1) 

Seward 

. 3 

Clay 

1 

Douglas 

10 

Smallpox 

(Omaha  10) 

Adams 

. 1 

Lancaster 

3 

(Hastings  1) 

(Lincoln  3) 

Box  Butte 

. 2 

Scotts  Bluff 

1 

Richardson 

. 1 

Seward 

. _ 2 

FACTS  ABOUT  TUBERCULOSIS 
Patch  and  Mantoux  Tests 

In  a summary  of  activities  of  the  Anti- 
Tuberculosis  League  of  Cleveland  and  Cuya- 
hoga County,  Ohio,  the  following  excerpts 
are  of  particular  interest : 

“Twenty-one  thousand,  eight  hundred  and 
fifty-three  children  and  adults  were  fluoro- 
scoped  during  the  school  year ; 326  were  rec- 
ommended for  x-ray. 

“Adults  include  teachers,  other  school  em- 
ployees, contacts,  N.Y.A.  and  W.P.A.  employ- 
ees, lodge  inmates  and  relief  visitors. 

“Through  the  County  Board  of  Health  the 
League  conducted  a five-month  experiment 
with  the  Vollmer  Patch  test.  Seven  hundred 
twelve  persons  were  given  both  the  Mantoux 
and  patch  test. 

The  experiment  revealed  87  per  cent  corre- 
lation by  the  patch  test.  Two  hundred  fifty- 
one  tested  proved  positive  which  the  Man- 
toux found  negative.  The  Mantoux  test 
found  21  positive  which  the  patch  test  found 
negative. 

Conclusions:  the  patch  test  has  a high  de- 
gree of  correlation  with  the  established  Man- 
toux test,  and  appears  to  give  7 per  cent 
more  positives  than  the  Mantoux  test.  Its 
ease  of  application  and  non-traumatizing 


character  make  it  superior  to  Mantoux  in 
other  ways. 

In  the  report  of  the  Committee  on  Tuber- 
culosis of  the  New  Hampshire  Medical  So- 
ciety printed  in  the  August  3 issue  of  the 
New  England  Journal  of  Medicine  is  the  fol- 
lowing account  of  P.P.D.  and  patch  tests: 

“A  study  of  the  comparative  effectiveness 
of  the  P.P.D.  and  patch  tests  was  made  by 
the  Association  in  the  spring  of  1938  in  elev- 
en high  school  groups.  A total  of  1,455  pu- 
pils were  tested.  The  site  for  the  Mantoux 
test  was  cleansed  with  alcohol,  and  for  the 
patch  test  with  acetone. 

“P.P.D.  (first  strength  0.1  cc.)  was  inject- 
ed in  the  right  forearm,  and  the  patch  test 
was  applied  carefully  on  the  left.  Most  of 
the  reactions  obtained  by  the  patch  tests 
were  sharply  defined.  Some  showed  slight 
blistering  in  the  more  pronounced  reactions. 

“It  was  noteworthy  that  in  a few  cases  the 
patch  test  did  not  become  positive  until  five 
to  seven  days  after  the  removal  of  the  patch. 
In  practically  all  cases  the  patch-test  results 
ran  parallel  with  those  of  the  intracutaneous 
test.  In  the  1,455  children,  212  or  14.5  per 
cent  gave  positive  reactions  by  the  two 
tests.” 


Sulfanilamide 

The  effect  of  sulfanilamide  upon  tubercu- 
losis in  guinea  pigs  is  reported  briefly  in 
1938  annual  medical  report  of  Trudeau  Sana- 
torium, Saranac  Lake,  by  Dr.  Fred  H.  Heise, 
medical  director,  and  Dr.  William  Steenken, 
Jr.,  as  follows: 

“Twelve  guinea  pigs  were  infected  sub- 
cutaneously with  10,000  H37  Rv  ‘virulent* 
tubercle  bacilli.  Two  weeks  after  inoculation 
all  reacted  to  O.  T.  intradermally.  One-half 
of  the  pigs  were  treated  with  3.40  grains  of 
sulfanilamide  daily  divided  into  four  doses. 
Two  were  treated  for  two  months,  one  each 
for  three  and  four  months  and  two  for  five 
months.  At  autopsy  no  essential  differences 
could  be  detected  macroscopically  in  the 
amount  and  character  of  the  tuberculosis  in 
the  treated  and  control  groups.” 


Delayed  Diagnosis 

Again  the  picture  of  delayed  diagnosis  in 
relation  to  fatal  pulmonary  tuberculosis  is 
presented  in  an  interesting  way  by  Dr.  Dan 
Morse  of  Columbus,  Ohio,  in  a paper  entitled 
“Late  Diagnosis  and  Fatal  Pulmonary  Tuber- 


Volume  24 
Number  11 


DEATHS 


437 


culosis  in  a Public  Health  Clinic,”  published 
in  the  Ohio  State  Medical  Journal  for  July, 
1939. 

Dr.  Morse  studied  100  cases  recorded  at 
the  Columbus  Tuberculosis  Dispensary  and 
not  diagnosed  until  they  were  hopelessly  ad- 
vanced. All  of  these  patients  had  had  defi- 
nite symptoms  of  tuberculosis  long  before 
diagnosis.  Eighty  of  the  100  had  never  con- 
sulted a physician  before  coming  to  the  dis- 
pensary, Among  the  reasons  for  failure  to 
get  a diagnosis  were,  in  order  of  their  fre- 
quency: feeling  well  enough,  67;  self  treat- 
ment, 62;  afraid  of  possible  diagnosis,  33; 
fear  of  loss  of  income,  25;  incorrect  diagno- 
sis of  private  physician,  20;  and  the  remain- 
der, for  a variety  of  reasons  including  what 
one  might  call  plain  “orneriness.” 


DEATHS 

Dr.  Knode,  Archibald  R.,  Omaha,  born  in  Indiana 
57  years  ago.  Dr.  Knode  came  to  Omaha  early  in 
childhood  with  his  father,  Dr.  R.  S.  Knode,  for  many 
years  a physician  in  Omaha.  Dr.  A.  R.  Knode  gradu- 
ated from  the  Omaha  Medical  College  in  1904.  He 
was  well  known  as  a nose  and  throat  specialist,  and 
until  recently  was  on  the  staff  of  the  University  of 
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Nebraska  Medical  College.  He  died  suddenly  on 
October  11,  1939.  He  is  survived  by  his  widow  and 
a daughter. 

Dr.  Fossler,  John  J.,  Millard,  born  in  Germany  62 
years  ago,  came  to  this  country  at  the  age  of  14, 
graduated  from  the  University  of  Nebraska  College 
of  Medicine  in  1905.  He  practiced  for  a time  in 
Sheridan,  Wyoming,  and  located  in  Millard  in  1912. 
Dr.  Fossler  died  in  Omaha,  September  27,  1939.  His 
wife  is  the  only  survivor. 


Dr.  Miller,  Earl  Edgar,  Culbertson,  born  in  1898, 
graduated  from  University  of  Nebraska  College  of 
Medicine  in  1924.  Dr.  Miller  died  September  20, 
1939.  Surviving  are  two  sons  and  a step-daughter. 

Dr.  Schauffelberger,  Franklin,  Hastings,  bom 
1867,  graduated  from  Jefferson  Medical  College  in 
1894,  and  practiced  in  Hastings  for  46  years.  The 
doctor  died  October  9,  1939.  His  widow  and  a 
brother  survive. 

Dr.  Hamilton,  Howard  Brownlee,  Omaha,  born  in 
Iowa  64  years  ago,  graduated  from  the  University 
of  Illinois  Medical  College  in  1900;  came  to  Omaha 
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in  1910,  where  he  practiced  general  medicine  for  sev- 
eral years  prior  to  associating  with  the  late  Dr.  H. 
M.  Clanahan.  After  the  war,  Dr.  Hamilton  went  to 
Europe  for  further  study  in  pediatrics,  returning  in 
1922.  He  became  professor  and  head  of  the  depart- 
ment of  pediatrics  at  the  University  of  Nebraska 
Medical  College  in  1925,  and  remained  in  that  capa- 
city until  a year  ago  when  he  was  made  professor 
emeritis.  Dr.  Hamilton  was  president  of  the  Oma- 
ha-Douglas  County  Medical  Society  in  1933.  He  was 
apparently  in  good  health  until  the  day  before  he 
died  on  October  13,  1939,  from  coronary  disease.  He 
is  survived  by  his  widow  and  a daughter. 

Dr.  Weyrens,  Joseph  Peter,  Scottsbluff,  was  born 
in  1877,  graduated  from  the  University  of  Minne- 
sota Medical  School  in  1907.  He  practiced  in  Scotts- 
bluff for  13  years  and  previously  practiced  in  Alli- 
ance. He  died  on  October  7,  1939.  Survivors  are 
three  sons:  Dr.  Raymond  J.  of  Omaha,  Dr.  Rollin 
G.  of  Rochester,  Minn.,  and  Donald  E.,  a student  at 
the  University  of  Nebraska. 

Dr.  Beatty,  John  Ray,  Lincoln,  born  in  Platts- 
mouth,  1875,  graduated  from  the  Omaha  Medical 
College  in  1899.  After  practicing  a short  time  in 
Dakota,  the  doctor  located  at  Butte  in  1904  where  he 
remained  until  six  years  ago.  Five  years  ago  he 
entered  the  Veterans  Hospital  at  Lincoln,  where  he 
remained  almost  continuously  until  his  death  on 
October  5,  1939.  He  is  survived  by  his  wife  and  two 
sons. 
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MARRIAGES 

Dr.  Max  Emmert,  Jr.,  Omaha,  to  Miss  Mary  Inez 
Kail  of  Almo,  Tenn.,  in  Birmingham,  Ala.,  Sept.  30, 
1939. 

Dr.  Malcomb  B.  Wilcox,  Holdrege,  to  Miss  Jane 
Lynch  of  Kearney,  September  27,  1939,  at  Kearney. 

Dr.  Louis  John  Ekeler,  David  City,  to  Miss  Mary 
Theresa  Bennis,  of  Lincoln,  111.,  September  19,  1939, 
in  Lincoln,  111. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor,  220 
Medical  Arts  Bldg.,  Omaha. 


The  Sixth  Councillor  District  met  in  David  City, 
Monday,  October  16,  1939,  dinner  at  6:30  p.  m.  Pro- 
gram consisted  of:  (a)  “The  Study  of  Causes  and 
Treatment  of  Headache,”  John  C.  Thompson,  M.  D., 
Lincoln;  (b)  “The  Improvement  in  Position  of  Frac- 
tures Alter  Primary  Reduction,”  Fritz  Teal,  M.  D., 
Lincoln. 

The  Tri-County  Medical  Society  met  September 
28,  at  Grand  Island.  The  following  program  was 
given:  “Surgical  Disease  of  the  Spleen,”  by  Dr.  John 
R.  Nilsson,  Omaha.  Dr.  R.  H.  Loder  of  the  Division 
of  the  Maternal  Child  Health  of  the  State  Health 
Department,  outlined  the  plan  for  post-graduate 
circuit  in  obstetrics  and  pediatrics. 

The  Tri-County  Medical  Society  met  in  Fremont 
on  Thursday,  September  28th,  at  the  Hotel  Path- 
finder. A discussion  on  pneumonia  followed  the 
regular  business  meeting.  The  various  phases  of 
pneumonia  were  discussed  by  Dr.  F.  C.  Schmidt  of 
Chicago.  Dr.  A.  J.  Merrick,  Secretary. 

The  Custer  County  Medical  Society  held  a quar- 
terly meeting  at  the  Arrow  hotel  in  Broken  Bow  on 
October  17.  Following  dinner,  Dr.  L.  T.  Hall,  Oma- 
ha, talked  on  “Pneumonia  in  Adults,”  and  Dr.  Paul 
Bancroft,  Lincoln  pediatrician,  spoke  on  “Pneumonia 
in  Children.”  Dr.  Clyde  W.  Wilcox,  Ansley,  presi- 
dent, presided.  The  Woman’s  Auxiliary  to  the  Cus- 
ter County  Medical  Society  met  at  the  home  of  its 
president,  Mrs.  G.  T.  Erickson  of  Broken  Bow,  fol- 
lowing dinner.  Mrs.  McDaniels  of  Sargent  was 
chosen  secretary-treasurer,  since  Mrs.  Paul  Caroth- 
ers  of  Broken  Bow  has  resigned.  About  twenty 
doctors  and  wives  attended  the  meetings. 

The  Adams  County  Medical  Society  had  its  first 
meeting  of  the  year  at  the  State  Hospital  in  Ingle- 
side  on  October  4th.  Approximately  sixty  members 
and  their  wives  attended — the  largest  attendance  in 
the  history  of  this  Society.  Following  a short  busi- 
ness session,  the  scientific  program  was  opened  by 
Dr.  James  F.  Kelly  of  Omaha  who  spoke  on  “X-ray 
Therapy.”  “Ovarian  Hormones  and  Their  Relation- 
ship to  the  Disturbances  of  Menstruation  and  Re- 
production,” was  discussed  by  Dr.  J.  J.  Freymann  of 
Omaha.  Dr.  W.  L.  Shaw,  Secretary. 

The  Seventh  Councillor  District  Medical  Society 
met  at  the  Mary-Etta  Hotel  in  Fairbury,  Thursday, 
October  19th.  The  program  follows:  2:30  p.  m. — 
“Diagnosis  and  Treatment  of  Functional  and  Organ- 
ic Obstructions  of  the  Gastro-Intestinal  Tract  of  In- 
fants,” Charles  A.  Tompkins,  M.  D.,  Omaha;  3:30 


p.  m. — “Analysis  of  Confusing  Pelvic  Symptoms,” 
H.  E.  Harvey,  M.  D.,  Lincoln;  4:30  p.  m. — “Indica- 
tions and  Contra-Indications  for  Caesarean,”  Ralph 
Luikart,  M.  D.,  Omaha;  5:30  p.  m. — Business  Ses- 
sion; 6:30  p.  m. — Dinner  at  Mary-Etta  Hotel;  7:30 
p.  m. — Address,  A.  L.  Miller,  M.  D.,  Kimball,  Presi- 
dent, N.  S.  M.  A.;  talk,  M.  C.  Smith,  Executive  Sec. 
N.  S.  M.  A.;  8:30  p.  m. — “The  Surgical  Diseases  of 
Childhood,”  Clayton  Andrews,  M.  D.,  Lincoln,  Presi- 
dent-Elect N.  S.  M.  A.  H.  H.  Humphrey,  M.  D., 
President;  Rudolph  F.  Decker,  M.  D.,  Secretary;  A. 
A.  Conrad,  M.  D.,  Councilor. 

The  Loup  Valley  Medical  Society  met  September 
20th  at  the  Thurston  Hotel  in  Columbus.  Two 
papers  were  read:  (1)  Dr.  J.  A.  Weinberg,  Omaha, 
“Surgical  Treatment  of  Diseases  of  the  Thyroid;” 
(2)  Dr.  Harry  Flansburg,  Lincoln,  “Medical  Aspects 
of  the  Thyroid  Gland.”  Approximately  twenty-five 
members  of  the  Society  attended. 

The  regular  meeting  of  the  Omaha-Douglas  Coun- 
ty Medical  Society  was  held  in  the  Medical  Arts 
Auditorium  on  Tuesday,  September  26,  1939.  The 
meeting  was  called  to  order  at  8:00  p.  m.,  by  Presi- 
dent Sage.  The  secretary  read  the  minutes  of  the 
Council  Meeting  of  July  18  and  September  26.  The 
minutes  of  the  annual  meeting  May  23,  1939,  and 
Council  meeting  of  June  13,  were  not  read  inasmuch 
as  they  had  been  reported  in  the  June  and  July- 
August  issues  of  The  Bulletin.  The  scientific  pro- 
gram was  presented  by  members  of  the  staffs  of  the 
Nebraska  Methodist  Hospital  and  Bishop  Clarkson 
Memorial  Hospital.  After  Dr.  Olin  J.  Cameron  gave 
his  talk  on  “Exfoliative  Dermatitis — Analysis  and 
Therapy,”  President  Sage  turned  the  program  over 
to  Dr.  C.  P.  Baker,  pathologist  at  the  Methodist 
Hospital.  Dr.  Baker  first  called  upon  Dr.  W.  H. 
Taylor  who  presented  his  case  on  “Focal  Brain  Ne- 
crosis Following  Anesthesia,”  with  further  discus- 
sion by  Dr.  J.  D.  McCarthy  and  G.  A.  Young.  A 
case  of  “Erythroblastosis  Fetalis,”  was  presented  by 
Dr.  J.  A.  Henske  and  H.  B.  Hamilton,  with  discus- 
sion by  Dr.  Clyde  Moore.  Dts.  Charles  W.  Mc- 
Laughlin, John  C.  Sharpe  and  H.  B.  Hunt  presented 
a case  of  “Bleeding  Duodenal  Ulcer.”  The  program 
was  closed  by  Drs.  Rodney  Bliss  and  F.  W.  Niehaus, 
presenting  a case  of  “Diabetes  with  Complications.” 
Dr.  Baker  reported  his  findings  in  each  case,  illus- 
trating his  remarks  with  photographic  and  micro- 
scopic slides.  Meeting  adjourned  at  10:10  p.  m. 


HEALTH  EDUCATION 
Money  Spent  on  Medicine 

People  do  spend  money  for  “health.”  Print- 
er’s Ink  Magazine  reports  that  one-third  of 
the  business  done  in  drug  stores  throughout 
the  nation  is  in  the  sale  of  proprietory  drugs 
and  patent  medicines. 

Of  every  $100  spent  in  a drug  store,  $33 
goes  for  patent  medicines  and  $12  for  pre- 
scriptions. This  means  that  for  every  dol- 
lar’s worth  of  doctor’s  prescriptions,  people 
spend  about  $3 — most  likely  for  self-medica- 
tion. The  total  patent  medicine  sales  last 
year  amounted  to  410  million  dollars,  more 
than  $3  per  capita. 
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NEW  ORDER  OF  THINGS 
From  “Telegraph,”  North  Platte 

In  his  address  to  the  Lincoln  County  Medical  So- 
ciety Thursday  night  Dr.  A.  L.  Miller  of  Kimball, 
president  of  the  Nebraska  State  Medical  Associa- 
tion, made  several  statements  pertinent  to  the  sta- 
tus of  the  medical  profession  with  relation  to  the 
so-called  “New  Order  of  Things,”  which  were  well 
worth  serious  consideration  by  the  public. 

It  may  be  construed  that  Dr.  Miller’s  remarks  con- 
tain essentially  the  general  attitude  of  the  profes- 
sion since  he  is  titular  head  of  the  organization,  pre- 
sumed to  represent  Organized  Medicine  in  Nebras- 
ka directly  descendant  with  the  parent  organization 
known  as  the  American  Medical  Association,  the 
membership  of  which  is  more  than  140,000  of  the 
180,000  practicing  physicians  in  the  United  States 
today. 

We  quote  excerpts  from  Dr.  Miller’s  address, 
which  we  believe  to  be  of  interest  to  the  public  and 
provocative  of  constructive  thought  in  behalf  of  an 
altruistic  profession  which  recently  has  been  con- 
sidered maligned  without  justification. 

“The  physician  is  particularly  vulnerable  to  the 
whims  of  theorists,  and  socialistic  trends,  due  to  the 
fact  that  a majority  of  his  work  has  to  do  with  in- 
tangible service,  public  health  and  welfare,  thus  af- 
fording a fertile  field  for  attempts  at  governmental 
encroachment;  regimentation  by  sundry  agencies 
presuming  to  the  public  their  necessity  for  paternal- 
ization  in  the  interests  of  public  welfare  and  health, 
being  a necessity  and  thereby  obtaining  a respon- 
sive ear  from  an  insufficiently  informed  public. 

“Nothing  should  ever  interfere  with  the  untram- 
meled and  free  selection  of  a physician  by  any  indi- 
vidual in  this  nation  to  care  for  his  or  her  physical 
needs.  Such  privileges  are  the  basic  elements  of 
democracies  just  the  same  as  freedom  of  speech, 
freedom  of  press  and  the  many  other  privileges 
guaranteed  to  us  under  our  Constitution.  This  in- 
nate and  basically  intangible  interest  and  association 
between  patient  and  physician  could  not  prevail  un- 
der socialized  or  paternalistic  regimes.” 

“Regimentation  in  medicine,  the  same  as  in  any 
other  activity,  means  the  loss  of  individuality,  per- 
sonal initiative  and  collective  integrity.  Such  vir- 
tues have  been  the  pride  of  the  American  people 
since  the  founding  of  this  nation.” 

“The  psychology  of  authoritarian  regimes  in  ev- 
ery activity  of  life,  including  medicine,  ultimately 
relegates  individual  effort  to  the  discard  and  sup- 
plants it  with  mass  coercion  and  duty  to  a collective 
dictim  rather  than  seeking  to  ameliorate  the  needs 
of  the  individual  citizen  as  they  may  arise  without 
regard  to  his  economic  status  or  political  preference, 
racial  or  religious  affiliation.” 

“The  medical  profession  in  America  today  should 
accept  its  responsibility  to  the  great  middle  econo- 
mic class  of  wage  earners  and  tradesmen  rather  than 
to  change  its  entire  course  to  accommodate  the  de- 
mands of  minorities.  It  is  this  great  middle  class 
that  the  physician  treats  daily,  that  accepts  and 
pays  for  that  intangible  thing  called  service  and  pro- 
vides the  incentive  for  the  incomparable  record  of 
scientific  achievement  in  the  fields  of  public  health 


and  preventive  medicine,  surgery  and  surgical  tech- 
nique, the  development  of  the  x-ray,  radium  and 
agencies  for  the  amelioration  and  cure  of  disease.” 

“The  doctor  in  his  busy  life  and  devotion  to  duty 
has  failed  to  keep  the  people  informed  about  his 
life,  his  problems,  his  achievements.  Bound  by  tra- 
dition to  silent  consideration,  he  has  allowed  oppor- 
tunities in  government  to  seize  upon  economic  strin- 
gency as  the  basis  for  criticism  in  an  attempt  to 
further  ‘create  a new  order  of  things.’  The  unbiased 
and  undistoited  truth  must  and  will  be  told,  and 
like  other  American  institutions,  American  medicine 
will  stand  all  assaults.” 

Dr.  Miller  has  made  a clear  diagnosis  of  the  case. 
The  medical  profession  must  not  be  regimented  for 
the  control  of  politicians  and  it  likewise  should  not 
be  subject  to  the  unwarranted  criticism  of  ambitious 
minorities  who  would  create  an  untried  “new  order 
of  things.”  Neither  work  for  the  development  of 
science  or  the  profession,  and  the  record  of  the  pro- 
fession itself,  in  carrying  on  its  great  humanitarian 
work  through  the  years,  should  be  sufficient  evi- 
dence to  let  well  enough  alone. 

* * * 

PUBLIC  HEALTH  WORK 
From  The  Journal,  Lincoln 

The  last  congress  appropriated  $1,500,000  for  pub- 
lic work  in  the  various  states.  This  is  the  latest 
development  in  the  work  of  the  federal  health  bu- 
reau, and  the  reason  for  the  appropriation  was  that 
the  states  do  not  undertake  programs  that  meet 
with  the  approval  of  the  Washington  authorities. 
The  theory  is  that  if  the  government  is  to  embark 
on  this  line  of  work  without  complete  waste  of 
money  appropriated  for  its  use,  there  must  be  co- 
ordination between  the  federal  bureau  and  the  local 
agencies.  The  soundness  of  the  proposition  is  self- 
evident. 

The  government  has  embarked  on  this  work,  and 
so  long  as  that  policy  meets  with  public  approval,  as 
would  seem  to  be  true  in  this  case,  the  wTork  should 
be  done  right.  The  money  appropriated  is  being  di- 
vided among  the  states,  and  will  enable  the  employ- 
ment of  more  public  health  nurses  and  sanitary  en- 
gineers. 

Great  progress  has  been  made  in  the  field  of 
medicine  in  recent  years,  particularly  in  the  field  of 
preventive  medicine.  Public  health  work,  to  take 
advantage  of  the  discoveries  made  and  new  methods 
conceived,  will  be  expanded.  So  far  as  the  states 
are  concerned,  health  bureaus  have  been  in  existence 
for  a number  of  years.  It  is  in  the  counties  that  the 
work  has  lagged.  It  is  stated  on  good  authority 
that  less  than  half  of  the  counties  in  the  nation 
have  even  the  nucleus  of  a health  service. 

Those  who  may  be  inclined  to  resent  this  exten- 
sion of  federal  authority  as  another  step  toward  cen- 
tralization may  calm  their  fears.  Under  the  plans 
drawn  the  department  will  strive  to  make  available 
to  the  counties  proven  methods  of  prevention;  it  re- 
mains for  them  to  determine  what  they  will  do.  The 
only  restriction  is  that  the  federal  contribution  be 
wisely  used  for  the  end  sought. 

* * * 

COST  OF  MEDICAL  CARE 
From  The  Journal,  Lincoln 

Medical  men,  at  times  and  under  conditions  that 
may  seem  appropriate,  are  inclined  to  boast  of  pro- 
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gress  made.  When  they  do  so  the  public  is  in- 
clined to  applaud,  even  though  it  may  view  with 
concern  some  hard  and  unpleasant  facts  about  what 
medicine  still  struggles  to  accomplish  and  at  which 
progress,  if  there  is  any,  is  slow.  The  public  listens 
attentively  when  doctors  argue  against  socialized 
medicine,  and  at  the  same  time  considers  the  rising 
cost  of  medical  care,  the  plight  in  which  the  great 
middle  class  finds  itself  when  physical  ailments  ap- 
pear, and  the  situation  the  hospitals  the  country 
over  are  facing. 

American  medical  men  have  been  meeting  in  Kan- 
sas  City  the  past  week,  taking  lessons  and  advice 
from  each  other,  learning  of  progress  made  in  tech- 
nique and  treatment,  and  discussing  the  record  of 
medicine  during  a long  depression.  The  claim  is 
made,  by  the  medical  men  of  course,  that  organized 
medicine  has  continued  to  function  at  top  efficiency 
and  to  fulfill  in  a surprisingly  large  measure  its  ob- 
ligations. This  claim  is  urged  in  combatting  the 
plea  frequently  urged  for  a socialized  medicine  that 
will  serve  all  with  equal  effort  and  efficiency.  No 
science,  doctors  say,  has  made  progress  so  rapidly 
as  medicine  and  no  science  has  shared  that  advance 
so  unselfishly. 

Much  of  the  glory  for  the  progress  made  is  claimed 
by  the  American  Medical  association,  notwithstand- 
ing the  fact  that  few,  if  any,  of  the  other  profes- 
sional organizations  have  been  attacked  so  bitterly. 
These  attacks  have  come  from  high  sources,  from 
practicing  physicians  and  from  the  public  itself. 

It  is  true  that  the  public  generally  hesitates  when 
state  or  socialized  medicine  is  mentioned.  Ameri- 
cans are  individualists.  They  will  have,  where  pos- 
sible, only  the  physician  in  whom  they  have  faith. 
They  do  not  want  to  be  told  by  some  bureaucrat 
which  physician  they  may  consult. 

What  the  public  demands,  of  course,  is  progress 
in  medical  science,  improved  service  and  lower  costs. 
It  will  question  whether  organized  medicine  offers 
all  of  that.  The  cost  of  care  is  great  and  the  belief 
is  fairly  general  that  the  trend  is  not  downward  and 
has  not  been  for  a number  of  years — not  at  least 
since  the  general  practitioner  began  yielding  ground 
to  the  specialist. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 

They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg:.,  Omaha. 


Dr.  J.  M.  Johnson,  Hartington,  was  reported  ill 
in  October. 

Dr.  M.  L.  Koser,  Nebraska  City,  is  visiting  in 
Tulsa,  Okla. 

Dr.  H.  W.  Shreck,  Holdrege,  visited  the  Mayo 
clinic,  Rochester,  in  September. 

Dr.  Donald  Burdick  went  to  Chicago  in  Septem- 
ber to  attend  a medical  convention. 

Dr.  and  Mrs.  J.  B.  Potts  have  returned  to  Omaha 
after  a two  month  stay  in  California. 

Dr.  Frederick  C.  Hill,  Omaha,  has  been  appointed 
secretary  to  St.  Joseph’s  hospital  staff. 

Dr.  T.  J.  Kerr,  North  Platte,  took  a western  trip 
in  September.  Object:  wild  game  hunting. 

Dr.  Edwin  C.  Henry,  Omaha,  announces  the  asso- 
ciation with  him  of  Dr.  John  W.  Gatewood. 

Dr.  Leslie  A.  Johnson,  who  formerly  practiced  at 
Plainview  and  Gordon,  is  now  located  at  Tilden. 


Dr.  Charles  E.  Slagle,  Alliance,  a victim  of  Tri 
geminal  Neuritis,  was  operated  on  in  September. 

Dr.  and  Mrs.  F.  W.  Karrer  of  Benedict  are  spend- 
ing several  weeks  in  Wilmington,  Del.,  visiting  their 
son. 

After  an  absence  of  several  months,  Dr.  R.  J. 
Kasper  has  returned  to  Wahoo  to  resume  his  prac- 
tice. 

Dr.  and  Mrs.  R.  C.  Panter  have  returned  to  Dor- 
chester after  spending  part  of  the  summer  vacation- 
ing in  Minnesota. 

Dr.  F.  A.  Keller  underwent  an  operation  for  the 
amputation  of  his  right  leg  at  the  Falls  City  Hos- 
pital in  September. 

At  this  writing  Dr.  H.  R.  Miner,  Falls  City,  is  in 
the  Clarkson  Memorial  Hospital,  Omaha,  convales- 
cing from  encephalitis. 

Dr.  T.  L.  Weekes,  Nebraska  City,  spent  the  first 
week  in  October  attending  the  Southwest  Annual 
Assembly  in  Kansas  City. 

Dr.  D.  S.  Rosenberg  of  Franklin  attended  the 
Southwest  Annual  Assembly  in  Kansas  City,  Mo., 
the  last  part  of  September. 

Dr.  Floyd  H.  Kinyoun,  formerly  of  Omaha,  an- 
nounces the  opening  of  offices  at  1221-1225  Equita- 
ble Bldg.,  Hollywood,  Calif. 

Dr.  B.  B.  Hauser,  Hooper,  spent  the  first  week  in 
October  attending  a meeting  of  the  American  Col- 
lege of  Proctology  in  Chicago. 

Dr.  G.  A.  Morehouse,  Benkelman,  took  a two 
weeks’  post-graduate  course  at  the  University  of 
Buffalo  School  of  Medicine,  in  September. 

Dr.  J.  E.  Prest,  Trenton,  was  guest  speaker  on 
the  Medical  Science  program  presented  by  the  Tren- 
ton Woman’s  Club.  His  subject  was  “The  Cycle  of 
Life.” 

Dr.  J.  R.  Graham,  who  formerly  practiced  in  Al- 
len, is  now  located  at  Walthill.  Dr.  W.  J.  Luxford 
previously  of  Decatur,  has  also  opened  his  office  in 
Walthill. 

Dr.  and  Mrs.  W.  J.  Arrasmith,  Grand  Island,  are 
on  an  eastern  motor  trip.  The  doctor  planned  to 
attend  the  convention  of  the  American  College  of 
Surgeons. 

Dr.  Geo.  T.  Alliband  of  Osceola  has  become  asso- 
ciated with  Dr.  J.  Hewitt  Judd  of  Omaha.  Dr.  W. 
Ray  Hill,  Omaha,  has  taken  over  Dr.  Alliband’s  prac- 
tice in  Osceola. 

Dr.  R.  M.  Heilman,  a graduate  of  the  University 
of  Nebraska  College  of  Medicine,  has  completed  his 
internship  at  St.  Luke’s  Hospital,  Denver,  and  has 
opened  his  office  at  Lyons. 

Dr.  and  Mrs.  H.  R.  Elston  left  for  Philadelphia, 
Pa.,  where  the  doctor  will  take  post-graduate  work. 
His  practice  in  Humphrey  is  being  taken  over  by 
Dr.  H.  E.  Salsbury  of  Omaha. 

Dr.  P.  Bryant  Olsson,  a graduate  of  the  Univer- 
sity of  Nebraska  Medical  College,  has  completed  his 
internship  at  Swedish  Lutheran  Hospital,  Seattle, 
and  will  open  his  practice  at  Lexington. 

Dr.  A.  A.  Smith  and  Dr.  G.  L.  Pinney,  Hastings, 
visited  the  Mayo  clinic  in  Rochester  in  September. 

Dr.  Richard  Young  and  family  have  returned  to 
Omaha  from  a visit  to  Canada  in  September. 

Dr.  F.  W.  Winter,  Adams,  celebrated  his  87th 
birthday  at  Bailey’s  sanatorium,  Lincoln,  where  he 
has  been  a patient  for  some  time.  Nurses  of  the 
hospital  presented  the  doctor  with  a birthday  cake. 
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Stammering,  indistinct  speech,  nasality,  and 
other  speech  ailments  such  as  result  from  cleft 
palate,  or  spastic  paralysis  can  be  overcome 
with  successful  results 

THE  SCHOOL  FOR 
SPEECH  HANDICAPPED 

Directed  by 
H.  STENNFELD 

835  N.  Somers  Ave.,  Fremont,  Nebraska 
OMAHA  OFFICE  HOURS:  On  Saturdays  at 
Benson  Medical  Center,  63d  and  Maple. 

References — Nebraska  State  Medical  Association. 


BOOK  REVIEW 

The  Vitamins — A Symposium  Arranged 
Under  the  Auspices  of  the  Council  on  Pharm- 
acy and  Chemistry  and  the  Council  on  Foods 
of  the  American  Medical  Association.  Imi- 
tation leather.  Price,  $1.50  postpaid,  pp.  637. 
Chicago : American  Medical  Association, 

1939. 

So  much  information  has  become  available 
about  the  vitamins,  that  it  is  difficult  even 
for  experts  to  keep  up  with  the  literature. 
The  present  volume  is  a welcome  compendi- 
um of  authoritative  information  about  these 
accessory  food  factors.  There  are  discus- 
sions of  the  chemistry,  physiology,  pathol- 
ogy, pharmacology  and  therapeutics,  meth- 
ods of  assay,  food  sources  and  human  re- 
quirements of  each  of  the  important  vita- 
mins. The  volume  is  composed  of  thirty- 
one  chapters  written  by  experts,  and  is  pub- 
lished under  the  auspices  of  the  Council  on 
Pharmacy  and  Chemistry  and  the  Council  on 
Foods  of  the  American  Medical  Association. 

This  book  should  prove  to  be  an  indis- 
pensable volume  for  the  library  of  every 
physician. 


BiNTiNG1 


A complete  printing 
service  is  at  your 
disposakonsult  the 

Planners  and  Producers 
of  Productive  Printing 
in  Lincoln. 


k Lincoln  Printing  Co. 

Maul  Brothers 

213  So.  10th  St.,  Lincoln,  Nebr.  /- 


PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 


HOSPITAL 

ACCIDENT 

SICKNESS 


For  ethical  practitioners  exclusively 

(50,000  POLICIES  IN  FORCE) 


Liberal  Hospital  Expense  Coverage  for  $10.00 

Per  Year 

$5,000.00  accidental  death 

$25.00  weekly  Indemnity,  aeeident  and  tickneu 

For 

$33.00 

per  year 

$10,000.00  accidental  death 

$50.00  weekly  indemnity,  accident  and  tickneu 

For 

$66.00 
per  year 

$15,000.00  accidental  death 

$75.00  weekly  indemnity,  accident  and  tickneu 

For 

$99.00 

per  year 

37  i lears  under  the  same  management 

$1,700,000  INVESTED  ASSETS 
$9,000,000  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska  for 
protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beeinning;  day  of  disability. 

Send  for  applications.  Doctor,  to 

400  First  National  Bank  Building  Omaha,  Nebraska 


Laboratories  of 
Clinical  Pathology 

731-6  Medical  Arts  Bldg. 
OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.  D.,  Director 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 

Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 


“The  laboratories  are  approved 
and  accepted  by  the  Council  on 
Medical  Education  and  Hospitals.” 
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^Manufacturers  and  dispens- 
ers of  glasses  to  meet  the 
exacting  requirements  of 
the  Medically  Trained  Eye 
Physician. 


PHYSICIANS 

OPTICAL  SERVICE 

W.  E.  CARLSON 

216-218  South  17th  St.,  OMAHA 


Dr.  £.  T.  Manning 

Clinical  Pathologist 


1407  Medical  Arts 
Building 


OMAHA  NEBRASKA 


34  Years  of  Service 

to  the 

Physicians  of  Nebraska 

Wholesale  Drugs  and  Surgical  Supplies 

Gaynor  Bagstad  Co. 


313-315  Jackson  St.  Sioux  City,  Iowa 


Attention  “Doctors” 

Lincoln  Splint  and  Brace  Shop 

Braces  of  All  Kinds  Made  and 
Repaired 

PROMPT  SERVICE 

JAMES  CASEY,  Prop. 

Phone  B1644  327  Sharp  Bldg. 

LINCOLN,  NEBR. 


LINCOLN  GENERAL  HOSPITAL 

LINCOLN,  NEBR. 


The  Chief  Value 
of  a Hospital 

. . . lies  in  its  ability  to  provide  scientific 
and  sympathetic  care  for  the  sick  of  the 
community. 

The  Lincoln  General  Hospital  is  proud 
that  it  is  equipped  and  staffed  in  such 
a fashion  that  this  purpose  is  achieved. 
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Why  Mead  Johnson  & Company  Cooperates 
With  the  Council 

Voluntarily,  we  market  only  Council-Ac- 
cepted products  because  we  have  faith  in  the 
principles  for  which  the  Council  on  Pharm- 
acy and  Chemistry  (and  the  Council  on 
Foods)  stand. 

We  have  witnessed  the  three  decades  dur- 
ing which  the  Council  has  brought  order  out 
of  chaos  in  the  pharmaceutical  field.  For 
over  thirty  years  it  has  stood — alone  and  un- 
afraid— between  the  medical  profession  and 
unprincipled  makers  of  proprietary  prepara- 
tions. 

The  Council  verifies  the  composition  and 
analysis  of  products,  and  substantiates  the 
claims  of  manufacturers.  By  standardizing 
nomenclature  and  disapproving  therapeuti- 
cally suggestive  trade  names,  it  discourages 
shotgun  therapy  and  self-medication.  It  is 
the  only  body  representing  the  medical  pro- 
fession that  checks  inaccurate  and  unwar- 
ranted claims  on  circulars  and  advertising  as 
well  as  on  packages  and  labels. 

The  Council  cooperates,  through  the  N.  N. 
R.  and  in  other  ways,  with  the  U.  S.  Pharma- 


copoeia Board,  testing  and  evaluating  scores 
of  new  products  which  appear  during  the 
10-year  interim  between  Pharmacopoeial  re- 
visions. 

We  are  conscious  of  the  fact  that  the 
Council  has  at  times  been  criticized  both  in 
and  out  of  the  medical  profession.  We  hold 
no  brief  for  perfection  in  any  human  agency. 
But  we  subscribe  to  the  fact  that  the  work 
of  the  Council  is  sound  in  principle;  and  in 
this  high-pressure  day  and  age,  we  shudder 
to  think  of  a return  to  the  proprietary-medi- 
cine-quack-nostrum conditions  of  over  thirty 
years  ago,  when  there  was  Babel  instead  of 
Council. 


BOOKS  RECEIVED 

Diseases  of  the  Skin — by  Richard  L.  Sutton,  M.  D., 
Sc.  D.,  LL.  B.,  F.  R.  S.  (Edin).  Professor  of  Derma- 
tology, University  of  Kansas  School  of  Medicine 
and  Richard  L.  Sutton,  Jr.,  A.  M.,  M.  D.,  K.  R.  C.  P. 
(Edin.),  Associate  in  Dermatology,  University  of 
Kansas  School  of  Medicine.  Tenth  edition,  revised, 
enlarged  and  reset,  with  1,452  text  illustrations  and 
21  color  plates.  Descriptions  of  all  significant  en- 
tities, syndromes,  and  concepts,  and  of  many  un- 
usual and  even  exceptional  dermatoses  have  been 
incorporated.  Emphasis  is  laid,  however,  on  the 

(Continued  on  page  xxvi) 


SILVER  PICRATE  Q^dh's 

has  shown  a 

CONVINCING  RECORD  OF  EFFECTIVENESS 
in  ACUTE  ANTERIOR  URETHRITIS 


•“Treatment  of 
Acute  Anterior 
Urethritis  with 
Silver  Picrate,” 
Knight  and  She- 
lanski,  American 
Journal  of 
Syphilis,  Gon- 
orrhea and  Ve- 
nereal Diseases, 
Vol.  23,  No.  2, 
pages  201-206, 
March,  1939. 


due  to  Neisseria  gonorrheae 

The  record  is  based  on  rigid  clinical  and  laboratory  signs  before 
and  after  treatment.* 

1.  Fresh  smear  3.  Acid  formation  in  maltose 

2.  Fermentation  of  dextrose  4.  Agglutination  test 

5.  Alkali  solubility  test 

Silver  Picrate  is  a crystalline  compound  of  silver  in  definite 
chemical  combination  with  picric  acid.  Dosage  form  for  use  in 
Anterior  Urethritis:  Wyeth’s  Silver  Picrate  Crystals  used  in  an 
aqueous  solution  of  0.5  percent. 

Supplied  at  all  pharmacies  in  vials  of  2 grams 

Complete  literature  on  Silver  Picrate  as  used  in  genito-tirinary  and  gyneco- 
logical practice  will  be  mailed  on  request. 


JOHN  WYETH  AND  BROTHER,  INC.  • PHILADELPHIA,  PA. 
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Behind 


Mercurochrome 


(dibrom-oxymercuri-fluorescein-sodium) 

is  a background  of 


BOOKS  RECEIVED 
(Continued  from  page  xxv) 

purpose  of  practical  medicine,  which  is  to  cure  the 
ordinary  patient  of  his  ordinary  complaints  by  sci- 
entific or  by  pragmatic  means.  This  is  a 50  mo. 
book  and  contains  1,548  pages,  including  index.  It 
may  be  obtained  from  the  C.  V.  Mosby  Company,  St. 
Louis,  Missouri.  Price,  $15.00. 


Precise  manufacturing  methods  in- 
suring uniformity 

Controlled  laboratory  investigation 

Chemical  and  biological  control  of 
each  lot  produced 


Extensive  clinical  application 


Thirteen  years’  acceptance  by  the 
Council  of  Pharmacy  and  Chem- 
istry of  the  American  Medical 
Association 


A booklet  summarizing  the  impor- 
tant reports  on  Mercurochrome  and 
describing  its  various  uses  will  be 
sent  to  physicians  on  request. 


Treatment  in  General  Practice  (2  volumes).  Re- 
cently, the  British  Medical  Journal  carried  out  an 
interesting  experiment.  A series  of  articles  on 
treatment  was  published,  each  article  written  by  a 
well-known  clinical  teacher  thoroughly  familiar  with 
his  subject.  Later  the  various  articles  were  gath- 
ered together  and  published  in  book  form.  There 
were  two  volumes  to  the  series.  These  are  now  of- 
fered to  the  medical  profession  by  Little,  Brown  and 
Company,  Boston,  at  $7.50  for  the  two.  They  should 
be  of  help  not  only  to  General  Practitioners  but  also 
to  teachers  and  medical  students. 

Do  You  Want  to  Become  a Doctor?  by  Morris 
Fishbein,  M.  D.,  publishers,  Stokes,  1939,  176  pages, 
price  $1.50.  This  is  a compact  little  volume,  con- 
taining many  of  the  questions  asked  by  prospective 
students.  It  also  contains  a list  of  the  medical 
schools,  the  number  of  students,  the  extent  of  the 
faculties  and  the  laboratory  and  clinical  facilities  of 
each  individual  school. 


Hynson,  Westcott  & Dunning,  Inc. 

BALTIMORE,  MARYLAND 


“Baptism  of  the  Infant  and  the  Fetus,”  a brochure 
considered  a standard  work  of  its  kind.  The  author 
is  Rev.  J.  R.  Bowen  of  Dubuque,  la.  Price  25c. 


PHARMACEUTICALS 

YOU  CAN  PRESCRIBE  WITH  CONFIDENCE 


EVERY  PRODUCT  EXHAUSTIVELY  TESTED 

l-AACK  of  every  Smith-Dorsey  product  is  a triple  safe- 
^ guard: 

1.  Our  control  laboratory  tests  each  new  shipment  of 
materials  for  purity  and  quality. 

2.  Finished  products  must  run  the  gauntlet  of  careful 
tests  to  insure  conformity  to  label  statements. 

3.  New  products  are  never  released  without  subject- 
ing them  to  physiological  tests. 

Such  is  the  background  of  Smith-Dorsey  products.  The 
steady  growth  of  The  Smith-Dorsey  Company  since  1908  in- 
dicates that  physicians  find  our  products  measure  up  to 
their  standards.  No  preparations  are  ever  offered  the  laity. 


FOUNDED  1908 


Lincoln,  Nebraska 
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Cook  County 

Graduate  School  of  Medicine 

(IN  AFFILIATION  WITH  COOK  COUNTY  HOSPITAL) 
Incorporated  not  for  profit 

Announces  Continuous  Courses 

SURGERY — Two  Weeks  Intensive  Course  in 
Surgical  Technique  with  practice  on  living' 
tissue  every  two  weeks.  General  Courses  One, 
Two,  Three  and  Six  Months;  Clinical  Course; 
Special  Courses. 

MEDICINE — Personal  One  Month  Course  in 
Electrocardiography  and  Heart  Disease  every 
month,  except  December.  Intensive  Personal 
Courses  in  other  subjects. 

FRACTURES  ami  TRAUMATIC’  SURGERY — Ten 
Day  Intensive  Course  starting  February  19, 
1940.  Informal  Course  every  week. 

GYNECOLOGY — Two  Weeks  Course  April  15, 
1940.  One  Week  Personal  Course  Vaginal  Ap- 
proach to  Pelvic  Surgery,  April  8,  1940. 

OBSTETRICS — Two  Weeks  Course  April  29, 
1940.  Informal  Course  every  week. 

OTOLARYNGOLOGY — Two  Weeks  Course  start- 
ing April  S,  1940.  Informal  Course  every 

week. 

OPHTHALMOLOGY — Two  Weeks  Course  start- 
ing April  22,  1940.  Informal  Course  every 
week. 

CYSTOSCOPY — Ten  Day  Practical  Course  ro- 
tary every  two  weeks.  One  month  and  two 
weeks  Courses  in  Urology  every  two  weeks. 

ROENTGENOLOGY — Special  Courses  X-ray  In- 
terpretation, Fluoroscopy,  Deep  X-ray  Ther- 
apy every  week. 

General,  Intensive  and  Special  Courses  in  All  Branches 
of  Medicine,  Surgery  and  the  Specialties  Every  Week 

Teaching  Faculty — Attending  Staff  of  Cook 
County  Hospital 
Address : 

REGISTRAR 

427  South  Honore  Street,  Chicago,  Illinois 


— with  — 


C0UR1E0US  SERVICE 

We  are  prepared  to 
handle  your  printing 
....  complete  from 
designing  to  mailing. 

The  Norfolk  Daily  News 

Office  Supplies  — Blank  Books 
Norfolk,  Nebraska 

Our  Voice  of  the  Air — WJAG 


Sulfapyridine  May  Be  Effective 
Against  Infantile  Paralysis 

The  possibilities  of  sulfapyridine  being  ef- 
fective in  the  treatment  of  anterior  poliomy- 
elitis (infantile  paralysis)  are  indicated  in  a 
report  by  John  C.  Wagner,  M.  D.,  Ponca  City, 
Okla.,  in  The  Journal  of  the  American  Medi- 
cal Association  for  May  13,  of  a case  in  which 
the  drug,  administered  after  the  onset  of  the 
disease,  appeared  to  have  arrested  its  further 
progress. 

The  patient,  a 9 year  old  girl,  was  first  seen 
by  Dr.  Wagner  the  third  day  after  the  onset 
of  the  disease.  Four  days  after  administra- 
tion of  sulfapyridine  was  started,  the  slight 
rigidity  of  the  neck  muscles  had  disappeared 
and  the  patient’s  general  condition  had  satis- 
factorily improved.  In  his  report  Dr.  Wag- 
ner says: 

“There  is  no  further  muscular  paralysis 
than  was  present  at  the  first  visit,  which 
was  the  third  day  after  onset.  The  right 
leg  and  foot  from  the  hip  is  in  a molded 
splint,  with  no  deformity,  the  neurologic 
(nerve)  manifestations  on  this  side  are  still 


an  absent  knee  jerk  and  inability  to  flex  the 
thigh  on  the  pelvis  or  flex  the  foot  on  the  leg. 

“This  case  could  have  terminated  as  it  has 
in  paralysis  of  the  flexor  muscles  of  the  foot, 
leg  and  thigh  of  the  right  side  without  the 
use  of  sulfapyridine  and  not  be  unusual  in 
any  way;  others  have  done  it;  but  (1)  the 
apparent  dramatic  response  of  the  white 
blood  cell  count,  (2)  the  drop  in  temperature 
from  104.5  to  normal  in  twenty-four  hours, 
remaining  so  for  twelve  hours  and  again  re- 
sponding to  medication  the  second  time,  with 
continued  approach  to  normal  of  the  white 
blood  cell  count,  and  (3)  the  relief  of  the 
paresthesias  (pain  and  tenderness  of  the 
skin),  all  so  closely  following  the  administra- 
tion of  sulfapyridine,  leave  us  to  determine 
whether  this  drug  has  a virtue  in  anterior 
poliomyelitis. 

“Take  the  report  for  what  it  is  worth,  but 
further  use,  properly  given,  is  certainly  justi- 
fied in  such  cases,  especially  in  patients  seen 
early  in  the  disease,  as  this  case  shows.  I 
do  not  make  the  slightest  claim  of  sulfapyri- 
dine being  specific,  having  only  a lingering 
hope  for  the  future.” 
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There  are  many  of  the  common  rectal  and 
anal  lesions  which  can  be  efficiently  and  sat- 
isfactorily cared  for  in  the  physician’s  office. 
Caring  for  such  cases  does  not  entail  an  ex- 
pensive equipment  or  outlay,  and  in  these 
times  of  economic  stress,  will  serve  many  pa- 
tients as  well  as  avoid  hospital  expense.  I 
will  discuss  only  the  common  rectal  and  anal 
lesions  which  can  be  cared  for  by  office  meth- 
ods and  procedures. 

In  choosing  patients  for  office  procedures, 
it  must  be  carefully  determined  by  the  physi- 
cian that  the  procedure  can  be  cared  for  in 
the  office  and  that  from  the  patients  point  of 
view  it  can  best  be  cared  for  in  the  office,  or 
at  least  as  well  as  in  the  hospital.  If  there 
is  any  question  or  doubt  the  patient  should  be 
hospitalized. 

The  type  of  the  patient,  as  well  as  the  le- 
sion, is  also  to  be  considered,  as  a nervous, 
jumpy,  introspective,  apprehensive  individual 
is  not  a subject  for  office  surgery  or  treat- 
ment which  may  entail  some  subsequent  dis- 
comfort, and  if  done  will  cause  the  physician 
extra  home  calls,  telephone  calls  and  possibly 
an  unsatisfied  patient,  which  is  never  to  be 
desired. 

A few  words  about  the  equipment  for  the 
carrying  out  of  office  procedures.  An  ordi- 
nary office  operating  or  examining  table  is 
satisfactory,  or  if  desired,  a tilting  type  of 
proctologic  table — there  are  several  types  on 
the  market,  these  may  be  used  for  both  ex- 
amining and  operating. 

Several  types  of  anoscopes  may  be  used.  I 

♦Read  before  Nebraska  State  Medical  Association,  Grand  Is- 
land, May  3,  1939. 


feel  that  the  anoscope  with  which  the  physi- 
cian is  most  familiar,  is  the  best  one  for 
him  to  use  for  the  examination  and  treat- 
ment. If  surgery  is  to  be  done  the  bivalve 
speculum  or  fenestrated  type  of  instrument 
is  suggested.  Probes  and  crypts  hooks 
should  be  on  the  table  as  well  as  syringes,  so- 
lution, applicators,  etc.  Satisfactory  illumin- 
ation may  be  obtained  with  the  ordinary 
head  mirror  or  head  light  or  small  attachable 
electric  light. 

The  lesions  which  I will  consider  as  being 
suitable  for  office  procedures  are : 

Hemorrhoids — external  tags,  thromboses. 
Injection  of  internal  hemorrhoids. 

Prolapse  of  the  rectal  mucosa-hemorrhoids 
to  the  patient. 

Anal  fissure  or  ulcer. 

Perianal,  pararectal,  or  ischiorectal  ab- 
scess. 

Subcutaneous  or  complete  short  anal  fistu- 
lae. 

Cryptitis. 

Papillitis. 

Polypi  or  small  adenoma  low  in  the  rec- 
tum or  anal  canal. 

Anal  Stenosis,  not  fibrous  stricture. 

Pruritus  ani — subcutaneous  injection. 

Before  proceeding  with  any  treatment  out- 
line I feel  that  we  should  devote  a few  mo- 
ments to  the  anatomy  of  the  region.  The 
anal  canal  is  derived  from  the  proctodeum 
and  is  lined  with  a very  sensitive  skin.  The 
rectum  is  derived  from  the  hind  gut  and  is 
lined  with  mucosa  or  columnar  epithelium 
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which  is  relatively  insensible  to  pain,  which 
of  course,  is  very  fortunate.  This  fact  alone 
is  important  in  the  carrying  out  of  office 
procedure  as  some  procedures  may  be  carried 
out  without  any  anesthesia,  and  others  with 
very  little.  Lesions  involving-  the  anal  canal, 
however,  require  an  anesthetic. 

The  point  where  the  skin  of  the  anal  canal 
and  the  mucosa  of  the  rectum  join  is  an  im- 
portant landmark,  and  is  termed  the  anorec- 
tal line  or  junction,  the  pectinate  or  dentate 
line,  or  margin,  and  by  some  authors,  the 
White  Line  of  Hilton.  This  line  or  junction 
is  a sort  of  watershed  and  marks  a different 
blood  supply  below  and  above,  a different 
venous  return  below  and  above,  a different 
lymphatic  drainage  below  and  above,  and 
most  important,  different  nerve  supply  below 
and  above.  Below  from  the  spinal  nerves 
with  very  acute  sensation  and  above  from  the 
sympathetic  system  with  very  little  pain 
sense.  This  last  factor  must  be  recognized. 

ANAESTHESIA 

Office  surgery  will,  of  course,  require  some 
type  of  anaesthesia.  Possibly  the  most  satis- 
factory is  local  infiltration  of  one  per  cent 
novocaine  solution  or  1-1000  nupercainal 
solution,  each  containing  three  minims 
of  adrenalin  to  each  ounce  of  solution. 
One  to  two  ounces  of  solution  is  usual- 
ly sufficient  for  a complete  anaesthesia,  and 
a less  quantity  for  a smaller  area.  The  skin 
about  the  anus  is  first  infiltrated  with  the 
solution  using  a small  hypodermic  needle, 
then  with  a longer  and  larger  needle  the 
deeper  tissues  are  infiltrated,  using  a four 
point  pararectal  injection,  one  anterior,  one 
posterior,  and  one  on  each  side.  By  means 
of  these  punctures  the  entire  circumference 
may  be  anaesthetized  and  will  allow  ample 
dilatation  of  the  anal  canal  in  order  to  do  pro- 
cedures not  too  expensive.  Either  preceding 
the  surgery,  after  the  anaesthetic  has  been 
placed,  or  following  the  surgery,  five  to  ten 
cubic  centimeters  of  one  of  the  oily  anaes- 
thetics may  be  injected  in  the  same  manner. 
This  will  induce  a long  lasting  anaesthesia 
and  cut  down  the  amount  of  after  pain.  Sim- 
ple procedures  may  be  done  by  using  an  oily 
anaesthetic  alone  in  five  to  ten  cubic  centi- 
meter amounts.  Local  infiltration  for  the 
opening  of  an  abscess  is  not  recommended. 
This  procedure  should  require  an  inhalation 
type  of  anaesthetic  or  an  intravenous  one, 
preferably  the  latter.  Topical  anaesthesia 
with  cocaine  flakes  or  solution  (five  to  ten 
per  cent)  may  suffice  for  the  removal  of 


some  tags  or  overhanging  skin,  but  the  field 
for  this  agent  is  rather  limited.  The  intra- 
venous anaesthetic,  evipal  or  pentothal  so- 
dium are  very  useful  for  office  procedures 
which  require  less  than  twenty  minutes.  This 
anaesthesia,  of  course,  can  be  used  for  long- 
er periods  with  proper  regulation.  With  this 
anaesthetic,  however,  it  is  necessary  for  the 
patient  to  remain  in  the  office  for  some  little 
time  following  the  procedure,  and  until  the 
excretion  of  the  drug  has  been  fairly  com- 
plete and  so  requires  extra  office  space  for  a 
recovery  room.  In  using  the  intravenous 
anaesthetic  it  is  most  convenient  to  have  the 
patient  lie  on  the  left  side. 

HEMORRHOIDS— EXTERNAL 
Perhaps  the  most  frequently  seen  condi- 
tion which  is  suitable  for  office  treatment  is 
that  of  external  hemorrhoids,  thrombosed  or 
otherwise.  If  only  one  hemorrhoid  is  to  be 
treated,  its  base  is  well  infiltrated  with  the 
anaesthetic  solution  to  be  used,  and  an  ellip- 
tical portion  of  the  overlying  skin  removed. 
The  extent  of  this  skin  removal  is  estimated 
so  that  when  the  clot,  clots  or  redundant  ves- 
sels are  removed,  the  margins  of  the  cut  skin 
can  be  approximated,  leaving  a smooth  sur- 
face. Simply  making  an  incision  in  such  a 
hemorrhoid  and  expressing  the  clot  is  not 
sufficient  and  will  result  in  a skin  tag  being 
left,  and  not  infrequently  enough  blood  will 
ooze  back  underneath  the  skin  edges  to  form 
a hematoma  which  will  be  as  large  or  larger 
than  the  original  hemorrhoid.  Approximate 
the  skin  edges  with  fine  plain  cat  gut,  using 
several  interrupted  sutures  which  will  con- 
trol any  bleeding  vessels  which  may  be  pres- 
ent and  prevent  the  formation  of  a hema- 
toma. If  several  hemorrhoids  are  to  be  re- 
moved, the  procedure  is  repeated  for  each 
one.  Where  multiple  areas  are  to  be  re- 
moved, however,  it  is  better  to  inject  the 
anaesthetic  solution  around  the  perianal  skin 
and  into  the  deeper  tissues  and  secure  a com- 
plete anaesthesia  before  making  any  inci- 
sions. 

HEMORRHOIDS— INTERNAL 
Internal  hemorrhoids  which  are  not  con- 
stantly prolapsed,  too  large,  pedunculated,  in- 
flamed, or  fibrous,  may  be  treated  by  the  in- 
jection of  sclerosing  solutions  into  them.  The 
hemorrhoid  must  be  covered  with  the  mucosa 
of  the  rectum  to  be  suitable  for  injection,  and 
no  injection  of  any  sclerosing  solution  must 
ever  be  made  below  or  distal  to  the  anorectal 
line  or  junction.  To  inject  internal  hemor- 
rhoids intelligently,  the  local  anatomy  and 
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the  anorectal  line  must  be  identified.  The 
principle  of  the  injection  of  internal  hemor- 
rhoids is  the  introduction  of  the  sclerosing- 
solution,  about  the  vessels  forming-  the  hem- 
orrhoid mass;  not  into  the  vessel,  as  is  done 
with  the  injection  of  varicose  veins  in  the  ex- 
tremities. Solutions  recommended  for  this 
purpose  are  many.  The  ones  which  I com- 
monly use  are  quinine  urea  hydrochloride  so- 
lution in  five  to  seven  per  cent  strength, 
phenol  in  olive  oil  or  almond  oil  in  five  per 
cent  strength.  Mineral  oil  and  cotton  seed 
oil  are  not  recommended  as  a vehicle  as  they 
produce  slow  or  non  absorbing  oily  tumors. 
Morley’s  solution,  which  is  twenty-percent 
phenol  in  equal  parts  water  and  glycerine  is 
a very  valuable  solution  but  must  be  used 
with  great  care  and  preferably  in  the  small 
varicose  types  of  hemorrhoids.  It  is  much 
better  to  familiarize  oneself  with  one  or  two 
solutions  and  to  know  how  to  use  them  and 
what  results  can  be  expected  from  them  than 
to  try  every  new  “improved”  solution  which 
is  constantly  being  called  to  the  attention  of 
the  profession. 

The  quinine  urea  hydrochloride  solution 
should  be  injected  deep  into  the  hemorrhoid- 
al mass  and  one  to  two  cubic  centimeters  in- 
jected into  one  area.  Sufficient  amount  to 
moderately  distend  the  hemorrhoid.  One  or 
two  areas  on  opposite  sides  may  be  injected 
at  one  sitting.  The  five  per  cent  phenol  so- 
lution should  be  injected  just  underneath  the 
mucosa  above  the  upper  pole  of  the  hemor- 
rhoid, and  also  under  the  mucosa  covering  it. 
From  two  to  five  cubic  centimeters  may  be 
injected  into  one  area  and  two  areas  injected. 
A hemorrhoid  should  never  be  reinjected 
while  any  induration  remains  from  the  previ- 
ous injection.  In  other  words,  injections  are 
not  done  on  the  basis  of  time  between  injec- 
tions. To  reinject  a hemorrhoid  which  is 
still  indurated  is  to  invite  a slough. 

Morleys  solution  should  be  injected  deep 
into  the  hemorrhoid  mass  and  from  four  to 
eight  minims  used  in  one  area.  One  area 
alone  should  be  injected.  Injections  should, 
with  whichever  solution  is  chosen,  be  con- 
tinued at  suitable  intervals  until  all  evidence 
of  the  hemorrhoid  has  disappeared,  and  this 
time  may  extend  to  several  months.  If  this 
is  not  done,  recurrence  is  certain  and  in  fact 
is  one  of  the  disadvantages  of  the  method  as 
well  as  the  basis  of  much  criticism.  At- 
tempts to  produce  a cure  with  two  or  three 
injections  are  futile. 


Following  an  injection  treatment,  it  is  well 
to  give  the  patient  some  mild  analgesic,  and 
advise  him  to  keep  the  stools  soft.  A prop- 
erly given  injection  will  not  cause  any  real 
pain,  but  some  smarting  at  the  time  the  solu- 
tion is  injected  and  a sense  of  fulness  and  dis- 
comfort in  the  rectum  for  several  hours.  The 
injection  should  not  cause  any  disability. 

There  has  been  some  discussion  among  the 
various  authors  as  to  whether  the  injected 
solution  should  be  placed  in  the  tumor  mass 
or  above  it.  It  is  generally  agreed,  however, 
that  the  solution  should  always  be  placed  un- 
derneath the  mucosa  covering  and  perivas- 
cularily.  If  there  is  much  prolapse  of  the 
rectal  mucosa,  with  or  above  the  tumor,  it 
is  advisable  to  inject  the  solution  above  the 
actual  mass,  rather  than  into  it.  With  small- 
er very  vascular  tumors  the  injection  should 
be  made  into  the  tumor  mass  just  above  the 
anorectal  junction.  All  solutions  should  be 
injected  slowly  and  should  be  warm. 

The  injection  method  of  treating  internal 
hemorrhoids  has  certain  definite  advantages 
over  the  surgical  procedure,  when  it  can  be 
used  and  the  cases  properly  chosen.  There 
is  no  loss  of  time  from  work  and  no  period  of 
hospitalization  or  disability,  unless  complica- 
tions arise.  The  actual  time  for  taking  the 
treatments  is  very  short;  the  number  of 
treatments  vary.  Relief  from  symptoms  is 
quickly  and  almost  painlessly  accomplished. 
The  injection  method  is  indicated,  at  least 
for  the  relief  of  symptoms  in  poor  surgical 
risks,  in  the  aged,  in  diabetes,  tuberculosis, 
pregnancy  and  leukemia.  The  results  are  as 
permanent  as  surgical  ones  when  the  treat- 
ments are  completely  carried  out.  The  meth- 
od has  been  used  for  a good  many  years  by 
men  of  experience  and  good  judgment. 

COMPLICATIONS  OF  THE  INJECTION 
METHOD 

Most  of  the  complications  are  due  to  im- 
proper technic  or  poor  selection  of  cases. 
The  most  common  complication  is  a slough  in 
the  injected  mass.  This  is  usually  due  to  in- 
jection of  too  much  solution,  placing  the  so- 
lution too  superficially,  or  reinjecting  before 
the  induration  from  the  previous  one  had 
been  absorbed.  Small  sloughs  are  usually  not 
known  by  the  patient,  but  larger  ones  may 
prove  quite  serious  and  most  embarrassing 
to  the  physician.  Bleeding  of  any  conse- 
quence in  a slough  will  demand  suture.  Cases 
have  have  been  reported  where  very  severe 
sloughing  occurred  with  great  loss  of  tissue 
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and  even  peritonitis.  We  have  had  one  such 
case  which  was  treated  by  an  irregular,  with 
massive  slough,  peritonitis,  and  recovery 
with  almost  complete  stricture  of  the  rectum. 
The  method  is  definitely  contraindicated 
where  there  are  any  complications  even 
though  the  hemorrhoids  themselves  would  be 
suitable.  A nervous  irritable  patient  does 
not  make  a good  subject.  Prolapsed  hemor- 
rhoids should  not  be  treated  unless  replace- 
able and  it  is  possible  to  keep  them  in  place. 
Very  large,  pedunculated  f i b r o t i c,  or 
strangulated  internal  hemorrhoids  are  not 
suitable  for  injection.  Women  with  a thin 
perineal  body  must  be  injected  with  extreme 
care  in  the  anterior  quadrant.  There  is 
nothing  secret,  mysterious  or  unethical 
about  the  injection  method  of  treating  hem- 
orrhoids when  the  method  is  properly  used 
and  its  field  of  usefulness  realized.  To  at- 
tempt to  treat  all  cases  of  hemorrhoids  by 
this  method  is  to  court  disaster  and  criticism. 
The  physician  should  have  a thorough  under- 
standing of  the  fundamental  principles  in- 
volved as  well  as  the  local  anatomy. 

PROLAPSE  OF  THE  RECTAL  MUCOSA 
This  condition  can  many  times  be  cured  or 
greatly  relieved  by  the  submucous  injec- 
tion of  one  of  the  sclerosing  solutions  which 
is  used  for  the  injection  of  internal  hemor- 
rhoids. I prefer,  for  this  condition,  the  five 
per  cent  quinine  urea  hydrochloride  solution, 
or  the  five  per  cent  phenol  in  olive  oil.  These 
injections  are  to  be  placed  underneath  the 
rectal  mucosa,  through  an  anoscope.  I feel 
that  it  is  advisable  to  inject  the  solution 
high  in  the  rectum,  with  the  speculum  pushed 
well  in  the  canal,  and  about  where  the  mu- 
cosa begins  to  slide  down.  Small  injections, 
two  cubic  centimeters  of  the  oily  solution 
each  in  all  four  quadrants  or  one-half  cubic 
centimeter  of  the  quinine  urea  hydrochloride 
solution.  Subsequent  injections  underneath 
the  rectal  mucosa  can  be  made  in  the  same 
manner,  lower  down  in  the  rectum  and  down 
as  far  as  the  anorectal  junction.  Treatment 
of  this  condition  will  require  at  least  six  to 
ten  injections,  making  four  punctures  each 
time.  Usually  after  the  first  injection,  the 
mucosa  will  not  prolapse  down,  if  this  injec- 
tion has  been  made  at  a high  enough  level 
but  treatments  must  be  continued  until  there 
is  no  apparent  bulging,  when  the  patient 
strains,  lying  on  the  sides  with  an  anoscope 
in  place.  If  the  injections  have  been  given 
in  the  inverted  position  the  patient  should  al- 
ways be  checked  in  the  side  position  before 


being  discharged.  Following  the  injections 
the  patient  may  be  given  a mild  analgesic  or 
have  a suppository  inserted  to  control  any 
discomfort  which  will  occur  during  the  next 
four  or  six  hours.  Usually  there  will  not  be 
any  discomfort  the  following  day  and  the 
patient  can  carry  out  his  usual  duties.  It  is 
important  that  the  stools  be  kept  soft  so  as 
not  to  irritate  the  indurated,  injected  areas. 
Great  care  must  be  used  in  giving  these  high 
injections  so  that  a slough  does  not  occur. 
No  injections  to  be  given  into  the  mucosa  or 
the  muscle,  but  under  the  mucosa,  between 
the  muscle  and  the  inner  side  of  the  mucosa 
and  not  too  much  solution. 

ANAL  FISSURE  OR  ULCER 

An  anal  fissure  or  ulcer,  if  uncomplicated 
by  other  pathology,  can  be  cared  for  in  the 
office.  Surgery  is  usually  necessary.  The 
tissues  under  the  fissures  or  ulcer  are  well 
infiltrated  with  the  anaesthetic  solution.  If 
only  mild  dilatation  is  to  be  used  the  anaes- 
thetizing of  the  quadrant  with  the  fissure 
alone,  will  be  sufficient.  Incision  is  now 
made  through  the  base  of  the  ulcer  and  car- 
ried deep  enough  to  incise  some  of  the  fibers 
of  the  sphincter  muscle.  Overhanging  edges 
are  trimmed  back,  and  if  a sentinel  pile  is 
present,  which  is  an  inflammatory  skin  tag, 
this  is  also  removed.  If  there  is  a deepened 
crypt  above,  this  is  also  opened  and  the 
edges  removed.  In  cases  where  there  are  no 
overhanging  edges  nor  any  block  at  the  lower 
end  of  the  fissure,  the  subcutaneous  injection 
of  an  oily  anaesthetic  underneath  the  base  of 
the  fissure  may  allow  it  to  heal.  There  are 
several  of  these  oily  anaesthetics  on  the  mar- 
ket put  up  in  ampoules  ready  for  use.  Five 
cubic  centimeters  of  the  solution  are  usually 
sufficient.  Many  times  it  is  not  necessary  to 
use  the  aequous  anaesthetic  in  order  to  use 
the  oily  solution.  The  oily  solution  should  oe 
warm  and  injected  very  slowly.  This  solu- 
tion will  give  a lasting  anaesthesia,  relieve 
the  pain  and  relax  the  muscle  spasm,  and  also 
permit  the  touching  of  the  ulcer  with  some 
cautic,  if  deemed  advisable,  without  discom- 
fort. If  a sentinel  pile  is  present  it  must  be 
excised  in  order  to  accomplish  healing. 

PERIRECTAL,  PARARECTAL  ABSCESS, 
ISCHIORECTAL  ABSCESS 

Careful  consideration  must  be  given  these 
cases  to  be  sure  that  they  can  be  adequately 
opened  in  the  office.  They  must  not  be  too 
large,  too  deep  or  extensive.  I feel  that  it  is 
safer  to  recommend  hospitalization  but,  of 
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course,  there  are  some  that  can  just  as  well 
be  cared  for  in  the  office.  The  anaesthetic 
of  choice  I feel,  is  intravenous,  either  evipal 
or  pentothal  sodium.  Infiltration  anaesthesia 
is  possible  but  usually  quite  painful  and  the 
infection  may  be  spread.  These  abscesses 
should  be  opened  widely,  the  entire  top  re- 
moved or  scalped  so  that  a cone  is  formed — 
this  cavity  is  lightly  packed  with  antiseptic 
gauze.  In  this  manner  the  tension  is  re- 
lieved and  the  patient  will  immediately  feel 
much  better.  Further  extension  of  the  pro- 
cess is  also  prevented  by  adequate  drainage. 

Internal  submucous  abscesses,  bilateral  ab- 
scesses, or  those  extending  above  the  levator 
muscles  should  not  be  cared  for  in  the  office. 

Simple  anal  fistulae  which  are  complete, 
that  is  a probe  can  be  introduced  from  the  ex- 
ternal opening  and  out  the  internal  opening, 
can  be  cared  for  in  the  office.  They  should 
not  be  too  deep  that  is,  involve  too  much  tis- 
sue. Many  graded  or  fractional  operations 
have  been  devised  to  care  for  more  complicat- 
ed fistulae  in  an  ambulant  manner.  In  my 
experience,  where  there  is  more  than  one  su- 
perficial tract  extending  straight  into  the 
rectum,  it  is  better  to  send  the  patient  to  the 
hospital.  The  patient  has  less  pain  than 
from  a repeated  partial  operation  and  the  to- 
tal disability  is  no  greater.  One  is  never  cer- 
tain that  some  tract,  undiscovered  at  the  ex- 
amination may  exist,  which  would  be  diffi- 
cult or  impossible  to  deal  with  in  the  physi- 
cian’s office,  but  with  the  patient  in  the  hos- 
pital, the  surgeon  is  prepared  to  meet  am- 
emergency  which  may  arise.  In  the  case  of 
office  operations,  the  tissue  about  the  fistula 
should  be  thoroughly  anaesthetized  by  local 
infiltration.  A probe  is  then  passed  through 
the  fistula  and  the  overlying  tissue  divided 
from  the  internal  to  the  external  opening, 
the  overhanging  edges  are  now  removed  so 
that  we  have  a broad  flat  wound  which  is 
easily  dressed. 

The  fistulous  tract  is  curetted  and  probed 
for  the  presence  of  any  lateral  tracts,  but  the 
scar  tissue  in  the  base  need  not  be  removed. 
Any  bleeding  controlled  by  plain  ties  or  the 
pack  which  will  also  hold  the  edges  of  the 
wound  open.  The  pack  should  not  be  placed 
tight. 

Very  superficial  fistulae  may  be  cared  for 
using  one  of  the  intravenous  anaesthetics  but 
it  necessitates  working  rapidly  and  if  any 
complicating  tracts  are  discovered  the  time 
to  care  for  them  will  not  be  sufficient. 


CRYPTITIS 

Infected  deepened  crypts  may  very  satis- 
factorily be  cared  for  in  the  office.  I feel 
that  many  patients  with  indefinite  anal  com- 
plaints, such  as  itching,  burning,  feeling  of 
uneasiness,  and  who  are  found  to  have  crypts 
which  are  quite  deep  and  painful  on  probing 
with  a curved  hook,  will  be  benefited  by 
having  these  crypts  cut  through.  If  there  is 
just  one  deep  pocket  this  may  be  opened  us- 
ing an  intravenous  anaesthetic  but  if  there 
are  several,  an  infiltration  anaesthetic  should 
be  used.  A crypt  hook  or  probe  is  inserted 
in  the  crypt  and  an  incision  made  over  the 
probe,  the  overhanging  edges  are  now  cut 
away,  leaving  a long  linear  incision.  If  a 
bleeding  vessel  is  encountered,  suture  may  be 
necessary.  Ordinarily  it  is  not  necessary. 

Deepened  crypts  are  also  a potential  source 
of  fistulae  and  fissures  and  should  be  opened 
if  there  are  any  symptoms  which  may  be  re- 
ferable to  them. 

PAPILLITIS 

Hypertrophied  papillae  and  polypoid  form- 
ations on  the  papillae  can  well  be  cared  for  in 
the  office  unless  there  is  other  pathology 
present,  which  would  make  too  extensive  a 
procedure.  An  intravenous  anaesthetic  may 
be  used  if  only  one  or  two  papillae  are  to  be 
removed,  otherwise  an  infiltration  type.  It 
is  usually  sufficient  to  infiltrate  the  base  of 
the  papilla  and  cut  it  off  with  the  scissors. 
It  will  usually  be  necessary  to  suture  the  base 
with  one  stich.  This  procedure  can  be  done 
quickly  and  without  much  dilatation.  I find 
the  bivalve  speculum  particularly  useful  for 
this  procedure  as  well  as  for  cutting  down 
the  deepened  crypts. 

RECTAL  POLYPS  AND  ADENOMA 

These  should  be  low  in  the  rectum,  certain- 
ly not  farther  inside  than  six  inches  so  that 
they  may  be  well  visualized  with  a short  rec- 
toscope.  The  polyps  will  usually  be  peduncu- 
lated while  the  adenoma  will  be  flat.  We  feel 
that  adenoma  are  definitely  pre-cancerous  le- 
sions and  should  be  well  destroyed.  Peduncu- 
lated polyps  are  usually  not  malignant  but 
occasionally  are.  It  will  be  necessary  to  have 
some  type  of  electro  coagulation  or  figura- 
tion equipment  to  care  for  these  tumors.  The 
only  other  equipment  necessary  will  be  a 
short  proctoscope  or  rectoscope  and  a long 
pair  of  forceps.  The  growth  is  grasped  with 
the  forceps  and  the  current  applied  to  the 
forceps — in  this  way  the  coagulation  current 
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will  completely  destroy  the  growth.  Using 
the  fulgration  current  the  growth  is  touched 
with  the  end  of  the  electrode  and  destroyed. 
An  anaesthetic  is  not  necessary  unless  the 
anal  dilatation  causes  pain,  and  if  this  is  the 
case  an  infiltration  anaesthetic  should  be 
used.  Multiple  polyps  or  adenoma  should 
not,  of  course,  be  taken  care  in  the  office. 
Polyps  in  the  rectum  are  most  often  single. 
They  may  be  hard  and  fibrous  or  the  soft 
adenomatous  type  which  bleed  easily.  The 
term  polyp  indicates  a pedicle,  but  by  custom 
lesions  which  originate  from  the  rectal  mu- 
cosa and  project  above  its  surface,  are  usual- 
ly included  in  this  group.  In  all  these  lesions, 
except  the  fibrous  type,  it  must  be  kept  in 
mind  that  malignant  degeneration  may  oc- 
cur. In  fact,  even  in  small  lesions  of  this 
type,  microscopic  examination  may  show 
them  to  be  malignant.  For  this  reason  it  is 
essential  that  they  be  destroyed.  Peduncu- 
lated lesions  if  low  down  in  the  rectum,  may 
be  ligated  close  to  the  rectal  mucosa  and  then 
removed.  Non  pedunculated  lesions  may 
either  be  excised  or  destroyed  by  coagulation 
or  fulguration.  In  case  of  flat  lesions,  they 
should  move  freely  with  the  rectal  mucosa. 
If  there  is  any  adherence  to  the  underlying 
coats  the  chances  are  that  one  is  dealing  with 
an  early  cancer.  The  factor  of  malignancy 
must  always  be  borne  in  mind  in  dealing  with 
these  tumors.  If  the  growth  is  too  high  for 
ligation  and  removal,  the  electrocoagulation 
or  fulgration  must  be  used  through  the  scope. 
An  occasional  examination  after  removal  is 
advisable  to  be  sure  that  there  has  been  no 
recurrence. 

PRURITUS  ANI 

I feel  that  with  pruritus  ani  we  should  try 
to  relieve  the  condition  by  local  applications 
and  other  medical  methods  before  resorting 
to  more  radical  measures.  The  reason  for 
this  is  that  only  too  often  the  condition  may 
recur  regardless  of  what  is  done  surgically  or 
otherwise.  If  any  local  condition  is  present 
which  tends  to  produce  local  irritation,  it 
should  be  cared  for.  If  skin  tabs  are  present 
they  should  be  removed  using  an  infiltration 
anaesthetic  since  they  present  mechanical 
difficulties  in  cleansing  the  involved  area.  If 
an  anal  fissure  or  fistula  is  present  or  prolap- 
sing internal  hemorrhoids,  the  contributing 
condition  should  be  treated,  rather  than  the 
pruritus  which  is  most  likely  secondary.  To 
give  immediate  relief  from  the  intense  itch- 
ing, the  entire  affected  area  may  be  infiltrat- 
ed subcutaneously  with  a solution  which  will 


produce  a prolonged  anaethetic  action.  There 
are  a number  of  these  oily  anaethetics  on  the 
market,  nupercaine,  benacol,  bucaine,  anu- 
caine,  etc.  One  quadrant  should  be  slowly  in- 
jected with  five  per  cent  centimeters  of  the 
solution.  If  this  is  done  very  slowly  little 
pain  is  experienced.  The  other  three  quad- 
rants are  injected  at  twenty-four  to  forty- 
eight  hour  intervals.  If  any  area  is  missed 
it  may  be  picked  up  later.  Temporarily  this 
will  often  give  complete  relief,  and  in  the 
meantime  measures  may  be  instituted  to 
clear  up  the  excoriations  and  other  inflam- 
mation of  the  skin.  The  result  may  not  be 
permanent  but  will  at  least  tide  the  patient 
over  his  severe  attack. 

There  are  many  ointments,  lotions  and 
powders  which  may  be  used  to  relieve  the 
itching  and  irritation.  There  is  no  one  ap- 
plication to  always  use.  Each  case  is  a study 
in  itself.  It  may  be  secondary  to  local  le- 
sions, allergic,  endocrine,  parasitic,  dietary 
or  constitutional.  If  the  cause  can  be  deter- 
mined the  treatment  is  simple.  All  cases 
should  remove  local  irritation,  avoid  irritat- 
ing ash  foods.  Use  local  care. 

ANAL  STENOSIS 

Many  cases  are  seen  who  have  a small, 
tight,  spastic  anus,  and  yet  no  local  lesions  of 
consequence  or  that  demand  removal  of 
treatment.  Many  cases  of  constipation  have 
a tight,  small  anus  and  when  the  bowels  move 
the  anal  skin  is  split  or  torn. 

An  anal  dilatation,  using  an  intravenous 
anaesthetic  is  suggested  for  these  cases.  The 
bivalve  speculum  may  be  used  or  a forcible 
digital  dilatation,  until  the  anus  will  admit 
at  least  two  fingers.  No  incision  is  made. 
Following  this  dilatation  an  oily  anaesthetic 
is  injected,  perianally  and  deep  posteriorly, 
using  five  cubic  centimeters.  This  will  pre- 
vent much  after  discomfort  and  insure  the 
dilatation  remaining  for  some  little  time.  The 
anus  should  be  gently  dilated  each  day,  using 
a small  anoscope,  for  about  ten  days  or  until 
the  soreness  has  disappeared. 

Cases  having  the  so-called  pectin  band  or 
pectinosis,  should  have  this  band  incised,  us- 
ing infiltration  anaesthetic,  similar  to  caring 
for  an  anal  fissure. 

Anal  stricture  or  rectal  stricture  should 
not  be  cared  for  in  the  office. 

POST-OPERATIVE  CARE 

The  postoperative  care  of  the  ordinary  rec- 
tal cases  is  simple  but  important.  Many  of 
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these  operations  are  attended  with  consider- 
able after  pain  and  soreness.  After  office 
operation,  a hypodermic  of  one  of  the  opium 
derivatives  should  be  given,  and  also  some 
oral  tablets  to  be  taken  home  if  necessary. 
If  the  afterpain  can  be  relieved  with  one  of 
the  analgesics  the  opium  may  not  be  neces- 
sary. Local  applications  of  heat,  is  advised. 
Moist  heat  is  better  than  dry  heat.  Twenty- 
four  hours  after  the  surgery,  a Sitz  or  tub 
bath  is  advised,  and  this  to  be  given  several 
times  daily  or  as  often  as  felt  necessary.  It 
should  always  be  taken  after  a bowel  move- 
ment. Local  applications  of  one  of  the  anaes- 
thetic ointments  is  advised.  These,  however, 
should  be  used  with  care  as  some  patients  are 
sensitive  to  certain  chemicals  contained  in 
them  and  may  develop  a skin  rash.  Forty- 
eight  hours  after  operation  the  patient 
should  be  given  an  enema  of  saline  solution, 
plain  water,  or  a mixture  of  oil  and  water 
through  a soft  rubber  catheter.  The  patient 


should  also  be  advised  to  take  sufficient 
quantity  of  one  of  the  lubricating  mixtures 
to  insure  a soft  bowel  movement.  Hard 
stools  will  cause  severe  pain  and  may  trau- 
matize the  wounds  and  cause  hemorrhage. 
Too  frequent  bowel  movements  on  the  other 
hand  produce  pain  through  mechanical  and 
chemical  irritation.  The  ideal  arrangement 
is  to  secure  one  or  two  soft  movements 
daily.  After  most  office  surgery  it  will  be 
necessary  to  see  the  patient  at  his  home  for 
a day  or  two.  The  wounds  should  be  inspect- 
ed and  some  antiseptic  solution  injected  into 
the  anus  with  a blunt-pointed  medicine  drop- 
per. The  anus  should  be  well  pulled  apart  to 
spread  the  incisions  and  keep  them  healing 
from  the  bottom.  A digital  dilatation  should 
be  done  about  the  third  day  and  every  day 
thereafter  until  all  wounds  are  healed.  With 
this  simple  after-care  the  patient  can  usually 
be  made  comfortable  and  in  about  three 
weeks  or  less  recovery  is  complete. 


IN  THIS  ISSUE 


WE  cannot  send  all  of  our  patients  to  the 
hospital  for  treatment  of  anal-rectal  ano- 
malies. Some  may  be  treated  successfully  in 
the  office.  Read  what  Dr.  James  K.  Ander- 
son of  Minneapolis,  has  to  say  on  Page-. .441 

THE  functions  of  the  liver  are,  or  should 
be  known  to  every  physician.  There  has 
been  much  added,  however,  since  most  of  us 
have  studied  physiology  from  text  books. 
The  practical  application  of  some  of  these  re- 
cent advances  is  discussed  by  Dr.  Henry  L. 
Bockus  of  Philadelphia  on  Page .448 

INFANTILE  paralysis, — what  subject  re- 
ceives greater  attention  from  the  public  than 


polio  ? Theories  as  to  its  etiology  and  means 
of  transmission  occupy  many  pages  in  medi- 
cal literature.  Dr.  J.  Harry  Murphy  has  a 
new  idea  about  the  mode  of  transmission  of 
polio  on  Page 453 

BLADDER  infections  are  ever  a problem 
in  the  practice  of  medicine.  Dr.  Shreck  dis- 
cusses the  management  of  cystitis  in  a clear, 
practical  way  on  Page  458 

CRUSHING  injuries  of  the  chest  are  be- 
coming increasingly  numerous.  The  man- 
agement of  these  injuries  requires  not  only 
knowledge  and  skill  but  careful  inquiry  of 
the  physiology  and  pathology  involved.  Dr. 
Teal’s  paper  is  on  Page .463 


Practical  Application  of  Recent  Advances  in  Our 
Knowledge  of  Liver  Functions* 

HENRY  L.  BOCKUS,  M.  D. 

Philadelphia,  Pa. 


The  functions  of  the  liver  can  be  appre- 
ciated better  if  we  review  certain  aspects  of 
the  anatomy  of  the  liver  in  order  to  stress 
the  importance  of  the  latter  in  the  mainten- 
ance of  normal  liver  function.  Between  55 
and  68  per  cent  of  the  liver  in  gross  weight 
is  blood,  and  one-third  of  the  blood  is  arteri- 
al. In  order  for  the  liver  to  function  normal- 
ly, it  must  receive  normal  arterial  blood, 
which,  in  turn,  depends  upon  competent  car- 
diac function  and  a normal  vascular  tree. 
Any  interference  with  the  delivery  of  normal 
arterial  blood  to  the  liver  cell  encourages 
anoxemia  with  its  resulant  disturbance  of 
liver-cell  function. 

Two-thirds  of  the  blood  brought  to  the  liv- 
er comes  by  way  of  the  portal  circulation. 
This  blood  arrives  from  three  main  sources: 
(1),  from  the  spleen  (20  per  cent)  with  the 
products  of  blood  destruction;  (2),  from  the 
stomach  with  electrolytes  particularly  sodi- 
um, which  has  been  split  off  from  the 
chloride  in  the  formation  of  HC1  and  to  some 
extent  sugar;  and  (3),  from  the  small  intest- 
ine with  practically  all  of  the  end  products 
of  digestion — hormones,  enzymes,  electro- 
lytes, as  well  as  bacterial,  chemical  and  in- 
gested toxins.  This  tremendous  portal  blood 
supply  to  the  liver  establishes  this  organ  as 
the  most  complex  chemical  laboratory  in  the 
body,  stressing  its  significance  in  metabolism 
and  in  the  function  of  detoxification. 

The  blood  leaving  the  liver  goes  into  the 
inferior  vena  cavae.  About  two-thirds  of 
the  blood  in  this  major  trunk  vein  is  from  the 
liver.  Anything  which  interferes  with  the 
egress  of  blood  from  the  liver  may  prove  dis- 
astrous to  normal  liver  function.  In  this 
connection  one  may  cite  faliure  of  the  right 
heart,  pleurisy,  pericarditis  or  perihepatitis 
constricting  the  hepatic  vein  or  venae  cavae. 
The  stasis  of  venous  blood  so  produced  must 
result  in  anoxia  and  liver-cell  injury. 

Efficient  hepatic  function  also  requires 
patent  bile  channels  for  the  delivery  of  a 
daily  output  of  between  800  and  1500  c.  c.  of 
bile  into  the  intestinal  tract.  The  effect  of 
obstruction  to  this  system  of  tubes  is  fam- 
iliar to  all  of  us  as  clinical  jaundice  with  its 
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resultant  disturbance  of  many  hepatic  func- 
tions. 

The  liver  is  also  subject  to  the  whims  of 
the  vegetative  nervous  system,  which  is  con- 
trolled by  the  secretions  of  the  glands  of  in- 
ternal secretion  and  not  entirely  independent 
of  the  emotional  centers.  It  is  through  the 
vegetative  nervous  system  in  part  that  vari- 
ous endocrinopathies  may  interfere  with  the 
normal  rhythmic  activity  of  the  liver.  An 
imbalance  of  this  primitive  nervous  system 
probably  accounts  for  biliary  dyskinesia  and, 
in  some  instances,  icterus. 

It  is  not  difficult  to  understand  the  im- 
portance of  this  organ  in  the  body  economy 
when  one  realizes  that  it  weighs  14'00  grams 
and  is  the  most  important  chemical  labora- 
tory in  the  body,  the  most  important  detoxi- 
fying organ,  and  plays  an  important  role  as 
a storage  depot  of  vitamins,  iron,  sugar,  fat, 
etc. 

Is  it  any  wonder  that  one  of  our  prominent 
internists  recently  expressed  doubt  concern- 
ing the  value  of  liver-function  tests  in  diag- 
nosis? When  one  attempts  to  measure  the 
functions  of  an  organ  of  this  complexity, 
many  difficulties  are  to  be  anticipated.  Its 
functions  are  almost  innumerable  and  cer- 
tainly not  completely  understood.  It  pos- 
sesses a tremendous  reserve.  Many  of  you 
have  seen  cases  of  liver  disease  with  two- 
thirds  of  the  organ  involved  without  ob- 
structing the  main  bile  duct  in  which  many 
of  the  liver  function  tests  were  normal.  You 
know  of  the  experiments  of  removing  three- 
fourths  of  the  dog’s  liver  and  having  it  re- 
generate within  eight  to  twelve  weeks. 

Bearing  these  facts  in  mind,  it  becomes  ob- 
vious that  liver-function  tests  must  be  ap- 
plied intelligently  and  interpreted  cautious- 
ly. A pathologic  process  involving  only  a 
portion  of  the  liver,  not  interfering  with  its 
blood  supply  or  bile  flow,  may  be  unasso- 
ciated with  any  evidence  of  liver  dysfunction 
which  we  can  measure  by  an  ordinary  test. 
However,  many  types  of  liver  disease  cause 
some  degree  of  dysfunction  of  all  the  cells 
of  the  liver.  Many  types  of  so-called  infec- 
tious or  toxic  hepatitis,  hepatocellular  or  ca- 
tarrhal jaundice  and  the  cirrhoses  belong  in 
this  category.  In  diagnosis  and  prognosis  of 
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these  types,  liver-function  tests  are  usually 
of  paramount  significance. 

BILIARY  FUNCTION 

Let  us  now  examine  some  of  the  liver’s 
functions  in  more  detail.  You  will  undoubt- 
edly recall  that  bilirubin  excreted  in  the  bile 
is  derived  from  the  breaking  down  of  hemo- 
globin. This  breakdown  occurs  in  the  cells  of 
the  reticulo-endothial  system,  particularly  in 
the  spleen,  bone  marrow,  and  Kuppfer  cells 
of  the  liver.  The  liver  removes  bilirubin 
from  the  blood  and  excretes  it  with  bile 
which  passes  into  the  intestine,  where  some 
of  it  is  converted  into  urobilinogen  by  the 
action  of  intestinal  bacteria.  Some  of  the 
latter  pigment  is  excreted  in  the  feces. 
Probably  a larger  part  is  reabsorbed  and  re- 
turned to  the  liver  where  it  is  either  de- 
stroyed or  utilized  again.  Urobilinogen  is 
not  formed  within  the  bile  channels  except  in 
rare  instances  of  long-standing  infection 
above  a point  of  obstruction. 

The  examination  of  the  blood,  urine  and 
feces  for  biliary  pigments  in  conjunction 
with  the  determination  of  the  presence  or 
absence  of  bile  in  the  duodenum  by  duodenal 
tube  in  patients  who  are  jaundiced  may  prove 
of  considerable  diagnostic  value.  In  the  dif- 
ferentiation between  obstructive  jaundice 
due  to  stone  and  to  malignancy,  these  things 
stand  out:  In  stone-block  jaundice,  bile  is 
usually  nresent  in  the  duodenum,  and  urobi- 
linogen in  the  urine.  In  jaundice  resulting 
from  obstruction  of  the  bile  ducts  due  to 
malignancy  of  either  the  bile  ducts  or  the 
head  of  the  pancreas,  the  serum  bilirubin 
goes  to  higher  levels  due  to  the  complete  ob- 
struction and  the  stools  become  completely 
acholic.  In  jaundice  due  to  stone  the  serum 
bilirubin  level  usually  fluctuates  or  quickly 
returns  to  normal.  The  differentiation  be- 
tween an  hepatocellular  type  of  icterus  and 
obstructive  jaundice  is  frequently  difficult. 
In  the  former  type  the  serum  bilirubin  level 
may  be  very  high  and  for  a time  no  bile  en- 
ters the  duodenum  and,:  of  course,  no  uro- 
bilin will  be  noted  in  the  urine.  If,  however, 
the  serum  bilirubin  is  very  high  and  bile  is 
present  in  the  duodenum  and  in  the  stools 
and  urobilinogen  is  excessive  in  the  urine,  an 
hepatocellular  jaundice  should  be  suspected. 

A case  discharged  from  the  hospital  before 
I left  Philadelphia  was  of  interest.  A man, 
38  years  of  age,  was  deeply  jaundiced  with  a 
serum  bilirubin  level  of  18  mg.  In  spite  of 
this  high  level,  bile  was  obtained  by  duodenal 


tube  drainage  and  urobilinogen  was  present 
in  the  urine.  Various  liver-function  tests 
suggested  hepatocellular  damage.  With- 
in a week  the  jaundice  dropped  and  was  nor- 
mal when  I left  home.  The  man  had  been 
an  alcoholic  and  had  lues.  It  was  thought 
that  the  evidence  of  an  acute  liver-cell  injury 
was  on  an  alcoholic  basis. 

In  following  the  course  of  obstructive 
jaundice,  simultaneous  observations  of  the 
serum  bilirubin,  urine  urobilnogen,  and  bile 
pigment  in  the  stools  and  duodenum  are  of 
extreme  interest.  A mounting  serum  bili- 
rubin is  usually  associated  with  a lessening  of 
the  urinary  urobilinogen.  Soon  after  release 
of  a complete  obstruction  urobilinogen  re- 
appears in  the  urine  and  the  serum  bilirubin 
level  drops  almost  simultaneously. 

Another  biliary  constituent,  the  bile  salts, 
is  of  considerable  clinical  interest.  They  are 
a product  of  liver-cell  activity  and  play  an 
important  part  in  the  absorption  and  utiliza- 
tion of  fats  in  the  intestine.  They  are  es- 
sential to  the  absorption  of  the  fat  soluble 
Vitamins  A and  D,  and  possibly  a third  vita- 
min— the  new  Vitamin  K.  I am  sure  you  are 
familiar  with  the  work  done  in  that  field.  It 
has  been  found  recently  that  the  only  clotting 
element  which  is  disturbed  in  jaundiced  pa- 
tients who  bleed  after  operation  is  the  pro- 
thrombin. The  administration  of  the  newly 
discovered  fat  soluble,  Vitamin  K,  will  raise 
the  prothrombin  level  to  normal  and  in  most 
instances  prevents  serious  bleeding  follow- 
ing operation.  It  is  routine  in  most  hospitals 
in  the  preparation  of  the  jaundiced  patient  to 
determine  the  prothrombin  level  of  the  blood. 
If  there  is  a prothrombin  deficiency  this  may 
be  corrected  by  the  administration  of  Vita- 
min K and  bile  salts  to  aid  in  its  absorption. 
Bile  salts  alone,  if  the  diet  is  adequate  in  fat 
soluble  vitamins,  will  suffice.  A marked  de- 
crease in  the  concentration  of  bile  salts  in 
fistula  bile  following  operation  is  due  to  a de- 
pressed liver  function.  If  this  concentration 
does  not  increase,  a badly  damaged  liver 
should  be  suspected  and  a less  favorable 
prognosis  offered. 

Cholesterol,  a third  important  biliary  con- 
stituent is  also  present  in  the  blood  and  all 
tissues.  It  is  held  in  solution  in  the  bile  by 
bile  salts  and  is  contained  in  all  gallstones.  A 
disturbance  of  the  bile  salt-cholesterol  ratio 
in  the  bile,  probably  accounts  for  the  forma- 
tion of  gallstones.  The  determination  of  the 
cholesterol  content  of  the  blood  is  of  some 
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importance  in  the  differential  diagnosis  of 
jaundice.  In  obstructive  icterus  a high  to- 
tal blood  cholesterol  with  a normal  cholester- 
ol ester  ratio  (50-70  per  cent)  is  to  be  ex- 
pected. In  hepatocellular  jaundice,  the  total 
blood  cholesterol  level  is  usually  lower  and 
may  be  subnormal.  The  ester  ratio  may  be 
markedly  diminished  if  the  liver-cell  damage 
is  marked.  In  hyperthyroidism  the  blood 
cholesterol  level  is  decreased.  There  is  an  as- 
sociated liver  dysfunction  as  measured  by  the 
hippuric  acid  test  in  many  cases.  The  degree 
of  liver  damage  is  roughly  proportionate  to 
the  severity  of  the  hyperthyroidism,  accord- 
ing to  some  observers.  The  liver  glycogen 
is  diminished  in  this  condition.  This  may  de- 
pend upon  an  increased  epinephrine  effect 
which,  incidentally,  has  been  noted  to  cor- 
respond to  the  peak  of  the  postoperative  cri- 
sis in  some  cases  of  thyroid  disease.  Some 
observers  feel  that  the  postoperative  crisis  is 
caused  by  the  same  mechanism  which  causes 
liver  death. 

METABOLIC  FUNCTIONS  OF  THE  LIVER 

The  glycogen  storage  function  of  the  liver 
is  tremendously  important.  It  has  been 
known  for  a long  time  that  a normally  func- 
tioning liver-cell  requires  ample  glycogen. 
One  of  the  easiest  ways  to  damage  the  liver 
is  to  deplete  the  liver-cell  of  its  glycogen.  The 
liver  has  an  important  function  in  delivering 
glucose  to  the  blood.  The  experimental  re- 
moval of  the  liver  is  followed  by  a hypogly- 
cemic death.  Some  of  you  have  seen  such 
deaths  in  advanced  liver  disease.  I can  re- 
call two  cases  of  acute  necrosis  of  the  liver, 
one  from  cincophen  and  the  other  complicat- 
ing pregnancy,  in  which  the  immediate  cause 
of  death  was  hypoglycemia.  It  is  not  the  low 
level  per  se  but  the  rapid  drop  in  blood  sugar 
which  causes  the  reaction  and  collapse.  In 
all  cases  of  this  type  a continuous  glucose 
drip  intravenously  is  imperative.  The  ad- 
ministration of  glucose  is  not  always  done 
scientifically.  It  is  possible  for  the  average 
individual  to  utilize  30  to  40  drops  of  10  per 
cent  glucose  per  hour.  When  this  amount  is 
exceeded,  the  sugar  is  excreted  through  the 
kidneys  in  some  part.  If  you  are  dealing 
with  a patient  with  acute  yellow  atrophy,  the 
sugar  should  be  given  continuously.  I am 
quite  sure  some  patients  can  be  saved,  be- 
cause the  liver  has  tremendous  regenerative 
power.  Never  give  up  until  the  end  comes. 
Once  in  a while  they  will  come  around. 

I have  very  little  to  say  about  the  fat  meta- 
bolism of  the  liver.  Very  little  is  known 


about  it.  Ravdin’s  recent  experiments  indi- 
cate that  a liver  with  a high  fat  content  is 
more  prone  to  injury  and  cannot  regenerate 
actively.  He  contends  that  the  high  fat  con- 
tent of  a diseased  liver  rather  than  a low  gly- 
cogen value  accounts  for  the  marked  disturb- 
ance of  liver  function,  which  is  present  in 
these  animals.  When  arranging  a diet  for  a 
diseased  liver  patient,  increase  the  carbohy- 
drate and  diminish  the  fat  content.  There 
are  several  conditions  which  favor  the  de- 
velopment of  fatty  liver.  It  is  encouraged 
by  a poor  glycogen  supply,  a high  fat  diet, 
various  liver-cell  toxins  and  severe  pancreatic 
insufficiency.  When  the  pancreas  is  removed 
from  a dog  the  hyperglycemia  can  be  con- 
trolled with  insulin,  but  the  dog  will  develop 
eventually  a fatty  liver.  It  has  been  shown 
that  the  administration  of  an  extract  of  the 
pancreas  (lipocaic),  choline  or  lecithin  will 
prevent  this  occurrence.  Snell  reported  an 
interesting  case  recently  with  pancreatic 
atrophy  due  to  calculi  with  evidence  of 
marked  liver  dysfunction  including  ascites 
and  hypoproteinemia,  assumedly  due  to  fatty 
liver.  The  administration  of  raw  pancreas 
and  of  lipocaic  brought  about  a clinical  cui'e. 

The  liver  stores  protein.  Its  manufacture 
of  urea  is  an  exhibition  of  its  detoxication 
function.  It  destroys  uric  acid,  which  is  the 
end  product  of  purin  metabolism  in  the  body. 
It  has  been  considered  wise  not  to  administer 
more  protein  in  the  diet  than  is  absolutely 
essential  for  the  body  needs — possibly  not 
more  than  IV2  grams  per  kg.  of  body  weight. 
There  is  some  question  whether  this  is  ample 
for  maintaining  a normal  plasma  protein  lev- 
el. The  liver  has  an  important  function  in 
the  maintenance  of  the  plasma  protein  level 
in  the  blood.  It  probably  manufactures  fi- 
brogen.  It  certainly  has  something  to  do 
either  with  the  manufacture  or  the  synthesis 
of  serum  albumin. 

I have  been  interested  in  the  plasma  pro- 
teins for  four  years  and  have  been  surprised 
to  find  that  a large  number  of  these  patients 
have  an  hypo-albuminemia.  Doctor  Osier 
once  said,  “You  should  never  give  an  imme- 
diate bad  prognosis  in  cirrhosis  of  the  liver 
with  ascites,  because  the  patient  may  come 
back  and  stare  you  in  the  face.”  Every  pa- 
tient with  hepatic  cirrhosis  who  develops 
ascites  does  not  have  portal  hypertension. 
There  are  many  factors  responsible  for  the 
transudation  of  fluid  and  one  is  the  decrease 
in  the  serum  albumin  level.  If  the  level  of 
serum  albumen  drops  below  3.5,  ascites  may 
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develop  as  a result  of  changes  in  the  osmotic 
pressure  of  the  blood. 

Unfortunately  an  advanced  case  of  liver 
disease  with  severe  hypo-albuminemia  is  dif- 
ficult to  treat.  These  patients  respond  more 
slowly  to  mercurial  diuretics.  It  is  impos- 
sible to  elevate  the  serum  albumin  by  a high 
protein  diet  alone.  Even  repeated  transfu- 
sions do  not  always  bring  about  the  desired 
result.  In  some  of  the  cases  infusions  of 
blood  plasma  may  cause  a satisfactory  rise 
in  the  albumen  level  but  only  too  often  it  is 
but  temporary.  The  immediate  prognosis  in 
an  advanced  cirrhotic  with  ascites  whose 
serum  albumen  is  below  3 per  cent  has  not 
been  good  in  my  experience.  A normal 
plasma  albumen  level  is  dependent  upon  ef- 
ficient liver  function.  The  liver  either  syn- 
thesizes or  actually  manufactures  this  pro- 
tein and  severe  liver  injury  is  almost  always 
associated  with  a lowering  of  the  amount  of 
albumen  in  the  blood.  It  should  be  mentioned 
that  the  liver  has  an  important  storage  func- 
tion for  iron  and  copper,  and  an  anti-anemia 
factor  for  primary  pernicious  anemia,  and 
certainly  for  the  storage  of  fat  soluble  vita- 
mins A and  D,  and  possibly  the  newly  dis- 
covered Vitamin  K. 

Some  cases  of  liver  disease  show  a macro- 
cytic anemia  which  has  been  attributed  to  a 
lack  of  storage  of  the  anti-anemia  factor. 
Shiff  prepared  an  extract  from  the  livers  of 
five  patients  dying  of  cirrhosis  with  a macro- 
cytic anemia  and  injected  it  into  patients 
with  pernicious  anemia,  bringing  about  a 
reticulocyte  response.  In  these  cases  the 
macrocytic  anemia  was  not  due  to  a lack  of 
the  anti-anemia  principle  in  the  cirrhotic 
liver.  It  is  possible  that  the  macrocytosis  is 
due  to  a lowering  of  the  osmotic  pressure  in- 
cidental to  the  hypoalbuminemia. 

ANTITOXIC  FUNCTION 

The  liver  removes  many  types  of  foreign 
matter  from  the  blood,  probably  as  a result 
of  activity  of  the  Kuppfer  cells.  The  brom- 
sulphalein  and  other  dye  tests  depend  upon 
this  type  of  liver  activity.  The  bromsul- 
phalein  test  is  of  considerable  value  in  chron- 
ic universal  liver  disease  without  jaundice, 
particularly  in  the  cirrhoses  of  all  types.  A 
positive  bromsulphalein  test  in  the  absence 
of  jaundice  is  an  indication  of  liver  damage 
usually  of  a serious  type.  It  is  of  no  value 
in  deeply  jaundiced  patients  but  again  as- 
sumes an  important  place  in  the  diagnosis  of 
residual  liver  injury  after  the  jaundice  has 


subsided.  A positive  dye  test  and  patholog- 
ical urobilinogenuria  constitute  the  most  im- 
portant measures  of  liver  damage  following 
hepatocellular  jaundice  in  our  clinic. 

Many  medicinal  substances  are  removed 
from  the  blood  stream  by  the  liver.  Some  of 
them  act  as  hepatocellular  toxins.  The  cin- 
cophen  group  and  the  arsenicals  are  in  this 
category.  The  liver  detoxifies  some  of  the 
alkaloids  as  strychnine  and  the  alkaloids  of 
opium.  Wilcox  pointed  out  many  years  ago 
that  deeply  jaundiced  patients  tolerate  mor- 
phine poorly.  This  should  be  borne  in  mind 
during  the  postoperative  period  in  such  pa- 
tients. Other  sedatives  are  preferable  if  tox- 
ic symptoms  are  to  be  avoided. 

If  there  is  an  entity  which  can  be  identi- 
fied as  intestinal  toxemia,  then  the  liver  must 
be  looked  upon  as  the  last  barrier  of  protec- 
tion against  its  development.  The  sequence 
of  events  in  this  group  of  patients  may  be 
as  follows:  chronic  constipation  which  in  it- 
self rarely  is  associated  with  toxic  symp- 
toms; then  laxatives  and  enemas  for  years 
with  catarrhal  changes  in  the  bowel;  and 
finally  the  intestinal  barrier  against  absorp- 
tion of  toxic  bodies  is  broken  down.  This 
puts  the  brunt  of  the  load  upon  the  liver.  If 
its  detoxifying  function  fails  for  any  rea- 
son, symptoms  of  so-called  toxemia  may  de- 
velop. Urobilinogenuria  and  indicanuria 
may  be  noted  in  cases  of  this  type.  It  is  dif- 
ficult to  accurately  appraise  the  importance 
of  so-called  hepatic  intestinal  toxemia  clini- 
cally, but  it  undoubtedly  does  occur.  Symp- 
toms of  this  type  do  disappear  slowly  when 
laxatives  are  discontinued  and  a sensible 
physiologic  bowel  stasis  regimen  is  institut- 
ed. 

REMARKS  ON  THERAPY 

In  the  therapy  of  liver  disease,  every  effort 
must  be  made  to  prevent  further  liver-cell 
injury.  One  must  avoid  the  use  of  liver-cell 
toxins,  such  as  thyroid  extract,  alcohol,  cin- 
cophen  drugs,  chloroform  and  arsenic.  Gly- 
cogen depletion  must  be  avoided  and  defi- 
ciency states  guarded  against.  It  is  becom- 
ing increasingly  obvious  that  deficiencies 
and  anemia  are  prone  to  occur  in  liver  dis- 
ease. Any  clinical  condition  favoring  anox- 
emia should  be  given  active  treatment  to 
avoid  further  depression  of  liver-cell  func- 
tion. 

The  diet  should  be  high  in  carbohydrates, 
low  in  fats  and  contain  an  amount  of  protein 
adequate  for  maintenance.  Some  caution 
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must  be  exercised  in  the  administration  of 
water  and  salt  in  cases  with  edema  or  hypo- 
proteinemia  to  avoid  further  collection  of 
fluid  in  the  tissues  or  body  cavities.  More 
attention  is  being  given  to  a high  vitamin  in- 
take in  view  of  the  liver’s  important  function 
of  vitamin  storage  and  hematopoieses.  Fat 
soluble  vitamins  are  essential  because  of  the 
necessity  of  restricting  the  fat  intake.  The 
vitamin  B complex  is  frequently  beneficial  in 
building  up  the  general  resistance  in  patients 
with  hepatic  diseases.  Bile-salt  preparations 
have  a useful  place  in  therapy  to  assist  in 
digestion  and  absorption  of  fats  and  to  en- 
courage the  absorption  of  the  fat  soluble 
vitamins.  The  digestive  and  absorptive  func- 


tions are  frequently  interfered  with  in  chron- 
ic hepatic  diseases  so  that  dilute  hydrochloric 
acid  and  pancreatic  extracts  may  prove  bene- 
ficial. 

Finally,  it  should  be  reiterated  that  intra- 
venous glucose,  blood  and  plasma  transfu- 
sions, parenteral  vitamins  and  liver  extract 
constitute  the  most  important  weapons  in  the 
battle  to  overcome  acute  or  chronic  hepatic 
decompensation.  It  has  been  impossible,  ob- 
viously, to  include  many  important  phases  of 
this  subject  in  such  a brief  discussion,  so 
that  I have  touched  upon  those  types  in 
which  I have  been  particularly  interested  re- 
cently. 


Nearly  One  Half  Chronic  Sleeplessness 
Cases  Are  Psychoneurotic 

Most  of  the  currently  believed  calamitous 
consequences  of  insomnia  or  sleeplessness  are 
unsupported  by  fact,  Louis  J.  Karnosh,  M.  D., 
Cleveland,  contends  in  The  Journal  of  the 
American  Medical  Association  for  Sept.  30. 

Insomnia  not  due  to  organic  disease  or 
physical  pain,  it  is  pointed  out,  does  not  sap 
a person’s  vitality ; it  does  not  lead  to  insani- 
ty; it  does  not  affect  the  health  of  an  indi- 
vidual; it  does  not  cause  anemia  or  loss  of 
weight,  and  it  is  doubtful  whether  insomnia 
in  itself  is  ever  the  cause  of  death. 

Dr.  Karnosh  stated:  “Nearly  one-half  of  all 
persons  with  chronic  insomnia  (true  inability 
to  sleep)  are  psychoneurotic.  This  type  of 
person  not  only  wants  sleep — he  wants  obliv- 
ion. He  entertains  the  naive  hope  that  after 
a good  night’s  rest  he  may  awake  free  from 
tension  and  depression,  hoping  that  sleep  will 
wash  away  the  problems  which  he  is  unable 
to  face  and  solve.  The  psychoneurotic  per- 
son artfully  presents  his  insomnia  as  a red 
herring  across  the  path  of  the  clinician’s 
speculations  to  mislead  him  into  believing 
that  the  trouble  is  a physicial  one  that  merits 
medical  treatment. 

“No  one,”  the  author  explains,  “can  will 
himself  to  sleep;  one  merely  allows  sleep  to 
intervene.  The  patient  complaining  of  sleep- 
lessness should  be  told  about  the  phenomena 
of  free  association,  during  which  the  mind 
wanders  and  thoughts  are  without  cohesion 
and  regulation.  Free  association  takes  place 
between  the  time  of  retiring  and  of  actually 
going  to  sleep.  This  mental  rambling  is  an 


overture  to  sleep,  in  fact  a half  sleep  wherein 
the  higher  cerebral  functions  which  regulate 
logical  and  coherent  thinking  are  at  rest. 

“Counting  sheep,  reading  in  bed  and  other 
mental  gymnastics  that  require  concerted 
thinking  are  merely  tricks  for  the  repression 
of  unpleasant  ideas  and  actually  lead  the  per- 
son away  from,  rather  than  toward  sleep. 

“The  person  with  insomnia  should  be  told 
to  lie  down,  to  let  his  muscles  relax  if  he  can, 
to  let  his  thoughts  wander  where  they  will 
and  to  avoid  the  exercise  of  any  sort  of  con- 
centration or  volition. 

“From  fifteen  to  twenty  minutes  in  a tub 
of  water  which  is  just  cool  to  the  touch  is 
recommended  if  it  does  not  upset  the  patient. 
Hot  baths  and  massage  are  of  questionable 
value. 

“Shallow,  fitful  sleep  is  often  a natural 
condition  compatible  with  the  temperament 
and  living  habits  of  the  individual  patient 
and  does  not  necessarily  call  for  special  at- 
tention or  treatment.” 

In  speaking  of  the  treatment  of  sleepless- 
ness in  psychoneurotic  persons  the  author 
declares  that:  “The  first  and  only  satisfac- 
tory method  of  treating  sleeplessness  in 
these  persons  is  to  remove  the  source  of  psy- 
chologic tension.  A mental  aeration,”  he 
concludes,  “is  far  more  valuable  than  a seda- 
tive. Sedatives  should  be  regarded  only  as 
an  adjunct,  not  as  a device  to  cover  up  the 
fundamental  difficulty.” 

Stimulants,  such  as  coffee,  the  drug  am- 
phetamine or  alcohol,  often  induce  a state  of 
sleeplessness ; these  of  course  can  be  avoided. 
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The  comparative  epidemiology  of  equine 
encephalomyelitis  and  anterior  poliomyelitis 
offers  valuable  points  in  common  that  sug- 
gest a striking  parallelism  in  the  incidence 
of  these  infections. 

This  study  was  instituted  in  1937  in  Oma- 
ha and  the  surrounding  area  in  Douglas, 
Washington  and  Sarpy  counties,  an  area  ap- 
proximately 43  miles  long  and  23  miles  wide 
and  carried  on  to  date.  The  terrain  of  this 
area  lends  itself  peculiarly  to  such  an  inves- 
tigation. 

In  the  summer  of  1937  an  epidemic  of 
equine  encephalomyelitis  and ’anterior  polio- 
myelitis occurred  simultaneously  in  the  rural 
and  urban  areas  respectively.  There  was  a 
recurrence  of  equine  encephalomyelitis  in 
epidemic  form  in  1938,  and  one  case  in  1939. 
In  1938  there  was  no  anterior  poliomyelitis  in 
the  city  and  in  1939  to  date  there  have  been 
8 or  9 cases. 

The  plan  of  study  of  thfe  comparative  epi- 
demiology of  equine  encephalomyelitis  and 
anterior  poliomyelitis  recognizes  them  as  vi- 
rus infections.  These  infections  are  not  due  to 
the  same  virus(1>,  but  there  is  remarkable 
similarity  in  the  course  of  each  disease.  In 
the  equine  disease  and  the  poliomyelitis  in- 
fection, there  are  mild  cases  followed  by  re- 
covery without  evidence  of  paralysis.  There 
are  cases  presenting  evidence  of  paralysis 
with  recovery.  And  there  are  paralytic  cases 
terminating  fatally.  The  mortality  varies 
in  different  epidemics  of  each  infection. 
Horses  presenting  mild  cases  as  well  as  those 
more  severe  recovered  cases,  appear  to  de- 
velop immunity  against  subsequent  infection. 
This  phenomenon  is  also  seen  in  the  abortive 
human  poliomyelitis  patient  and  in  the  sur- 
viving paralytic  patient.  Resistence  to  rein- 
fection in  human  poliomyelitis  has  been  not- 
ed except  in  very  rare  instances (2h  Like- 
wise the  monkey  has  been  resistant  to  rein- 
fection in  less  than  1/10  to  1%  in  the  Rocke- 
feller Institute*3). 

On  the  basis  of  this  similarity  between  the 
two  diseases  although  there  is  no  cross-im- 

♦This  is  a preliminary  report  read  before  the  Omaha  Mid- 
West  Clinical  Society,  October  26th,  1939,  with  Scientific  Ex- 
hibit. 


munization  between  these  viruses,  and  fur- 
ther stimulated  by  the  incidence  of  the 
equine  disease  in  human  cases,  the  following- 
plan  was  outlined: 

1.  Accepted  cases  of  equine  encephalo- 
myelitis diagnosed  by  a registered  veterinar- 
ian (P.J.C.)  and  seen  at  the  farm  or  in  the 
stable,  were  plotted  on  a true  map  of  the 
counties  showing  ownership  of  property,  wa- 
ter courses,  highways,  railroads,  etc. 

2.  Accepted  cases  of  anterior  poliomye- 
litis reported  to  the  Omaha  Health  Depart- 
ment, were  plotted  on  a true  map  of  the  city 
showing  the  streets,  boulevards,  parks,  rail- 
roads, etc.  These  cases  were  then  plotted  on 
a contour  map*  of  Omaha  with  additional 
areas  contiguous  to  the  city  in  order  to  dem- 
onstrate the  surrounding  terrain. 

3.  Suspicious  cases  seen  by  the  author 
(J.  H.  M.)  which  could  be  assumed  to  be 
abortive  cases  were  plotted.  (Some  were  in 
families  in  which  there  was  an  actual  case 
with  paralysis). 

4.  Experimental  monkeys  were  inoculat- 
ed. Some  of  these  were  inoculated  with  ma- 
terial from  equine  cases,  and  some  were  in- 
oculated with  virus  of  human  poliomyelitis 
of  the  M V strain. 

EQUINE  ENCEPHALOMYELITIS  EPIDEMIC 

In  the  summer  of  1937  the  cases  of  equine 
encephalomyelitis  occurred  on  farms  or 
in  stables  located  on  streams  in  depressed 
areas  with  trees  or  underbrush.  The  horses 
were  often  seen  in  stables  sheltered  by  near- 
by hills.  In  one  such  case  for  example  the 
stable  was  located  in  the  lowermost  area  of 
hilly  ground  with  a creek  running  into  a 
nearby  culvert  and  sheltered  on  the  south  by 
the  high  fill  on  the  Union  Pacific  Railroad 
right-of-way.  In  no  instance  were  these 
cases  on  plateaus.  In  the  epidemic  occurring 
in  1938,  cases  likewise  were  plotted  on  the 
same  map,  and  they  were  found  to  occur  in 
similar  relative  locations.  Many  of  the  cases 
in  1938  occured  on  farms  on  which  there 
were  horses  sick  of  encephalomyelitis  in  the 
preceding  year.  But  in  no  instance  is  there 
a case  in  a horse  that  had  been  sick  in  1937. 

* Con  tour  map  made  by  U.  S.  Geodetic  Survey. 
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In  1939  there  has  been  one  case.  This 
farm  was  on  high  ground,  but  there  was  a 
pasture  of  50  acres  at  a distance  from  the 
farm  headquarters.  This  pasture  bordered 
a creek  along  which  there  were  many  trees, 
and  lay  in  a depression  with  hills  to  the  east 
and  west. 

The  occurrence  of  cases  in  such  a wide  area 
precluded  contact  between  individuals,  or 
contamination  by  forage,  drinking  water 
or  sewage.  Several  of  the  sickest  cases  oc- 
curred on  an  island  in  the  Missouri  River. 
Cases  occurred  equally  in  well  kept,  clean, 
well  appointed  stables  as  well  as  in  those  in 
less  happy  environs.  As  a corollary,  other 
stables  presenting  the  same  contrast  in 
equipment,  escaped  without  an  infected  ani- 
mal. The  difference  lay  not  in  the  proximi- 
ty to  infected  horses  or  insanitary  conditions 
but  in  the  local  terrain.  Such  an  epidemiol- 
ogy suggested  that  the  disease  was  conveyed 
by  a vector.  This  vector  was  apparently  in- 
fluenced by  terrain  in  so  far  as  surface  drain- 
age, water  courses,  trees  and  underbrush  af- 
forded likely  areas  of  propagation  and  pro- 
tection. The  absence  of  cases  on  plateaus  or 
ridges  suggested  the  influence  of  wind  in  im- 
pelling the  vector.  This  is  suggested  by  the 
occurrence  of  cases  also  on  an  island  in  the 
Missouri  River. 

Such  research  workers  as  Myers,  Sabin  and 
others  have  accepted  the  theory  that  equine 
encephalomyelitis  is  a vector  disease(1). 

The  nature  of  the  vector  has  not  been 
proven  but  the  mosquito  has  been  suspected, 
as  well  as  other  insects,  ticks,  rodents,  game 
and  migratory  birds. 

In  the  early  course  of  the  infection,  the 
virus  has  been  demonstrated  in  the  blood  of 
the  horse,  and  it  disappears  therefrom  when 
the  stage  of  paralysis  supervenes.  We 
found  this  to  be  the  case  in  an  experimental 
monkey  in  1937,  with  infection  by  means  of 
blood  from  an  infected  horse  in  the  early 
stage  of  the  disease. 

Study  of  the  map  made  up  of  400  cases 
of  sick  horses,  reveals  a pattern  that  sup- 
ports the  theory  of  a vector  that  can  live  and 
propogate  in  sheltered  areas  on  or  very  near 
water  courses.  The  absence  of  cases  in 
areas  in  the  vicinity  of  these  water  courses 
but  on  elevations  exposed  to  wind,  suggests 
the  mosquito  as  the  agent  that  would  be 
affected  by  wind.  As  an  example,  the  cases 
on  the  island  in  the  Missouri  were  entirely 


isolated  but  cases  were  present  on  the  main- 
land 1 mile  or  IV2  miles  distant.  Experi- 
mental work  has  not  proven  this  to  be  a fact. 
The  presence  of  the  virus  in  the  blood  of 
the  horse,  sick  with  a mild  or  severe  case, 
would  offer  a source  of  infection  to  a blood 
sucking  vector,  and  likewise  would  offer 
an  avenue  of  introduction  of  the  virus  into  a 
host,  if  the  virus  circulated  in  the  blood 
stream  in  the  early  stage  of  the  infection. 

The  epidemiological  evidence  obtained  in 
the  epidemics  of  this  area  supports  the  hy- 
pothesis that  this  vector  could  be  a mosquito. 
The  reservoir  of  infection  whether  it  be  the 
horse,  or  another  animal,  bird,  or  parasite, 
does  not  alter  the  probability  of  an  inter- 
mediate host.  When  there  is  evidence  of 
topographical  influence  on  the  occurrence  of 
cases,  a vector  such  as  the  mosquito  is  more 
likely  to  be  affected  simultaneously  by  wind 
and  sheltered  areas.  Also  when  these  shel- 
tered areas  provide  the  natural  requisites  for 
propagation. 

POLIOMYELITIS  EPIDEMICS 

As  previously  stated  there  was  an  epidemic 
of  anterior  poliomyelitis  in  Omaha  in  1937. 
This  epidemic  began  earlier  than  the  epi- 
demic of  encephalitis  among  horses.  The 
first  case  was  reported  on  May  27th,  1937. 
The  cases  were  plotted  on  a true  map  of  the 
city. 

The  first  case  occurred  in  the  extreme 
southeast  portion  of  the  city  on  the  south 
side  of  the  street  in  a girl  aged  6 years.  The 
second  case  was  diagnosed  the  same  day  on 
the  north  side  of  the  street  directly  opposite 
in  a boy,  aged  9 years.  The  last  case  was  re- 
ported on  October  23.  There  were  in  Omaha 
a total  of  105  cases,  with  a mortality  of 
14.29%. 

As  stated  earlier  in  this  paper  the  surface 
of  Omaha  is  irregular.  Although  the  contour 
lines  appear  very  tortuous,  there  is  a quasi 
orderly  trend  of  ridges  and  valleys,  more  or 
less  paralleling  the  river  or  in  a south  by 
east  to  north  by  west  direction  with  cross  de- 
pressions. This  topography,  therefore,  pre- 
sents a terrain  of  plateaus  and  ridges  with 
intervening  depressions,  and  an  unusual  and 
ideal  location  to  pursue  such  a study  as  this 
in  contradistinction  to  a flat  area  devoid  of 
natural  physical  divisions. 

The  plot  of  cases  in  the  1937  epidemic  ap- 
peared to  follow  a definite  pattern.  They 
did  not  follow  the  recognized  lines  of  traffic 
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between  various  areas  within  the  city.  Neith- 
er did  they  fall  uniformly  into  areas  of  dens- 
est population.  They  were  found  in  all  sec- 
tions of  the  city,  regardless  of  economic 
status  of  the  families. 

This  pattern  was  not  apparent  on  first 
study  of  the  map.  But  the  thought  was  sug- 
gested in  reviewing  the  map  of  the  counties 
in  the  study  of  the  epidemic  of  encephalitis 
among  horses. 

Let  us  turn  now  a moment  to  other  fea- 
tures of  the  epidemic  of  poliomyelitis  infec- 
tion. As  mentioned  above,  the  first  and  sec- 
ond cases  occurred  on  the  same  day,  across 
the  street  from  each  other.  The  succeeding 
four  cases  occurred  from  13  blocks  to  157 
blocks  distant  and  39  days  intervened  be- 
tween the  first  and  sixth  cases.  During  this 
time  there  was  no  particular  alarm  over  an 
epidemic,  among  the  people  of  the  city,  but 
cases  thus  far  removed  are  difficult  to  ex- 
plain on  the  basis  of  contact.  Subsequently 
the  apprehension  over  the  appearance  of  new 
cases  aroused  the  parents.  They  began  re- 
stricting their  children  to  their  immediate 
vicinity.  Then  followed  the  Health  Depart- 
ment’s warning  against  gatherings.  The 
parents’  growing  concern  for  the  safety  of 
their  children  and  the  watchfulness  of  the 
Health  Department,  contributed  practically 
to  a voluntary  quarantine. 

This  situation  naturally  minimized  the 
possibility  of  infection  by  contact.  Never- 
theless the  cases  increased  in  number  follow- 
ing a curve  of  incidence  similar  to  that  seen 
in  other  epidemics. 

The  epidemic  declined  rapidly  and  the  last 
case  was  reported  on  October  23,  1937.  This 
case  incidentally  was  very  interesting  in  so 
far  as  it  occurred  on  a farm  outside  of  the 
city  limits,  west  of  the  south  side  of  Omaha. 

The  city-wide  spread  of  cases  was  studied 
on  a map  showing  the  natural  drainage  sys- 
tem of  Omaha  and  adjacent  territory,  and 
on  another  map  showing  the  contour  system 
of  the  same  area.  They  were  found  to  fall 
uniformly  along  the  stream  line  or  natural 
drainage  areas  and  on  the  slopes  of  hills  but 
not  on  the  crest.  They  were  found  at  differ- 
ent elevations  but  in  the  same  relative  posi- 
tions. When  they  occurred  near  the  high- 
est point  with  respect  to  the  surrounding 
topography,  they  were  at  or  near  the  trough- 
like depression  made  by  a lateral  drainage 
area,  emanating  from  the  major  depression 


or  ravine  nearby.  The  last  patient  reported 
in  the  epidemic  was  an  isolated  case  outside 
the  city  limits.  This  case  was  located  4*4 
miles  west  and  314  miles  southwest  of  the 
nearest  cases  in  the  city  and  was  located  on 
a stream  line  or  drainage  depression. 

The  prevailing  wind  in  Omaha  in  June, 
July  and  August,  1937,  was  a south  or  south- 
east wind.  Omaha’s  average  wind  velocity 
is  9.8  miles  an  hour.  The  first  10  cases  were 
reported  in  locations  in  general  south  to 
north  direction,  along  an  air  channel  marked 
by  stream  lines  and  adjacent  elevations. 

The  succeeding  cases  as  stated  above  ap- 
peared successively  in  different  parts  of  the 
city,  and  followed  the  same  pattern  of  spread 
as  just  described. 

SUSPICIOUS  CASES 

Suspicious  cases  seen  by  the  author,  which 
could  be  assumed  to  be  abortive  cases  of  an- 
terior poliomyelitis  were  also  plotted.  They 
were  placed  on  the  map  containing  the  ac- 
cepted cases  of  poliomyelitis,  i.e.  cases  with 
central  nervous  system  involvement  and 
spinal  fluid  changes  diagnostic  of  anterior 
poliomyelitis.  These  assumed  cases  of  abor- 
tive poliomyelitis  fell  uniformly  on  the  map 
in  the  same  areas  in  which  accepted  cases  of 
poliomyelitis  were  found. 

It  is  my  opinion,  supported  by  clinical  and 
epidemiologic  evidence,  that  these  abortive 
cases  constitute  the  principal  point  of  attack 
on  this  problem.  They  outnumber  the 
actual  diagnosed  cases  four  to  one.  They  are 
the  cases  hypothecated  in  my  observations 
and  experiments  as  the  crucial  ones.  They 
represent  the  cases  of  primary  infection, 
when  the  infection  is  general.  The  clinical 
case  of  poliomyelitis  with  central  nervous 
system  involvement  represents  the  case  of 
reinfection.  This  progression  possibly  is  anal- 
ogous to  the  primary  and  reinfection  com- 
plex in  tuberculosis.  Some  of  these  cases  oc- 
curred in  families  in  which  there  was  a defi- 
nite case  of  poliomyelitis.  In  one  such  fam- 
ily, four  children  were  sick  at  the  same  time, 
two  of  them  twins.  They  showed  the  transi- 
tory often  unsatisfactorily  explained  or  un- 
explained symptoms  of  fever,  malaise  and 
gastro-intestinal  symptoms  with  which  we 
are  familiar  in  poliomyelitis  epidemics. 
Three  of  the  children  completely  recovered. 
One  twin  suffered  a recurrence  of  symp- 
toms followed  by  the  appearance  of 
paralysis  in  the  leg  and  foot.  The  spinal 
fluid  showed  pleocytosis.  There  is  today  a 
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residual  foot  drop.  I would  assume  the  cor- 
rectness of  my  diagnosis  of  abortive  polio- 
myelitis in  the  other  three  children  in  this 
family.  Furthermore,  it  appears  to  be  sub- 
stantiated by  the  appearance  of  similar 
symptoms  in  each  twin  and  paralysis  in  only 
one. 

DISCUSSION 

In  reviewing  the  comparative  epidemiolo- 
gy of  the  equine  encephalomyelitis  and  an- 
terior poliomyelitis,  there  are  striking  points 
of  similarity  between  them. 

EQUINE  ENCEPHALOMYELITIS 

1.  Cases  occur  on  water  courses. 

2.  In  depressed  areas. 

3.  Not  on  crests. 

4.  Economic  status,  viz.  stables,  sanitation  and 
supervision  were  equally  good,  poor  and  fair. 

5.  Isolated  case  on  island  in  Missouri  River. 

6.  Occurence  corroborated  in  different  epidemics. 

7.  Immunity  demonstrated. 

8.  Wind  influence  demonstrated. 

ANTERIOR  POLIOMYELITIS 

1.  Water  courses. 

2.  In  depressions  and  slopes. 

3.  Not  on  crests. 

4.  Economic  status  varied  equally. 

5.  Isolated  case  west  of  city. 

6.  Occurence  corroborated  in  different  years. 

7.  Immunity  accepted  on  previous  research. 

8.  Wind  influence  demonstrated. 

It  is  accepted  now:  (1)  that  equine  en- 
cephalitis is  found  in  terrain  similar  to  that 
found  in  our  epidemics;  (2)  that  it  is  a virus 
disease;  (3)  that  it  is  transmitted  by  a vec- 
tor. 

Assuming  these  points  to  be  true,  includ- 
ing a vector  as  the  mode  of  transmission,  it 
appears  to  follow  from  our  analysis  that  this 
is  a wind  influenced  vector.  Such  a vector 
may  be  one  that  can  be  impelled  by  wind  or 
air  currents  such  as  for  example,  the  mos- 
quito or  other  agent  requiring  a definite  lo- 
cale for  propagation,  can  be  carried  or  blown 
a distance,  dislikes  highly  agitated  air,  and 
is  active  in  the  seasonal  occurrences  of  the 
disease.  Such  an  agent  also  can  possibly  be 
infected  because  the  virus  is  in  the  horse’s 
blood  in  the  early  stage  of  the  disease,  as 
well  as  in  other  demonstrated  reservoirs  of 
infection. 

Surface  winds  are  retarded  by  friction 
with  the  ground  and  objects  thereon  to  a 
height  of  five  to  six  times  the  height  of  such 
objects.  Other  elements,  viz.  barometric  pres- 
sure and  temperatures  also  exert  some  in- 
fluence. Adjacent  elevations  thereby  offer- 
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ing  resistance  tend  to  deflect  or  direct  air 
currents  in  definite  channels.  Resistance  of 
interposed  objects  as  buildings  or  hills,  cause 
eddies  and  deflection  of  wind  direction.  Crests 
of  hills  interpose  resistance  that  cause  eddies 
and  down  currents  or  drafts-,  with  retarda- 
tion of  velocity  of  the  wind  immediately  be- 
low the  crest,  according  to  the  direction  of 
the  wind  and  the  position  of  the  object.  In 
other  words,  the  flow  of  air  can  be  likened  to 
the  flow  of  water.  It  is  influenced  by  re- 
sisting objects,  cross  currents,  eddies,  and  it 
differs  in  velocity.  Just  as  we  see  altera- 
tions and  agitations  in  the  movement  of  wa- 
ter. I have  noted  in  the  fall  of  1937  and  this 
fall  (1939)  that  the  leaves  did  not  fall  from 
the  trees  early  in  the  season.  As  a conse- 
quence I have  been  impressed  by  the  differ- 
ence in  the  rate  of  fall  of  the  leaves  accord- 
ing to  location  and  exposure  to  wind.  This 
observation  corroborates  the  theory  of  wind 
action  and  behavior  as  applied  specifically  to 
areas  in  Omaha  where  the  wind  velocity  is 
retarded  or  accelerated  according  to  the  ex- 
isting terrain.  If  a vector  were  influenced 
by  more  or  less  agitated  air  currents,  that 
agent  would  be  likely  to  seek  less  exposed 
places.  Such  an  agent  of  which  the  mos- 
quito is  an  example,  appears  to  be  supported 
by  an  analysis  of  each  epidemic. 

CONCLUSION 

The  circumstances  surrounding  the  epi- 
demiology of  equine  encephalitis  indicate  the 
probability  of  a wind  impelled  or  wind  in- 
fluenced vector  as  a mode  of  transmission  of 
the  disease,  such  as,  for  example,  a mosquito. 
The  circumstances  encountered  in  the  epi- 
demiology of  anterior  poliomyelitis  suggest 
the  same  conclusion. 

SUMMARY 

1.  A study  was  made  of  the  topography 
of  Omaha  and  adjacent  rural  areas  in  its  re- 
lation to  the  spread  of  equine  encephalitis 
and  anterior  poliomyelitis. 

2.  Equine  encephalomyelitis  is  assumed  to 
be  a virus  disease  transmitted  by  a wind-in- 
fluenced vector. 

3.  It  occurs  in  depressed  areas  along  wa- 
ter courses  and  not  on  exposed  elevations. 

4.  Anterior  poliomyelitis  is  assumed  to  be 
a virus  disease. 

5.  In  Omaha,  it  occurs  in  depressed  areas, 
on  the  slopes,  and  not  on  the  crest  of  eleva- 
tions. 
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6.  The  abortive  case  of  poliomyelitis  is 
considered  the  crucial  one. 

7.  The  abortive  case  represents  the  pri- 
mary infection  and  the  paralytic  case  repre- 
sents the  pathology  of  the  reinfected  case. 

8.  It  is  suggested  that  a wind  influenced 
vector,  i.e.  such  an  agent  as  the  mosquito, 
may  be  the  means  or  intermediate  host  in 
its  transmission. 

I wish  to  express  my  appreciation  for  the 
assistance  and  cooperation  in  this  study  so 
willingly  given  by  Dr.  P.  J.  Christiansen, 


Bennington,  Nebr. ; Dr.  B.  C.  Russum,  Dr. 
Thomas  McCurdy,  Dr.  Francis  E.  Colien,  Dr. 
Chas.  M.  Wilhelmj,  of  Creighton  University; 
Dr.  C.  C.  Hall,  Omaha;  Dr.  F.  H.  Kinyoun, 
Los  Angeles,  Calif. 
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Additional  Educational  Facilities  Needed  for 
Crippled  Children 

“There  appears  to  be  a need  for  further 
study  of  existing  schools  and  for  much  addi- 
tional help  so  that  crippled  children  may 
have  the  education  they  need  to  cope  fairly 
with  a world  which  they  enter  under  a dis- 
advantage,” The  Journal  of  the  American 
Medical  Association  for  Sept.  30  says  in  an 
editorial  which  po:nts  out  that  children  who 
are  confined  in  a hospital  for  treatment  are 
unable  to  attend  school  classes. 

“This  is  especially  true  of  those  suffering 
from  chronic  or  crippling  conditions,”  the 
editorial  continues.  “For  such  children  the 
hospital  school  has  been  developed.  Clele 
Lee  Matheison  reports  a study  of  162  hospi- 
tal schools  in  the  United  States  and  its  de- 
pendencies. 

“Hospital  schools  have  been  known  for 
many  years.  The  first  was  founded  by  a 
physician,  Dr.  Knight,  of  New  York  City, 
and  his  daughter.  His  home  served  as  a 
combined  school  and  hospital  for  crippled 
children.  This  school  is  still  in  existence. 
The  second  hospital  school  was  established 
in  1882  at  Baldwinsville,  Worcester  County, 
Massachusetts.  The  founder  was  also  a 
physician  whose  interest  in  this  project  was 
aroused  by  seeing  the  cripples  brought  to  the 
Bellevue  dispensary.  This  institution  is  also 
in  existence  today;  it  is  independent  of  any 
state  supervision  of  the  educational  work  and 
is  financed  from  the  hospital  budget  by  the 
Woman’s  Auxiliary. 

“The  movement  for  hospital  schools  has 
grown  in  a haphazard  manner.  Many  of  the 
schools  now  established  have  little  informa- 
tion as  to  what  others  are  doing,  owing  to 
lack  of  material  on  the  subject.  Laws  dif- 


fer with  the  different  states.  Private  in- 
itiative was  responsible  for  promoting  the 
idea  in  the  first  place  and  for  later  develop- 
ment and  financial  support.  The  Rotary  In- 
ternational has  been  one  of  the  most  influen- 
tial organizations  in  the  promotion  of  this 
movement.  Other  organizations  have  fol- 
lowed suit  and  are  now  continuing  their  in- 
fluence even  to  the  extent  of  added  financial 
assistance  where  the  state  has  already  begun 
to  contribute  toward  support  of  the  hospital 
school. 

“The  development  of  state  educational  re- 
sponsibility has  been  slow.  At  present  sev- 
enteen of  the  forty-eight  states  have  laws  re- 
lating specifically  to  the  hospital  schools  for 
the  physically  disabled  child.  The  physical- 
ly disabled  adult  and  mentally  deficient  pa- 
tient are  not  included  under  these  provisions, 
since  the  rehabilitation  laws  of  various  states 
are  intended  to  take  care  of  these  groups. 
The  laws  now  in  effect  contain  either  man- 
datory provisions  or  permissive  legislation 
for  the  establishment  of  hospital  schools. 
Some  states  have  both.  The  mandatory  pro- 
visions usually  provide  for  crippled  children 
and  are  optional  as  far  as  other  physically 
disabled  children  are  concerned. 

“Conservative  estimate  of  the  number  of 
schools  in  existence  is  between  three  and  four 
hundred,  a number  entirely  inadequate  to 
meet  the  needs  of  the  number  of  children  re- 
quiring their  services.  The  aims  of  the  hos- 
pital schools  are  (1)  therapeutic,  (2)  voca- 
tional and  (3)  to  give  the  child  the  education 
to  which  he  is  entitled  and  would  receive  un- 
der normal  conditions  in  the  regular  schools. 
Since  the  education  of  the  physically  handi- 
capped child  cannot  be  continuous,  such  chil- 
dren may  show  a greater  amount  of  retarda- 
tion than  is  found  in  the  regular  school. 


Management  of  Infections  of  the  Bladder* 

H.  W.  SHRECK,  M.  D. 

Holdrege,  Nebraska 


Inflammation  of  the  urinary  bladder  is 
usually  of  bacterial  origin,  and  it  may  follow 
congestion  incident  to  chemical  or  traumatic 
injury,  usually  dependent  on  a super-im- 
posed infection. 

The  bacteria  usually  concerned  in  non- 
tuberculous  cystitis  are  Bacillus  coli,  Bacil- 
lus typhosis,  and  Gonococcus  which  cause 
acid  cystitits ; and  Cocci,  Bacillus  proteus, 
and  Bacillus  proteus  ammoniae  causing  al- 
kaline cystitis;  and,  of  course,  often  times, 
mixed  infections,  usually  however,  if  cul- 
tured, one  will  be  found  to  predominate. 

Cystitis  may  be  classified  according  to  its 
clinical  intensity  as  acute,  sub-acute,  or 
chronic ; according  to  pathologic  types  as  lo- 
calized or  generalized,  superficial  or  deep,  ul- 
cerative, incrusted,  suppurative  or  gangren- 
ous: or  according  to  etiology. 

In  pathogensis  of  renal  infections,  there  is 
some  debate  on  the  occurrence  of  ascending 
infection  in  connection  especially  with  pyeli- 
tis. In  most  instances,  it  is  justifiable  to 
conclude  that  renal  infections  are  usually 
hematogenous  in  origin.  The  reverse  is  true 
of  cystitis,  with  possible  exception  of  inter- 
stitial cystitis,  resulting  from:  (1)  De- 

scending renal  infection,  (2)  Extension  of  in- 
fection from  the  urethra,  vesicles  or  prostate 
gland,  or  by  contiguity  from  the  perivesical 
tissues,  or  intestinal  tract,  (3)  Infection  in- 
troduced from  the  outside;  or,  rarely,  (4) 
Lymphogenous  infection. 

It  is  seldom  that  we  have  a primary  cysti- 
tis, due  to  an  effective  resistance  of  the  nor- 
mal bladder  to  infection.  This  has  a physiol- 
ogic basis  in  the  complete  evacuation  of  urine 
at  each  voiding,  and  an  anatomic  one  in  the 
non-absorptive  properties  of  the  vesical  mu- 
cosa. 

Localized  cystitis  may  result  from  direct 
extension  of  urethritis  or  ureteritis  in  an 
otherwise  normal  bladder.  More  often  the 
disease  occurs  as  a result  of  some  bladder  de- 
fect, of  which  obstruction  and  urinary  reten- 
tion is  the  most  common. 

Acute  suppurative  pericystitis  rarely 
arises  as  a complication  of  cystitis.  Perivesi- 
cal suppuration  arising  from  infections  of 

•Read  before  Tenth  Councilor  District,  Ingleside,  Nebr.,  May 
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the  male  genitalia  is  often  associated  with 
cystitis,  and  usually  clears  up  quite  readily 
if  adequate  drainage  is  provided.  Pressure 
of  pelvic  tumors  on  the  bladder  wall  often 
cause  an  irritability  but  often  without  cysti- 
tis. 

The  pathology  of  acute  cystitis  varies 
from  insignificant  superficial  congestion 
with  edema,  catarrhal  cystitis,  to  extensive 
suppuration  or  gangrene  of  the  bladder.  The 
mild  forms  are  most  prevalent ; and,  in  near- 
ly all  of  them,  we  see  the  basal  layer  in- 
volved with  the  more  intense  inflammation, 
being  patchy  in  nature  in  which  form  they 
usually  remain  unless  accompanied  by  a re- 
tention. A frequent  type  is  that  involving 
the  trigone  area,  the  sphincter  and  deep 
uretha.  The  irritation  may  be  insignificant 
enough  to  produce  a pyuria,  and  the  only 
change  noted  is  a bacilluria,  and  a slight  vas- 
cular injection  and  congestion  of  the  mucosa 
as  seen  by  the  cystoscope. 

Descending  infections  are  commonly  lim- 
ited to  the  peri-ureteral  area,  the  base  of  the 
trigone  and  adjacent  portions  of  the  bladder 
wall. 

Superficial,  acute  lesions  are  character- 
ized by  an  intensely  red,  congested,  patchy, 
or  generalized  swelling  of  the  mucous  mem- 
brane. Microscopically,  there  is  injection  of 
the  vessels,  mucosal  and  submucosal  edema, 
with  varying  amounts  of  cellular  infiltration. 
Ulceration,  if  present,  is  usually  superficial 
in  non-tuberculous  cystitis.  It  may  however 
lead  to  infection  of  the  muscularis,  with 
deep  deposits  of  exudate  and  pus  cells  caus- 
ing thickening  of  the  bladder  wall  and  lim- 
itation of  its  normal  expansion.  Organiza- 
tion of  such  deposits  leads  to  chronic  inter- 
stitial cystitis. 

The  essential  pathology  of  chronic  cystitis 
comprises  superficial  and  deep  lesions,  the 
former  predominating. 

Chronic  lesions  may  be  localized  or  gener- 
alized. Deep  localized  lesions  are  character- 
ized by  deposits  of  scar  tissue,  surmounting 
which  the  epithelium  may  remain  more  or 
less  intact,  or  be  destroyed  with  ulceration 
or  scar  tissue  formation.  The  simple  cal- 
loused ulcer  (solitary  ulcer)  is  rare.  More 
often  there  are  irregular  ulcerations  involv- 
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ing  the  mucosa  or  submucosa,  covered  by 
edematous  granulation  tissue  or  associated 
in  some  instances  with  polyposis. 

Localized  areas  of  chronic  cystitis  charac- 
terized by  thick  deposits  of  scar  occur:  (1) 
In  the  trigonal  area  as  the  result  of  chronic 
ureteritis  and  trigonitis  with  retraction  of 
the  trigone  due  to  fore-shortening  of  the 
ureter;  (2)  From  sclerosis  of  the  bladder 
neck  arising  from  prostatitis,  but  often  con- 
tributed to  by  cystitis,  and  (3)  In  the  form 
of  localized  distortion  of  the  bladder,  the  re- 
sult of  extravesicle  pathology,  often  due  to 
injuries  from  childbirth. 

The  bladder  is  the  “mouthpiece”  of  the  uri- 
nary tract,  so  that  symptoms  referrable  to 
this  organ  are  by  no  means  always  expres- 
sive of  primary  vesical  disease,  this  being 
especially  true  in  bacterial  infections  which 
may  cause  vesical  irritation  in  absence  of 
true  cystitis. 

Frequency  and  urgency  of  urination,  dys- 
uria  and  pyuria  are  the  cardinal  symptoms 
of  cystitis,  yet  their  occurrence  is  by  no 
means  pathognomonic  of  this  disease,  nor  is 
the  symptom-complex  always  present;  any 
one  or  all  of  the  symptoms  may  be  absent 
notwithstanding  the  existence  of  true  inflam- 
mation of  the  bladder. 

With  the  exception  of  the  sphincteric  and 
trigonal  areas,  the  bladder  is  relatively  in- 
sensitive to  pain,  so  that  only  deeper  infil- 
trating lesions  which  limit  bladder  distension 
are  found  as  subjective  symptoms,  and  con- 
siderable inflammation  may  exist  without 
pain. 

Frequency  may  occur  in  the  absence  of  py- 
uria in  cases  of  chronic  interstitial  cystitis  or 
trigonitis,  while  this  same  symptom  may  re- 
sult from  polyuria  incident  to  diabetes,  or 
nephritis  in  patients  with  prostatitis  or  other 
suspected  sources  of  vesical  irritation.  Gross 
hematuria  is  not  a common  finding,  although 
microscopical  examination  often  reveals 
blood  cells,  and  terminal  bleeding  is  often 
present  in  acute  cases. 

Because  of  the  unabsorptive  qualities  of 
the  bladder  wall,  fever  and  leucocytosis  usu- 
ally indicates  renal  involvement,  unless  the 
vesical  infection  is  deep-seated,  or  a gangren- 
ous condition  is  present.  General  ill  health 
often  succeeds  a vesical  involvement,  due  to 
distress  and  loss  of  sleep,  or  by  secondary 
infection  of  the  renal  tract  resulting  from 
lower  urinary  obstruction  and  retention. 


In  diagnosing  vesical  infections,  one  must 
constantly  bear  in  mind  that  primary  irrita- 
tions are  rather  rare,  and  that  there  is  usual- 
ly a local  predisposing  cause.  The  source  of 
pyuria  must  often  be  determined  by  cystos- 
copy. 

I will  only  dwell  on  the  use  of  the  cystos- 
cope  to  say  that  in  acute  intense  cystitis  it  is 
not  to  be  used.  Treatment  at  this  stage  aims 
to  allay  the  severe  symptoms  with  later  cys- 
toscopy if  it  is  then  indicated.  Often  early 
or  too  frequent  instrumentation  stirs  up  and 
aggravates  symptoms  that  prolong  the  course 
of  the  disease.  There  are  other  means  of  defi- 
nite value  in  diagnosis,  more  especially  since 
the  advent  of  rather  specific  drugs  for  fre- 
quently infesting  organisms  of  the  urinary 
tract.  (1)  A complete  history  endeavoring  to 
bring  out  leads,  as  in  men — if  there  has  been 
any  use  of  urethral  irrigations,  for  either 
prophylaxis  or  treatment,  and  whether  or  not 
they  have  been  using  a catheter,  a rather  fre- 
quent practice  in  older  men.  In  women,  to 
inquire  as  carefully  as  possible  into  their  use 
of  douches,  marital  relations,  and  more  es- 
pecially their  use  of  various  types  of 
contraceptives.  In  the  last  six  months 
I have  had  two  very  severe  cases  of  acute 
cystitis  with  hematuria  that  were  the  result 
of  a patent  preparation  to  prevent  pregnancy. 
Both  responded  to  the  removal  of  this  prepa- 
ration. So,  a very  careful  history  is  import- 
ant in  conjunction  with  other  routine  pro- 
cedures. (2)  A routine  physical  examination 
including  that  of  the  genital  tract,  for  here 
we  commonly  find  many  predisposing  causes 
to  bladder  infection  and  irritation,  especially 
in  women.  They  frequently  have  urethral 
caruncles,  a cystocele,  and  not  too  infre- 
quently extravesicle  uterine,  tubal,  or  ovarian 
pathology  that  predisposes  to  cystitis.  In 
men,  routine  check  of  the  prostate  gland, 
seminal  vesicles,  and  if  suspicious  history  is 
present,  urethral  examination  for  strictures 
is  indicated.  (3)  A complete  thorough  exam- 
ination of  the  urine  is  very  important.  In 
men,  it  may  be  a voided  specimen,  in  women, 
a catherized  specimen  is  preferred.  We  are 
all  too  prone  to  make  a chemical  analysis 
without  centrifuging  the  specimen,  and  if 
nothing  of  significance  is  seen,  we  pass  it  up. 
A routine  procedure  should  be  that  of  centri- 
fuging each  specimen  for  three  to  five  min- 
utes, pouring  off  the  supernatant  fluid,  and 
two  slides  of  the  sediment  examined.  A cover 
slide  can  be  placed  over  the  drop  on  one,  and 
examined  under  the  high  power  lens  of  the 
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microscope.  The  number  of  pus  cells  pres- 
ent in  a high  powered  field  may  be  used  as 
the  criterion  of  the  degree  of  infection. 
Less  than  five  pus  cells  are  not  clini- 
cally significant,  but  as  few  as  ten  or  fif- 
teen cells  may  be  present  at  the  time  of  a 
clinically  important  infection;  also  if  Tri- 
chomonae  are  a factor,  they  will  commonly 
be  seen  in  this  slide.  The  drop  of  sediment 
on  the  other  slide  is  dried  and  stained,  and 
this  is  routinely  done  with  the  gram  stain 
because  of  its  diagnostic  value  and  its  ease  in 
staining.  This  is  examined  under  the  oil  im- 
mersion lens,  and  will,  in  most  cases,  give 
valuable  information  essential1  to  early  and 
intelligent  treatment  of  infections  of  the 
urinary  tract.  (4)  A very  important  ad- 
junct in  the  diagnosis  of  bladder  infection  is 
that  of  a bacterial  culture.  In  our  work,  we 
use  it  routinely  as  an  aid  to  early  diagnosis 
and  as  an  index  to  therapeutic  response. 
Brain  veal  agar  or  Loeffler’s  Methylene  Blue 
agar  may  be  used  in  most  instances  and  will 
usually  give  a growth  in  twenty-four  hours, 
if  kept  at  a temperature  of  37  degrees  to  45 
degrees  centigrade.  If  no  organisms  grow 
on  the  culture  and  the  slide  is  negative  for 
gonococci,  tuberculosis  should  be  suspected 
and  a check  for  this  be  made  by  animal  in- 
oculation. These  four  things  will,  in  nearly 
every  instance,  diagnose  bladder  infections, 
and  they  are  all  procedures  available  to  every 
practitioner. 

Other  procedures  that  definitely  aid  are: 
X-ray,  with  intravenous  urography;  renal 
function  tests;  in  cases  of  suspected  tuber- 
culosis, animal  inoculations ; and  last,  but 
very  important,  cystoscopic  examinations  in 
any  case  that  fails  to  show  early  response 
to  therapy. 

TREATMENT 

Intelligent  treatment  of  urinary  tract  in- 
fections requires  a preliminary  correct  diag- 
nosis. It  is  necessary  to  identify  the  infect- 
ing organism  as  to  whether  it  is  a bacillus 
or  coccus  and  to  determine  the  amount  of 
pus  in  the  urine.  Having  made  those  two 
relatively  simple  observations,  one  is  pre- 
pared to  proceed  with  the  treatment.  In  the 
realm  of  chemo-therapy,  our  chief  drugs  are 
mandelic  acid,  sulfanilamide,  use  of  nea-ar- 
sphenamine  intravenously,  urotropine,  and 
the  dyes.  None  of  these  drugs  are  of  any 
permanent  value  in  cases  of  obstruction 
from  stone  or  stricture,  foreign  body  or  tu- 
mor; so  such  condition,  if  present,  must  first 
be  corrected.  Mandelic  acid  has  proven  its 


worth,  as  shown  by  Helmholz,  in  the  treat- 
ment of  Bacillus  coli  and  staphylococcic 
group  of  organisms,  in  which  condition  one 
is  usually  able  to  eradicate  the  organism.  It 
is  usually  less  toxic  than  sulfanilamide,  and 
to  be  effective,  depends  on  two  factors.  (1) 
the  presence  of  the  acid  in  the  urine  in  a 
concentration  of  approximately  1%,  and  (2) 
a reaction  of  the  urine  of  pH  5.5  or  less. 
This  can  be  accomplished;  (1)  by  the  use  of 
the  ammonium  salt  of  mandelic  acid,  12 
grams  daily,  divided  into  four  doses,  after 
meals  and  at  bedtime,  or  by  the  administra- 
tion of  Ammonium  chloride,  grains  7 y2,  two 
tablets  every  four  hours  for  three  days,  and 
syrup  of  mandelic  acid,  three  teaspoonsful  in 
half  glass  of  water  after  meals  and  at  bed- 
time. There  are  also  tablets  of  mandelic  acid 
that  some  patients  tolerate  better  than  the 
liquid,  (2)  Limitation  of  fluid  intake  so  that 
no  more  than  1000  cc.  of  urine  will  be  ex- 
creted daily,  which  usually  allows  an  intake 
of  1200-1500  cc.  daily,  (3)  Elimination  from 
diet  of  articles  of  food  with  a high  alkaline 
ash  content,  (4)  Test  the  pH  of  the  urine 
daily  by  the  color  chart  provided  to  see  that 
the  proper  acidity  has  been  reached  and  is 
being  maintained. 

In  impaired  renal  function,  mandelic  acid 
is  of  little  value  due  to  the  slow  excretion  of 
the  drug,  and  thus  a lack  of  concentration 
in  the  urine.  Its  use  with  the  accompanying 
acidosis  may  present,  headache,  dizziness, 
anorexia,  nausea,  and  occasionally  vomiting, 
but  they  fail  to  reach  any  degree  of  serious- 
ness. Helmholz  and  others  have  also  empha- 
sized the  fact  that  mandelic  acid  is  particu- 
larly useful  in  eradicating  infections  caused 
by  the  streptococcus  faecalis,  or  enterococ- 
cus group. 

It  should  be  given  for  a period  of  five  or 
six  days,  then  another  bacteriologic  test 
taken,  if  the  infection  has  not  been  cleared, 
another  period  of  five  or  six  days  may  be 
used.  If  the  urine  is  not  entirely  free  by 
this  time,  it  is  best  to  change  to  another 
form  of  therapy,  as  mandelic  acid  loses  its 
maximum  effectiveness  after  a period  of  ten 
to  twelve  days. 

Sulfanilamide  therapy  is  most  effective  in 
the  Proteus  ammoniae  and  gonoccocal  group 
of  infections.  It  is  impaired  somewhat,  but 
still  more  effective  in  a decreased  kidney 
function  than  mandelic  acid.  It,  too,  must 
have  no  obstructive  condition  hindering  its 
work. 
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There  isn’t  the  need  of  concentration  of 
urine  that  mandelic  acid  requires;  however, 
the  more  concentrated  it  is  down  to  a 1000 
cc.  output  daily,  the  more  effective  it  be- 
comes. Ninety  per  cent  of  ingested  sulfanil- 
amide is  excreted  by  the  normal  kidneys. 
Half  secreted  in  the  urine  is  in  an  inactive, 
conjugated  form. 

In  planning  treatment,  it  is  to  be  remem- 
bered that  with  a given  dose  of  the  drug  per 
day,  it  takes  three  days  before  the  daily  ex- 
cretion of  the  drug  balances  the  daily  in- 
take; so,  for  example — supposing  a patient 
excreting  1000  cc.  of  urine  per  day  is  to  be 
treated,  and  a 200  mgm  level  of  free  sul- 
fanilamide is  desired.  The  total  dose  would 
be  4.8  grams  or  80  grains  divided  into  4 
doses.  By  the  fourth  day,  10%  or  4.3  grams 
would  be  excreted  in  each  twenty-four  hours. 
This  would  mean  4.3  mgm  per  cc.  of  urine. 
Half  of  this  would  be  in  the  inactive  form 
leaving  2.1  mgms.  of  active  and  effective  sul- 
fanilamide or  a concentration  of  210  mgms. 
percent  (210  mgms.  per  lOOcc  of  urine). 

The  following  urinary  concentrations  of 
free  sulfanilamide  maintained  for  from  five 
to  seven  days  have  been  found  effective: 
Staphlococcus  albus,  50  to  100  mgms.  % ; 
Staphlococcus  Aureua,  100  to  150  mgms.  % ; 
Bacillus  Coli,  200  to  250  mgms.  % ; Bacillus 
Aerogines,  250  to  300  mgms.  % ; Bacillus  pro- 
teus,  300  mgms.  % ; enterococci  ineffective ; 
Group  Bacillus  hemolytic  streptococcus  300 
mgms.  %. 

There  are  many  untoward  reactions 
from  the  use  of  sulfanilamide  and  it  can- 
not be  tolerated  by  all.  Soda  bicarbonate 
should  be  given  with  sulfanilamide  in  doses 
half  the  size  of  the  sulfanilamide  dose,  an  al- 
kaline reaction  giving  a more  effectual  reac- 
tion from  the  drug.  The  blood  count  should 
be  carefully  watched,  and  if  a sulphohemo- 
globinemia  results,  other  therapy  must  be  re- 
sorted to.  This  drug,  like  mandelic  acid, 
loses  its  maximum  effectiveness  after  ten  or 
twelve  days.  So,  in  the  choice  of  drugs  in 
the  treatment  of  urinary  infections  due  to  ba- 
cillus, it  is  well  to  be  prepared  to  use  both. 
Mandelic  acid  has  more  predictable  and  less 
severe  side  reactions,  so  probably  is  the  drug 
of  choice. 

The  effective  treatment  of  coccal  infec- 
tions is  by  the  use  of  intravenous  neo-ars- 
phenamine.  Three  injections  are  made  at 
four  or  five  day  intervals,  first  0.3  grams, 


then  4.5  grams  the  last  two  injections.  This 
treatment  is  usually  adequate. 

Methenamine  or  Urotropine  in  daily  doses 
of  forty  to  sixty  grains  in  an  acid  urine  of 
pH  5.  to  5.2  will  clear  up  many  urinary  infec- 
tions. Sodium  Biphosphate  in  doses  of  15  to 
25  grain,  four  times  daily,  will  usually  acidify 
the  urine  sufficiently.  The  formaldehyde 
yielded  in  the  kidney  pelvis  is  often  fatal  to 
the  colon  bacillus. 

The  various  dyes  as  Acriflavine,  Methylene 
Blue,  Pyridium,  and  Caprokol  do  exert  a bac- 
terio-static  action  in  some  cases,  but  their 
value  in  the  face  of  newer  treatments  is  rath- 
er doubtful. 

In  local  treatment  of  the  bladder,  the  fol- 
lowing pathological  conditions  are  consid- 
ered : Local  treatment  of  the  bladder,  partic- 
ularly when  cystitis  is  accompanied  by  com- 
plete or  incomplete  urine  retention;  (1)  ca- 
tarrhal cystitis  and  residual  urine ; (2)  puru- 
lent, membranous  cystitis  and  residual  urine ; 
(3)  tuberculous  cystitis;  (4)  ulcerous  cystit- 
is; (5)  hemorrhagic  cystitis  and  purpura  of 
the  bladder;  (6)  parenchymatous  cystitis 
(contracted  bladder)  ; (7)  irritable  bladder. 

Local  treatment  of  the  bladder  in  disturb- 
ances of  evacuation:  (1)  mechanical  causes, 
as  stricture  of  the  urethra,  contracture  of  the 
neck  of  the  bladder,  prostatic  hypertrophy; 
congenital  disturbances  in  evacuation ; atonic 
dilatation  of  the  bladder  and  ureters,  diver- 
ticula of  the  bladder,  valves  and  stenosis  of 
the  neck;  (2)  nervous  causes  (cerebral,  spin- 
al urine  retention.) 

Methods  of  local  treatment:  (1)  Catheter- 
ization, for  evacuation  of  irritation  and  in- 
flammatory products,  (2)  Permanent  cathe- 
ter for  immobilizing  the  inflamed  bladder  and 
continuous  evacuation,  for  checking  urethral 
and  vesical  bleeding,  permanent  dilatation  of 
urethral  strictures,  (3)  irrigation,  (4)  instil- 
lation. 

In  acute  inflammation  of  the  mucosa  with 
existing  residual  urine  which  manifests  it- 
self by  excessively  severe  painful  strangury, 
fever  and  hemato-pyuria,  rectal  tenesmus 
and  radiation  of  pains  into  the  penis,  testes 
and  the  lower  extremities,  the  first  measures 
indicated  are  rest  in  bed,  catheterization,  and 
in-dwelling  catheter,  the  latter  being  the  best 
method  for  immobilizing  the  inflamed  blad- 
der and  combating  its  spasmodic  tendency. 
It  should  only  be  used  for  irrigating  to  keep  it 
patent  in  first  twenty-four  to  forty-eight 
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hours,  then,  after  acute  symptoms  have  sub- 
sided, therapeutic  irrigations  can  be  institut- 
ed in  the  form  of  potassium  permanganate  1- 
5000 ; 1 to  3%  Boric  Acid;  silver  nitrate  *4  to 
1%  ; argyrol  10  to  20%  and  protargol  5 to 
10%. 

In  severe  hemorrhages  of  the  hyperaemic, 
inflamed  mucosa,  instillations  of  1-1000 
adrenalin,  or  further  astringent  action  with  a 
1%  tannin  solution.  In  severe  cases,  where 
the  permanent  catheter  does  not  suffice  to 
overcome  the  pains  and  strangury,  anesthet- 
ics in  the  form  of  injections,  either  alone  or 
in  oil,  will  often  bring  about  relief. 

In  subacute  and  chronic  forms  of  inflam- 
mation complicated  by  residual  urine,  perma- 
nent catheter  treatment  may  be  discarded  if 
the  pains  and  strangury  are  not  too  severe 
during  micturition.  Here,  regular,  daily, 
aseptic  catheterization  for  elimination  of  the 
residual  urine  is  indicated,  irrigations  with 
boric  acid  or  potassium  permanganate  and 
finally  instillation  with  !/£%  silver  nitrate. 

Oil  treatment  in  inflammatory  affections 
of  the  mucosa  of  the  bladder  has  been  prac- 
ticed for  a long  time. 

Various  types  of  oil  therapy  are  being  used 
quite  successfully  in  severe  cases  that  are  not 
relieved  by  the  usual  irrigations  and  instilla- 
tions, especially  in  ulcerous  conditions.  The 
introduction  of  local  cod  liver  oil  therapy,  as 
recommended  by  H.  Viethin,  in  the  form  of 
instillations,  signified  an  extraordinary  sud- 
den change  in  the  oil  therapy  of  cystitis. 

If  we  analyze  the  action  of  oil  therapy, 
especially  that  of  the  cod  liver  oil  instilla- 
tions, the  following  conditions  must  be  taken 
into  consideration : (1)  Vegetable  and  animal 
oils  are  proven  superficial  mucous  membrane 
anesthetics.  As  “terminal  anaesthetic”  they 
paralyze  the  nerve  terminations  in  the  epi- 


thelial layer  of  the  mucosa.  Oil  anaesthesia 
alleviates  pain  rapidly  and  removes  the  reflex 
muscular  spasm  of  the  bladder,  the  stran- 
gury, where  the  nerve  terminations  are  par- 
ticulary  irritated  as  a result  of  inflammatory 
processes,  or  where  these  terminations  are 
exposed,  due  to  superficial  epithelial  defects 
and  ulceration  processes.  Oil  also  has  anti- 
phlogistic and  secreto-inhibitory  effects, 
and  since  it  is  frequently  allowed  to  act  for 
hours  on  the  mucosa,  it  causes  immobilization 
of  the  bladder  by  diminishing  the  tendency  to 
spasms. 

Oil  may  also  be  used  as  a vehicle  for  cer- 
tain drugs,  especially  if  additional  anaesthes- 
ia is  necessary.  Cod  liver  oil  containing 
Vitamin  A and  D has  been  found  to  be  very 
beneficial  to  bladder  therapy ; the  Vitamin  A 
tending  to  keep  the  epithelial  cells  of  the 
bladder  healthy  with  a rather  specific  healing 
effect  to  ulcerous  conditions.  The  Vitamin 
D is  thought  to  inhibit  the  incrustating  ef- 
fect of  ulcerous  conditions  through  its  regu- 
lating of  salt  metabolism. 

In  conclusion,  it  should  again  be  empha- 
sized that  the  presence  of  cystitis  may  be 
merely  the  most  evident  indication  of  some 
grave  pathologic  entity.  We  should  use  all 
diligence,  therefore,  in  both  general  and  urol- 
ogic  examinations  to  find  such  an  entity  if 
present.  If  our  search  is  rewarded  with  suc- 
cess, and  the  complicating  lesion  eliminated, 
the  bladder  condition  will  quickly  subside. 
If,  on  the  other  hand,  we  assume  that  be- 
cause the  bladder  alone  is  presenting  symp- 
toms, the  bladder  alone  is  diseased,  and  treat 
the  patient  accordingly,  our  efforts  very 
probably  will  not  be  successful.  In  this  event, 
not  only  will  the  symptoms  fail  to  be  re- 
lieved, but  some  more  serious  lesion  may  in 
the  meantime  be  progressing  to  the  point  of 
endangering  the  life  of  the  patient. 


Treatment  of  Genital  Tuberculosis 

Ultraviolet  treatment  for  genital  tubercu- 
losis in  preference  to  operation  is  recom- 
mended by  Eli  A.  Miller,  M.  D.,  Denver,  and 
Mischa  J.  Lustok,  M.  D.,  Spivak,  Colo.,  who, 
in  The  Journal  of  the  American  Medical  As- 
sociation for  Oct.  7,  report  excellent  results 
in  fifteen  such  patients. 

The  genital  condition  is  usually  associated 
with  far  advanced  tuberculosis  of  the  lungs. 


The  Colorado  physicians  state  that  the  ar- 
rest of  the  genital  infection  had  a most  fav- 
orable effect  on  the  disease  of  the  lungs. 

They  further  state:  “From  the  social  and 
economic  standpoint  this  form  of  treatment 
is  also  very  favorable.  Of  the  fifteen  pa- 
tients, only  five  are  undergoing  absolute  bed 
rest;  four  are  totally  ambulant,  two  are  am- 
bulant and  working  in  the  sanatorium  and 
four  are  clinically  well  and  living  outside  the 
sanatorium  and  working.” 


The  Treatment  of  Crushing  Injuries 
of  the  Chest* 

FRITZ  TEAL,  M.  D. 

Lincoln,  Nebr. 


The  modern  care  of  fractures  in  general 
calls  for  certain  requirements  in  treatment 
which  have  been  met  up  to  the  present  time 
so  far  as  fractures  of  the  extremity  and  the 
spine  are  concerned.  These  requirements 
are : 

1.  Careful  first  aid  and  transportation  to 
minimize  shock  and  danger  of  complicating 
the  fracture.  2.  Immediate  diagnosis,  espe- 
cially by  x-ray.  3.  Immediate  reduction  of 
fractures  and  repair  of  injuries.  4.  Good 
immobilization  in  such  a manner  that  loss  of 
position  or  deformity  cannot  occur.  5.  Good 
nursing  care  for  the  patient  following  the  re- 
duction in  order  to  avoid  general  complica- 
tions. If  these  measures  are  efficiently  car- 
ried out  one  should  expect  to  obtain  the  best 
possible  results. 

It  has  been  my  experience,  however,  that 
the  treatment  of  crushing  injuries  of  the 
chest  in  modern  times  falls  far  short  of  these 
requirements.  You  are  all  familiar  with  the 
picture  of  the  patient  brought  in  after  a 
crushing  chest  injury.  He  is  in  severe  shock, 
pulse  weak  and  rapid,  breathing  with  diffi- 
culty, complaining  of  agonizing  pain  in  the 
chest.  He  is  usually  put  to  bed,  given  mor- 
phine, hot  water  bottles  and  expectant  treat- 
ment in  the  hopes  that  he  will  survive.  In 
such  cases  the  patient  appears  too  ill  to  stand 
the  further  annoyance  of  x-rays  and  other 
measures  necessary  to  a correct  diagnosis  of 
his  injuries.  I believe  that  such  treatment 
is  insufficient  and  does  not  give  the  patient  a 
fair  chance  to  recover  or  even  avoid  complica- 
tions. 

I have  followed  the  plan  of  treatment  as 
outlined  at  the  beginning  of  my  paper  for 
these  patients  during  the  past  few  years  and 
should  like  to  state  dogmatically  that  pa- 
tients with  crushing  injuries  of  this  type 
should  have  the  same  consideration  so  far  as 
treatment  is  concerned  as  those  suffering 
from  the  ordinary  extremity  fractures. 

My  insistence  upon  such  a regimen  for 
these  patients  has  been  prompted  by  the  re- 
sults which  I have  observed  in  cases  in  which 
I have  been  called  in  consultation  after  com- 
plications, pulmonary  and  general,  were  pres- 
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ent.  Unless  accompanied  by  cranial  injuries, 
such  patients  invariably  die  because  of  se- 
vere shock,  pneumonia  or  complication  of 
both.  I believe  these  complications  can  be 
avoided,  or  at  least  minimized  to  the  extent 
that  most  patients  with  such  injuries  can  re- 
cover. 

In  studying  the  normal  and  pathological 
physiology  of  respiration  there  are  some  out- 
standing findings.  Normal  breathing  in  the 
average  adult  person  is  about  fifty  per  cent 
diaphragmatic  and  fifty  per  cent  costal.  Un- 
der such  conditions,  there  is  a proper  ex- 
change of  gases  and  normal  oxygenation  of 
the  blood  is  assured.  Following  injuries  to 
the  ribs  and  chest,  however,  respiration  be- 
comes almost  entirely  abdominal  because  the 
chest  is  splinted  by  pain  and  muscle  spasm. 
This  increase  in  abdominal  breathing  and 
decrease  in  costal  breathing  is  further  en- 
hanced by  strappings  or  tight  bandaging, 
which  are  usually  applied  to  the  chest.  When 
this  occurs,  the  vital  capacity  of  the  lungs  is 
diminished  to  the  extent  that  in  severe  chest 
injuries,  cyanosis  from  insufficient  oxygen- 
ization  of  the  blood  results.  This  places  an 
additional  strain  on  the  heart  to  supply 
proper  oxygen  for  the  body  tissues. 

If  such  a patient  is  put  to  bed  in  a prone 
position,  pulmonary  complications  such  as 
pneumonia,  pneumonitis  and  pleural  effu- 
sion frequently  occur.  In  severe  cases  where 
there  is  some  over-lapping  of  the  ribs  with  a 
consequent  deformity  of  the  chest,  usually  no 
attempt  is  made  at  reduction  of  such  frac- 
tures, nor  is  there  any  attempt  at  good  im- 
mobilization. Pleural  puncture,  if  not  imme- 
diately present,  may  occur  late  in  such  cases 
and  lead  to  complications  or  even  death. 

It  is  my  contention  that  just  as  in  extrem- 
ity fractures,  crushing  injuries  of  the  chest 
with  multiple  fractures  should  be  reduced, 
the  parts  should  be  retained  in  such  a posi- 
tion that  the  deformity  cannot  recur,  and 
that  the  requirements  of  the  treatment  of 
fractures  in  general  can  be  carried  out  in 
these  cases.  If  such  a program  is  followed,  I 
believe  the  morbidity  and  mortality  of  such 
injuries  can  be  considerably  reduced. 

To  affect  reduction  of  multiple  rib  frac- 
tures it  is  necessary  to  overcome  the  lapping 
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of  the  ribs  by  increasing-  the  size  of  the 
chest  cavity.  The  patient  himself  cannot  do 
this  because  of  pain  and  muscle  spasms. 
However,  we  all  know  that  normally,  eleva- 
tion of  the  arms  by  calling  into  play  the  ac- 
cessory muscles  of  respiration,  will  allow 
greater  chest  expansion.  Such  an  increase  in 
the  size  of  the  chest  cavity  can  be  produced 
passively  by  carying  out  certain  manipula- 
tions. If  lateral  traction  is  applied  to  the 
arms  while  the  arms  are  abducted,  a direct 
pull  is  made  on  the  chest  wall  through  the 
serratus  magnus,  the  pectoralis  major  and 
minor  through  their  attachment  to  the  ribs. 
Traction  thus  exerted  will  still  further  in- 
crease the  capacity  of  the  thorax  and  in 
many  cases  there  are  associated  fractures  of 
the  clavicle  or  scapula.  Traction  in  the  po- 
sition just  described  is  an  excellent  means  of 
reducing  such  fractures. 

While  the  pull  is  being  maintained  a body 
cast  is  applied  in  the  usual  manner,  incorpor- 
ating the  entire  arm  and  shoulder  of  the  in- 
jured side.  Moleskin  traction  straps  are  ap- 
plied to  the  arm  and  turned  back  in  the  cast. 
This  maintains  the  position  desired  and  pre- 
vents the  arm  from  slipping  in  the  cast.  This 
reduction  can  usually  be  accomplished  with- 
out anaesthesia  if  a small  dose  of  a narcotic 
is  given.  The  cast  is  then  trimmed  to  give 
free  play  to  the  abdominal  muscles.  Because 
of  the  traction  and  immobilization  these  pa- 
tients have  very  little  pain  following  this  pro- 
cedure and  shock  is  immediately  minimized 
and  very  often  entirely  overcome. 

The  patient  is  put  to  bed  in  a half  reclin- 
ing position;  a position  constantly  main- 
tained except  for  short  intervals  allowing  for 
a change  of  position.  After  three  or  four 
days  the  patient  is  encouraged  to  get  out  of 
bed  into  a chair  and  is  permitted  to  walk 
around  if  his  condition  permits.  The  cast  is 
kept  on  until  callus  is  formed,  usually  about 
two  weeks. 

I firmly  believe  that  such  treatment  has 


been  life  saving  such  as  in  the  following 
case: 

Mrs.  L.,  age  64.  This  patient  was  seen  at  the  Lin- 
coln General  Hospital  two  hours  following  an  auto- 
mobile accident  on  October  29,  1937.  Her  injuries 
consisted  of  fractures  of  the  2nd,  3rd,  4th,  5th,  6th, 
7th  ribs  on  the  right  side,  comminuted  fracture  of 
the  right  clavicle,  transverse  fracture  of  the  left 
clavicle.  X-ray  also  revealed  subcutaneous  emphy- 
sema with  collapse  of  the  right  lung  and  shifting  of 
the  heart  and  mediastimum  to  the  right.  The  pa- 
tient was  in  severe  shock,  breathing  was  difficult 
and  she  was  spitting  blood.  Her  color  was  extreme- 
ly cyanotic.  In  spite  of  some  opposition  from  the 
attending  physician,  the  patient  was  taken  to  the 
operating  room.  Traction  was  applied  to  both  arms 
in  the  manner  already  described  and  a body  cast  ap- 
plied including  the  entire  right  arm  and  shoulder. 
No  morphine  was  required  post-operatively  at  any 
time  because  of  pain.  Severe  abdominal  distention 
and  dilitation  of  the  stomach  followed  almost  im- 
mediately, but  was  relieved  by  continuous  gastric 
drainage  after  the  manner  of  Waggensteen.  Im- 
mediate post-operative  x-rays  showed  a complete 
restoration  of  the  over-riding  of  the  rib  fractures 
and  fair  position  of  the  clavicle  fractures. 

The  patient  was  kept  in  a half  reclining  position 
for  four  days.  On  the  fifth  day,  although  still  weak, 
the  patient  was  forced  to  get  out  of  bed.  Each  day 
thereafter,  the  patient’s  condition  improved  and  she 
was  discharged  less  than  five  weeks  after  the  injury. 
At  that  time  she  was  entirely  free  from  pain  and 
was  walking  about  unassisted. 

This  patient  was  reexamined  in  April,  1938,  and 
at  that  time  no  evidence  of  her  former  injuries 
could  be  found,  except  slight  irregularities  of  the 
clavicle  at  the  site  of  callus  and  some  beading  of  the 
ribs  on  the  right  side. 

DISCUSSION 

DR.  R.  D.  BRYSON,  (Callaway):  I would  like  to 
ask  the  author  if  this  kind  of  extension  traction 
were  applied  to  a rib  broken  at  near  the  outer  bor- 
der of  the  chest,  would  you  have  the  same  effect? 

DR.  TEAL:  I can  say  in  this  particular  case  the 
x-rays  unfortunately  do  not  show  ribs  broken 
through  the  axillary  line  as  well.  It  isn’t  the  trac- 
tion on  the  rib  that  reduces  fractures.  It  is  the  in- 
crease of  the  size  of  the  chest  you  get  that  gives 
your  reduction.  The  pull  on  the  arm  theoretically 
should  help  a posterior  or  anterior  fracture  by  di- 
rect pull;  but  if  you  have  a fracture  in  the  axillary 
line,  by  increasing  the  size  of  the  chest  you  should 
get  this  reduction  as  well. 


Much  Must  Yet  Be  Learned  of 
Picrotoxin  Behavior 

In  a report  authorized  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American 
Medical  Association  and  published  in  The 
Journal  of  the  Association  for  Feb.  4,  it  is 
stated  that  as  matters  stand,  there  seems  to 
be  no  room  for  doubt  that  picrotoxin  may 
enable  a patient  to  survive  from  poisoning 


with  derivatives  of  barbituric  acid  which 
make  up  many  common  sleep-producing  rem- 
edies, although  proof  of  this  apparently  has 
not  yet  been  supplied.  There  still  remains 
much  to  be  learned,  therefore,  regarding  the 
behavior  of  picrotoxin  before  it  can  be  used 
with  assurance  of  safety  in  the  liberal  doses 
that  appear  to  be  necessary.  The  drug  itself 
is  poisonous. 


Volume  24 
Number  12 


CHRISTMAS  NIGHT 


465 


(Eliristmas  Niglrl 

Seems  to  me  the  stars  shine  brighter, 
Christmas  night; 

Seems  to  me  the  snow  lies  whiter, 
Christmas  night; 

That  the  solemn  trees  stand  straighter. 

And  the  frosty  moon  sets  later 

And  the  hush  is  stiller,  greater, 
Christmas  night. 

Seems  to  me  sad  things  are  fewer, 
Christmas  night. 

Seems  to  me  glad  things  are  truer, 
Christmas  night. 

Seems  to  me  the  bells  ring  clearer 

From  their  steeples,  louder,  nearer — 

Seems  to  me  the  whole  World ’s  dearer, 
Christmas  night. 

— Nancg  B$rd  Turner 
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EDITORIAL 

LET  AMERICAN  MEDICINE  REMAIN 
AN  AMERICAN  INSTITUTION 

“The  weak  spot  in  American  Medicine  is 
its  singleness  of  purpose.  Its  greatest  dan- 
ger lies  in  the  exclusiveness  of  its  devotion 
to  scientific  improvement  and  technical  ef- 
fectiveness.” This  is  the  opening  paragraph 
in  a phamplet  issued  by  the  National  Physi- 
cians’ Committee  for  Extension  of  Medical 
Service.  This  Committee  is  headed  by  Dr. 
Edward  H.  Cary  of  Dallas,  a former  presi- 
dent of  the  American  Medical  Association. 
It  is  not  the  object  of  this  editorial  to  go  into 
a discussion  of  the  personnel  or  functions  of 
this  praise-worthy  organization.  The  names 
that  decorate  its  roster  are  in  themselves 
sufficient  to  win  the  support  and  cooperation 
of  every  thinking  physician.  However,  the 
causes  that  led  to  the  birth  of  this  Commit- 
tee must  be  emphasized.  Organized  medi- 
cine from  its  earliest  times  has  limited  its 
purpose  to  service  for  the  American  people. 
It  has  constantly  sought  to  improve  stand- 
ards of  medical  education  in  order  to  send 
better  doctors  to  minister  to  patients  in  their 
respective  communities.  It  has  carried  on 
an  incessant  war  against  all  frauds  that  prey 
upon  the  credulity  of  the  sick.  It  has  made 
every  effort  to  educate  American  men  and 
women,  young  and  old,  in  sound  principles  of 
health  and  causes  of  disease.  It  is  today 
considered  the  bitterest  opponent  of  every 
individual,  group,  or  institution  whose  com- 
mercial or  other  interests  manifest  question- 


able designs  on  the  welfare  of  our  citizens. 
Through  its  watchful  eyes  and  efficient  Bu- 
reaus, The  American  Medical  Association  ex- 
poses mercilessly,  and  to  the  limit  of  legal 
bounds,  whatever  racket  turns  up  to  threat- 
en the  health  of  our  people.  Yes,  we  have 
adhered  to  a single  cause.  Our  watchword 
has  been,  and  we  pray  that  it  may  continue 
to  be — service  to  a people  who  love  and  cher- 
ish democracy! 

Yet  it  is  this  unselfish  singleness  of  our 
purpose  that  has  exposed  us  to  the  defensive 
position  in  which  we  find  ourselves  today. 
Criticism  is  being  heaped  upon  us  from  so 
many  angles  that  it  is  at  times  bewildering 
to  evaluate  the  source  of  the  target,  or  to 
determine  its  ultimate  effectiveness.  Social 
reformers,  political  hangers-on,  industrial 
wizards,  even  enthusiastic  insurance  agents 
— all  cast  their  eagle  eyes  and  beneficent 
smiles  in  our  direction.  “You  are  a noble 
profession,”  they  clamor,  “but  look  at  all  the 
millions  of  people  who  are  economically  de- 
prived of  your  scientific  achievements.” 

According  to  the  U.  S.  Surgeon-General, 
the  past  year  showed  the  highest  general 
level  of  health  and  the  lowest  death  rate  for 
the  past  150  years. 

The  answer  is  not  given  in  smugness.  We 
recognize  our  problems  in  distribution  of 
medical  care  although  we  protest  that  many 
more  Americans  suffer  from  want  of  proper 
food,  good  housing  and  other  necessities  than 
do  from  lack  of  medical  care.  Even  so,  or- 
ganized medicine  is  encouraging  experimen- 
tation with  various  plans  for  greater  exten- 
sion of  medical  services.  Yet  in  fairness  to 
our  tasks  at  hand,  we  cannot  for  one  mo- 
ment relax  on  the  quality  of  our  care.  To 
those  who  are  impatient  with  present  medi- 
cal services  rendered  on  democratic  basis  un- 
der the  American  plan,  we  send  this  mes- 
sage: Upheavals  of  tested  institutions  have 
ruined  the  continent  of  Europe.  Liberties 
and  freedom  of  enterprise  of  the  individuals 
have  been  sacrificed  on  the  altar  of  so-called 
social  reform.  Therefore,  let  us  stop  tinker- 
ing with  our  own  institutions  and  avoid  the 
importation  of  European  political  tragedies 
through  duplication  of  European  systems 
and  procedures.  God  knows  we  have  gone 
far  enough  in  relegating  our  rights  to  the 
whims  of  politicians.  Medical  service  ren- 
dered under  the  American  plan  has  been  a 
success  in  every  way.  The  American  House 
of  Medicine  can  continue  on  its  steady  pro- 
gress only  through  personal  and  professional 
freedom  of  thought  and  of  action. 
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r^A  Message.;  from  the  ‘Presidents 


As  President  of  the  Nebraska  State  Medi- 
cal Association,  it  is  a privilege  to  bring  holi- 
day greetings  to  the  physicians  of  the  State 
and,  at  the  same  time,  wish  you  the  very 
best  in  the  New  Year. 

It  has  been  traditional  for  physicians, 
through  the  ages,  to  give  service  to  suffer- 
ing mankind.  We  have  an  important  mission 
to  fill  in  the  world.  There  are,  constantly, 
maturing  obligations  to  meet.  The  first 
thought  of  physicians  has  always  been  that 
of  giving  a high  quality  of  medical  care  to 
our  patients.  This  responsibility  has  been 
self-imposed  and  it  continues  to  be  the  main 
objective  of  medicine.  Medicine  must  con- 
tinue to  serve  humanity  in  an  unselfish  man- 
ner. 

We  are  living  in  an  age  when  the  estab- 
lished order  of  things  has  been  subjected  to 
a critical  examination  in  the  presence  of  eco- 
nomic unrest.  In  this  period  of  evolutionary 
changes  and  social  reforms,  medicine,  be- 
cause of  its  peculiar  relation  to  the  public, 
has  been  a part  of  this  fermenting  change. 
These  changing  times  present  a challenge  to 
the  medical  profession  and  it  seems  para- 
mount that,  as  physicians,  we  should  assume 
a sympathetic  attitude  toward  those  groups 
of  individuals  who  desire  to  improve  upon 
the  economic  and  social  status  of  those  in 
the  lower  income  bracket  who  seem  unable 
to  get  what  they  feel  is  adequate  medical 
care. 

Organized  Medicine  must  present  some 
workable,  sensible  plan  for  the  care  of  the 
low  income  bracket  group  of  patients.  The 
worries  of  the  average  man  are  not  those  of 
the  calls  that  he  makes  to  your  office  and 
mine  but  the  unforeseen  accidents,  hospital- 
izations and  operations.  We  cannot,  as 
physicians,  continually  object  to  new  changes 
but  we  should  accept  changes  and  be  pre- 
pared to  offer  a solution  and  assume  the 
leadership  in  matters  of  a medical  nature. 

During  the  past  few  years,  there  has  been 
a praiseworthy  stimulation  of  interest  in  the 
prevention  of  disease,  with  the  consequent 
steady  progression  toward  better  health  for 
the  people.  This  progress  has,  in  part,  been 
possible  by  having  splendid  hospital  facili- 
ties and  scientific  equipment.  The  physician 
has  supplied  this  for  himself  or  it  has  been 
made  available  through  the  acts  of  a gener- 
ous government.  This  progress  is  also  due, 
in  part,  to  a free  untrampled  profession  and 
with  people  who,  to  date,  have  not  been  com- 
pletely blueprinted,  pigeonholed  and  regi- 
mented. 

Medicine,  as  practiced  in  Nebraska,  is  of 


the  highest  quality  and  reputation.  We  have 
had,  in  this  State,  a steady  progress  in  the 
lowering  of  mortality  in  tuberculosis,  diph- 
theria, infant  mortality,  and  improvement  in 
maternal  care. 

In  the  light  of  past  experiences,  one  can 
confidently  expect  that  the  medical  profes- 
sion will  develop,  within  itself,  new  programs 
which  will  carry  American  medicine  to  un- 
dreamed of  accomplishments.  One  need  not 
qualify  as  a prophet  to  be  able  to  predict 
that,  in  cooperation  with  public  health  agen- 
cies both  national  and  state,  the  medical  pro- 
fession can  and  will  go  forward  to  a new 
high  in  service  to  the  public. 

The  ideals,  traditions  and  ethics  of  medi- 
cine through  the  ages  and  in  the  more  re- 
cent advances  in  the  standards  of  education, 
medical  licensure  and  hospital  training,  have 
all  been  important  factors  in  the  mainte- 
nance and  advancement  of  the  quality  of 
medical  care  to  the  people  of  the  United 
States. 

Upon  each  and  every  one  of  us  rests  an 
obligation.  We  cannot,  we  must  not,  falter  in 
this.  If  we  do,  an  overwhelming  catastrophe 
may  overtake  the  practice  of  medicine  and 
the  protection  it  gives  the  public.  Our  re- 
sponsibilities are  many,  our  opportunities 
numerous  and  our  heritage  of  medical  ex- 
ample too  sacred  to  be  denied. 
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TUBERUCLIN  PATCH  TESTING 

For  many  years  after  the  tuberculin  test 
was  introduced  it  was  used  to  a very  limited 
extent,  largely  because  of  a general  misap- 
prehension of  its  significance.  The  past  ten 
years,  however,  has  witnessed  a rapid  in- 
crease in  its  application  both  in  private  prac- 
tice and  in  public  health  work.  During  all 
this  time  many  efforts  have  been  made  to 
improve  the  test,  particularly  along  the  two 
parallel  lines  of  increased  accuracy  and  ease 
of  application.  The  efforts  along  the  former 
line  have  apparently  reached  a culmination 
in  the  introduction  of  Purified  Protein  De- 
rivative. This  material,  though  apparently 
the  most  accurate  yet  developed,  has  not  in- 
creased the  simplicity  of  the  test,  hence  is 
not  as  widely  used  as  it  deserves  to  be. 

The  other  line  of  effort  began  in  1907, 
when  Moro  introduced  the  ointment  which 
bears  his  name,  and  has  been  continued  by 
others.  The  most  recent  addition  has  been 
the  Vollmer  Patch  Test,  introduced  in  No- 
vember, 1937,  and  quickly  made  available 
through  commercial  channels.  This  test 
would  seem  to  have  reached  the  ultimate  in 
simplification  and  seemed  destined  to  replace 
the  more  difficult  Mantoux  technic.  Early 
reports  on  its  accuracy  were  highly  favor- 
able, running  from  97  to  100%.  Vollmer  and 
Goldberger  stated  that  the  test  was  superior 
to  the  Pirquet  and  equal  to  the  Mantoux. 
This  opinion  was  supported  by  Stewart  in 
October,  1938.  All  of  these  series  were  small 
including  not  more  than  200  patients  in  each. 
A larger  series  (370)  tested  in  Sweden  by 
Helmer  showed  11.1%  failures  as  compared 
with  the  Mantoux.  A more  recent  report  on 
880  children  in  this  country  by  Peck  and 
Wegman  was  still  less  encouraging,  showing 
that  of  all  children  reacting  to  second 
strength  P.  P.  D.,  only  29.4%  reacted  to  the 
patch  test  and  that  even  first  strength 
P.  P.  D.  yielded  12%  more  reactors  than  the 
patch.  In  view  of  these  conflicting  reports, 
one  cannot  say  that  the  accuracy  of  the 
patch  test  has  been  established  and  the  only 
safe  position  to  take  at  present  is  that  it  may 
be  used  to  replace  the  first  strength  P.  P.  D. 
but  that  all  negative  reactors  must  be  given 
second  strength  P.  P.  D.  intradermally  before 
tuberculosis  can  be  excluded. 

Aside  from  the  question  of  accuracy  there 
are  other  objectionable  features.  Twenty  of 
Peck  and  Wegman’s  patients  tore  off  the  ad- 
hesive too  soon  and  the  test  had  to  be  dis- 
carded. Some  skins  are  so  sensitive  to  adhe- 


sive as  to  interfere  with  the  reading.  The 
test  is  not  quantitative,  since  the  material 
used,  the  closeness  of  application,  the  solu- 
bility of  the  dried  tuberculin,  depending  as  it 
does  on  insensible  perspiration,  are  all  vari- 
able factors. 

It  would  seem  wise,  therefore,  to  continue 
the  use  of  the  Mantoux  test  in  all  public  and 
large  scale  testing  projects,  leaving  it  to  the 
judgment  of  the  individual  practitioner 
whether  he  wishes  to  use  the  patch  test  in 
private  practice. 

E.  L.  Hancock,  Lincoln, 
Chairman  Committee  on  Tu- 
berculosis, Nebraska  State 
Medical  Association. 


ANNOUNCEMENTS 


The  next  annual  session  of  the  Nebraska 
State  Medical  Association  will  be  held  in 
Omaha  on  April  22  to  25,  1940.  Call  for  pa- 
pers has  been  issued  by  the  Program  Com- 
mittee and  titles  must  be  in  on  or  before  Feb- 
ruary 1,  1940. 


Examinations  American  Board  of  Obstetrics 
and  Gynecology 

The  written  examination  and  review  of 
case  histories  (Part  I)  for  Group  B candi- 
dates will  be  held  in  the  various  cities  of  the 
United  States  and  Canada  on  Saturday,  Jan- 
uary 6,  1940,  at  2:00  p.  m.  Formal  notice  of 
the  place  of  examination  will  be  sent  each 
candidate  several  weeks  in  advance  of  the 
examination  date.  No  candidate  will  be  ad- 
mitted to  examination  whose  examination 
fee  has  not  been  paid  at  the  Secretary’s  of- 
fice. Candidates  who  successfully  complete 
the  Part  I examination  proceed  automatical- 
ly to  the  Part  II  examination  held  in  June, 
1940.  Receipt  of  Group  B applications  for 
the  current  examination  (January  6,  1940) 
closed  October  4,  1939. 

Candidates  for  reexamination  in  Part  I (written 
paper  and  submission  of  case  histories)  must  request 
such  reexaminations  by  writing  the  Secretary’s  of- 
fice not  later  than  November  15,  1939.  Candidates 
who  are  required  to  take  reexaminations  must  do  so 
before  the  expiration  of  three  years  from  the  date 
of  their  original  examination. 

The  general  oral  and  pathological  examinations 
(Part  II)  for  all  candidates  (Groups  A and  B)  will 
be  conducted  by  the  entire  Board,  meeting  in  At- 
lantic City,  N.  J.,  on  June  8,  9,  10  and  11,  1940,  im- 
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mediately  prior  to  the  annual  meeting  of  the  Amer- 
ican Medical  Association  in  New  York  City. 

Application  for  admission  to  Group  A,  Part  II 
examinations  must  be  on  file  in  the  Secretary’s  of- 
fice not  later  than  March  15,  1940. 

After  January  1,  1942,  there  will  be  only  one 
classification  of  candidates,  and  all  will  be  required 
to  take  the  Part  I and  Part  II  examinations. 

For  further  information  and  application 
blanks,  address  Dr.  Paul  Titus,  Secretary, 
1015  Highland  Building,  Pittsburgh  (6), 
Pennsylvania. 

American  Board  of  Opthalmology 

Written  examination,  March  2,  1940,  in 
various  cities  throughout  the  country. 

This  will  be  the  only  written  examination 
in  1940. 

All  applications  for  this  examination  must 
be  received  before  January  1st,  1940.  All  ap- 
plicants must  pass  satisfactory  written  ex- 
amination before  being  admitted  to  oral  ex- 
amination. 

Oral  Examination — New  York  City,  June 
8th  and  10th.  Fall  examination  to  be  an- 
nounced later. 

Case  Reports — Candidates  planning  to 
take  June  examination  must  file  case  reports 
before  March  1st. 

For  application  blanks  write  at  once  to  Dr. 
John  Green,  6830  Waterman  Ave.,  St.  Louis, 
Mo. 


C.  C.  C.  WANTS  PHYSICIANS 

Medical  service  for  the  Civilian  Conservation 
Corps,  has  in  the  past,  been  furnished  by  the  medi- 
cal section  of  the  Officers’  Reserve  Corps  with  the 
exception  of  a few  doctors  who  were  employed  on  a 
contract  basis.  A recent  decision  of  the  Director  of 
the  CCC  and  the  War  Department  permits  the  em- 
ployment of  doctors  who  are  not  Medical  Reserve 
officers  in  this  service. 

Doctors  needed  for  this  service  may  be  now  em- 
ployed under  the  rating  of  civilian  employees. 
Under  date  of  October  10,  1939,  the  initial  salary 
was  changed  from  $2,600  per  annum  to  $3,200  per 
annum.  No  quarters  for  families  are  provided,  and 
the  doctor  will  be  required  to  pay  for  his  food  at 
camps.  Temporary  quarters  for  the  doctor  will  be 
provided  at  the  camps  for  a nominal  fee.  Doctors 
selected  for  this  service  will  be  required  to  pay 
their  own  travel  expense  to  the  nearest  district 
headquarters,  where  they  will  be  put  on  temporary 
duty  for  instructional  purposes  before  being  sent  to 
camps.  Travel  expenses  incurred  in  the  transfer 
of  doctors  from  the  district  headquarters  to  camps 
or  in  transfer  from  one  camp  to  another  will  be  paid 
by  the  government.  If  the  services  rendered  are 
satisfactory,  the  employment  is  more  or  less  perma- 
nent. 


The  principal  duties  at  camps  consist  of  the  medi- 
cal care  of  the  enrollees  and  the  practice  of  preven- 
tive medicine.  To  be  eligible  for  this  service,  the 
doctor  must  be  legally  qualified  to  practice  medicine 
and  physically  able  to  perform  the  duties  involved. 

All  doctors  interested  in  this  type  of  service  are 
requested  to  submit  their  applications  to  the  office 
of  the  Surgeon,  Headquarters  Seventh  Corps  Area, 
Federal  Building,  Omaha,  Nebraska,  giving  date 
when  available  and  preference  of  assignment  in  the 
following  states:  Minnesota,  North  Dakota,  South 
Dakota,  Iowa,  Nebraska,  Missouri,  Kansas  and  Ar- 
kansas. 
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On  November  9th  the  Woman’s  Club  of 
Davenport  put  on  a celebration  in  honor  of 
Dr.  Charles  C.  Snowden  of  Davenport,  which 
they  called  Pioneer  Day  in  honor  of  57  years 
of  practice  by  the  doctor  at  Davenport.  The 
doctor  is  a graduate  of  Jefferson  Medical 
College,  1882.  He  located  at  Davenport  in 
May,  1882,  and  has  been  in  practice  there 
ever  since.  He  is  still  in  active  practice  at 
the  age  of  86.  There  was  a dinner  at  noon, 
at  which  over  200  were  present,  including 
most  of  the  doctors  of  the  county.  In  the 
afternoon  a program  was  rendered  at  the 
Methodist  Church,  at  which  representatives 
of  the  city,  the  church,  the  physicians,  the 
U.  P.  Railroad,  and  the  Masonic  lodge  spoke. 
The  address  of  the  afternoon  was  given  by 
the  Rev.  Dr.  A.  A.  Brooks  of  Omaha.  Vocal 
and  band  music,  response  by  Dr.  C.  C.  Snow- 
den and  a reception  for  the  Dr.  Snowden 
“Babies”  was  also  a part  of  the  program. 
The  doctor  has  delivered  over  1,900  babies 
during  the  57  years  that  he  has  been  at  Dav- 
enport. Approximately  350  people  were  pres- 
ent at  the  afternoon  program. 


The  F.  S.  A.  plan  for  medical  care  in  Ne- 
braska is  being  discussed  in  several  counties. 
Among  those  that  reach  the  editor’s  desk 
last  month  are  the  discussions  in  Boone  coun- 
ty, Phelps  county,  Box  Butte  county,  Scotts 
Bluff,  Morrill  and  Banner  counties.  The 
plan  was  also  discussed  at  the  Annual  As- 
sembly of  the  Nebraska  Eclectic  Medical  As- 
sociation in  October. 


Dr.  C.  W.  M.  Poynter  was  elected  presi- 
dent-elect of  the  American  Association  of 
Medical  Colleges  at  the  recent  annual  session 
of  this  Association  in  Dallas. 
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The  following  Nebraskans  were  among 
those  attending  the  Interstate  Post-graduate 
Medical  Association  in  Chicago  last  month: 
Drs.  Charles  E.  Abbott,  C.  L.  Hustead,  J.  P. 
Brown,  C.  G.  McMahon,  J.  C.  Kildebeck,  C.  A. 
Pierson,  Walter  Benthack,  J.  A.  Lanspa. 


Among  those  attending  the  Central  States 
Obstetrical  Society  were  Drs.  E.  C.  Sage, 
W.  H.  Taylor,  C.  F.  Moon,  M.  E.  Grier,  Frank 
Murphy,  David  Findley,  all  of  Omaha,  and 
Drs.  Harold  Morgan  and  E.  M.  Hansen  of 
Lincoln. 


Dr.  W.  J.  Arrasmith  attended  the  session 
of  the  American  College  of  Surgeons  in 
Philadelphia  the  latter  part  of  October. 


The  following  Nebraskans  registered  at 
the  annual  session  of  The  American  Acade- 
my of  Opthalmology  and  Otolaryngology  in 
Chicago  the  week  of  October  8 to  13:  Dr. 
Chas.  Campbell,  E.  E.  Koebbe,  Columbus; 
Dr.  Lyman  H.  Heine,  Fremont;  Dr.  Roy  D. 
Martin,  Grand  Island;  Drs.  Paul  Black,  Earl 
B.  Brooks,  J.  J.  Hompes,  David  D.  Sanderson, 
J.  W.  Thomas,  Lincoln;  Dr.  D.  D.  Stonecy- 
pher,  Nebraska  City ; Dr.  Arthur  E.  Gadbois, 
Norfolk ; Drs.  W.  A.  Cassidy,  J.  Calvin  Davis, 
S.  Z.  Faier,  J.  F.  Finegan,  Harold  Gifford, 
M.  M.  Greenberg,  W.  N.  Hahn,  J.  H.  Judd, 
Wm.  H.  Morrison,  G.  B.  Potter,  P.  L.  Ro- 
monek,  Harry  Stokes,  C.  T.  Uren,  Wm.  P. 
Wherry,  Walter  J.  Wherry,  Omaha. 


A Lancaster  Health  Association  was 
formed  early  in  November.  Mrs.  W.  H. 
Howey  is  chairman  and  Dr.  J.  M.  Woodward 
secretary. 


Fourteen  per  cent  of  the  students  at 
Teachers’  College  in  Kearney  have  a positive 
Mantoux  reaction,  according  to  Dr.  E.  A. 
Rogers’  statement  to  the  press  the  latter 
part  of  October. 


More  than  70  talks  are  scheduled  in  Lin- 
coln on  problems  pertaining  to  public  health. 
The  first  of  the  series  was  given  in  October 
by  Dr.  C.  J.  Kuerth  of  San  Antonio,  Tex. 


The  Omaha  Branch  of  American  Medical 
Women  met  for  lunch  at  the  Athletic  Club 


on  November  8.  The  following  officers  were 
elected,  to  become  effective  January  1,  1940: 
Dr.  Nancy  Catania,  president,  Dr.  Christine 
Ericksen  Hill,  vice  president,  Dr.  Emelia 
Brandt,  treasurer,  Dr.  Esther  I.  McEachen, 
secretary. 


The  following  reproduction  from  the  Be- 
atrice Sun  will  be  of  interest  to  physicians 
throughout  the  State: 

“Gering,  Neb.,  Oct.  28 — (AP) — Attorney 
General  Walter  R.  Johnson  is  seeking  an  in- 
junction to  prevent  the  practice  of  medicine 
and  surgery  by  a Scottsbluff  osteopath,  a 
chiropractor  and  the  latter’s  wife  in  what 
Assistant  Attorney  General  Rush  Clarke  said 
was  probably  the  first  Nebraska  court  test 
of  an  osteopath’s  right  to  practice  medicine. 

“In  a petition  filed  here,  the  official  asks 
that  Dr.  Roy  Jackson  Gable,  licensed  osteo- 
path, Dr.  William  G.  Wagner,  licensed  chiro- 
practor, and  his  wife,  Lillian  Wagner,  a 
nurse,  be  restrained  from  alleged  ‘unlawful 
practice  of  medicine  and  surgery.’ 

“The  petition  alleged  the  three  have  en- 
gaged in  illegal  practice  of  medicine,  pub- 
lished untrue  literature  regarding  their  qual- 
ifications, and  operated  a clinic  and  hospital 
at  Scottsbluff  at  which  are  administered 
medicine,  electrical  treatments  and  opera- 
tions in  violation  of  the  law.” 


Dr.  Frank  R.  Spencer,  Boulder,  Colorado, 
was  chosen  president-elect  of  the  American 
Academy  of  Opthalmology  and  Otolaryngol- 
ogy at  the  annual  session  in  Chicago,  Wed- 
nesday night,  October  11.  He  will  succeed 
Dr.  Frank  E.  Brawley,  Chicago,  when  the 
latter  becomes  president  of  the  Academy 
January  1.  Dr.  Spencer  will  become  presi- 
dent Jan.  1,  1941. 

The  Academy  also  decided  to  act  as  spon- 
sor for  a proposed  Pan  American  congress  of 
opthalmology  and  otolaryngology.  South 
American  physicians  attending  the  meeting 
in  Chicago  will  arrange  for  the  attendance  of 
delegates  from  their  respective  countries  to 
such  a congress  to  be  held  in  connection  with 
the  next  meeting  of  the  Academy,  it  was 
said. 

It  is  understood  that  invitations  to  each  of 
the  countries  concerned  will  have  the  sanc- 
tion of  the  Department  of  State  and  will  be 
forwarded  through  diplomatic  channels. 

Other  officers  elected  were  Drs.  Arthur 
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W.  Proetz,  St.  Louis,  first  vice  president ; Jo- 
seph F.  Duane,  Peoria,  Illinois,  second  vice 
president,  and  Charles  T.  Porter,  Boston, 
third  vice  president;  Secord  H.  Large,  Cleve- 
land, comptroller,  and  William  P.  Wherry, 
Omaha,  Nebr.,  executive  secretary,  reelected. 


The  following  is  a list  of  those  registered 
at  the  annual  session  of  the  Omaha  Mid-West 
Clinical  Society  in  Omaha  in  October,  1939 : 

ADAMS — Swartwood,  F.  M. 

AINSWORTH— Brady,  R.  R. 

ALBION — Davis,  J.  E.;  McRae,  F.  J.;  Smith,  J.  W. 
B.;  Welding,  R.  H. 

ALLIANCE — Broz,  John  S.;  Kuncl,  Joseph. 
ANSLEY— Wilcot,  Clyde  W. 

ARCADIA — Baird,  J.  W. 

ARNOLD — Burnham,  Frank  A. 

ASHLAND— Packer,  J.  K. 

AUBURN — Irvin,  I.  W.;  Krampert,  F.  L.;  Lorance, 
B.  F.;  Lutgen,  C.  A. 

BANCROFT— Sorensen,  C.  W. 

BAYARD— Pugsley,  C.  W.,  Jr. 

BEATRICE — Carpenter,  Wayne  W.;  Penner,  H.  G.; 

Penner,  Louis  E. 

BELLEVUE— Betz,  W.  A. 

BENEDICT— Molzahn,  A.  J. 

BENKELMAN — Premer,  J.  F. 

BENNET — Vesely,  Francis. 

BENNINGTON— Hickey,  C.  W. 

BLAIR — Howard,  C.  D.;  Nielsen,  Morris. 
BLOOMFIELD — Carrig,  M.  H. 

BRADY — Schneider,  S.  L. 

BROKEN  BOW — Bowman,  J.  E.;  Koefoot,  T.  H. 
CEDAR  RAPIDS— Reeder,  William  J. 

CHADRON — Golden,  Frank  C. 

CHAMBERS— Gill,  J.  W. 

CLARKSON — Ruzicka,  L.  Joe. 

COLON— McCaw,  F.  W. 

COLUMBUS — Anderson,  Ronald  C.;  Koebbe,  E.  E. 
COZAD — Sheets,  Charles  H. 

CRETE — Conrad,  A.  A.;  Hartman,  J. 

DAVID  CITY — Burdick,  D.  E.;  Richards,  Charles  E. 
DE  WITT— Runty,  H.  D. 

EAGLE — Stewart,  H.  C. 

EDGAR — Stewart,  Frank  Ashbrook. 

EMERSON— Kildebeck,  J.  C. 

EWING — Briggs,  W.  H. 

FAIRBURY — Ainlay,  George  W.;  Hughes,  D.  0.; 

Kielhorn,  Gertrude  C. 

FAIRMONT — Brown,  Kenneth  W. 

FALLS  CITY — Glenn,  William  U.;  Lang,  0.  F. 
FORT  CALHOUN — Geesaman,  E.  S.  B. 

FREMONT — Buchanan,  A.  E.;  Fasser,  A.  0.;  Heine, 
Howard;  Merrick,  A.  J.;  Moore,  C.  G.;  Morrow, 
H.  H.;  Morrow,  Hamilton  N.;  Weitkamp,  Gladys; 
Seiver,  Charlotte  P. 

GENOA — Davis,  Homer;  Newton,  R.  A. 

GERING — Gentry,  W.  J.;  Harvey,  W.  C. 
GOTHENBURG — Harvey,  Henry  M. 

GRAND  ISLAND— Long,  Robert  S.;  McGrath,  Wil- 
liam M.;  Ryder,  Frank  D.;  Sherfey,  Carl  W.;  Wat- 
son, D.  P. 

HALLAM — Spradling,  C.  R. 

HASTINGS — McWhorter,  Stuart;  Pfeiffer,  Ralph 
B.;  Shaw,  W.  L. 

HEMINGFORD — Fuqua,  Philip  A. 


HOLDREGE — Peterson,  Theo.  A. 

HUMBOLDT— Heim,  H.  S. 

HUMPHREY— Abts,  A.  W. 

IMPERIAL — Hoffmeister,  George. 

INDIANOLA — Rosenau,  John  A. 

INGLESIDE — Dickel,  Herman  A.,  Marx,  Johann, 
Nielsen,  Juul  C. 

KEARNEY — Albertson,  L.  C.;  Cooper,  J.  R.;  Sid- 
well,  L.  T. 

KENESAW — Guildner,  C.  W.;  Townley,  Robert  H. 
KIMBALL— Miller,  A.  L. 

LAUREL— Carroll,  R.  P. 

LAWRENCE— Mclllece,  R.  C. 

LEIGH— Kuper,  H.  D. 

LEWELLEN — Blackstone,  H.  A. 

LINCOLN — Bell,  William  A.;  Bonniwell,  C.  M.;  Cal- 
houn, O.  V.;  Cochran,  Robert  M.;  Crook,  Clarence 
E.;  Crook,  G.  D.;  Cullen,  Richard;  Deweese,  Wil- 
ford;  Foster,  Harold  E.;  Gray,  Richard  W.;  Hick- 
man, C.  C.;  Hillyer,  Robert;  Hobbs,  E.  T.;  Lewis, 
George  E.;  Loder,  R.  H.;  Martin,  Gordon  M.; 
Merideth,  John  A.;  Miller,  Edward  R.;  Misko, 
George  H.;  Morgan,  Harold  S.;  Morton,  H.  B.; 
Nye,  Dan  A.;  Reese,  Sidney  D.;  Rembolt,  R.  R.; 
Russell,  George  W.;  Schaffer,  A.  I.;  Shuell,  G.  J.; 
Spradling,  Franklin  L.;  Spradling,  Richard  L.; 
Teal,  Fritz;  Teal,  Phil  R.;  Walker,  A.  B.;  Warner, 
Ruth  A.;  Wegner,  E.  S.;  Whitman,  Roy  H.;  Wied- 
man,  Earl  V.;  Wolf,  Clare;  Zinneman,  H.  H. 
LONG  PINE— Prescott,  K.  E. 

LOUP  CITY— Amick,  Carl  G. 

LYONS — Harvey,  Harmon  T. 

McCOOK — Leininger,  E.  F.;  Morgan,  Donald  H.; 
Willis,  J.  M. 

MILFORD — Brenneman,  J.  James. 

MINDEN — Andrews,  H.  S.;  Sutton,  Bruce  B. 
NEBRASKA  CITY— Heinke,  John  Paul;  Kenner, 
W.  C.,  Jr. 

NELIGH— Curtis,  E.  E. 

NORFOLK — Barnes,  Paul  L.;  Brush,  E.  L.;  Charl- 
ton, G.  E.;  Coletti,  Anthony  E.;  Fishbach,  Robert 
H.;  Ingham,  Charles  G.;  Salter,  George  B.;  Sand- 
ritter,  G.  Lee;  Slaughter,  Howard;  Slaughter, 
John  C.,  Jr. 

NORTH  BEND — Eason,  Edith;  Keiser,  A.  F. 

NORTH  PLATTE— Selby,  C.  A.;  Valentine,  L.  F. 
OAKLAND — Benson,  Harry  W.;  Tibbels,  R.  H. 
OHIO W A — Lynn,  Vincent  S. 

(TMAHA — Adams,  P.  S.;  Allen,  John  P.;  Allingham, 
Henry  T.;  Andersen,  M.  C.;  Anderson,  H.  E.; 
Arntsen,  L.  L.;  Baker,  C.  P.;  Bantin,  C.  F.;  Ban- 
tin,  E.  W.;  Barry,  M.  W.;  Bean,  Francis  J.;  Beber, 
Meyer;  Benjamin,  Howard  P.;  Bennett,  A.  E.; 
Best,  R.  Russell;  Bisgard,  J.  D.;  Blair,  James; 
Bliss,  R.  W.;  Block,  Max;  Boetel,  Geo.  H.;  Bohlen- 
der,  George  P.;  Borghoff,  J.  A.;  Bowers,  War- 
ner F.;  Brown,  Alfred  J.;  Bushman,  L.  B.;  Cam- 
eron, 0.  J.;  Carnazzo,  S.  J.;  Carp,  Oscar;  Cas- 
sidy, W.  A.;  Catania,  Nancy;  Christensen,  J.  B.; 
Christie,  B.  W.;  Christlieb,  J.  M.;  Clark,  Mildred 
J.;  Clarke,  Floyd;  Cloyd,  A.  David;  Cloyd,  A.  D., 
Sr.;  Colien,  F.  E.;  Conlin,  Frank  M.;  Connolly, 
E.  A.;  Cook,  Lyman  J.;  Courtney,  J.  E.;  Davis, 
Edwin;  Davis,  H.  H.;  Davis,  J.  C.;  Boler,  T.  D.; 
Dendinger,  Will  M.;  Dietz,  Nicholas,  Jr.;  Dil- 
worth,  W.  Miller;  Distefano,  C.;  Dolezal  Joseph; 
Dornberger,  G.  R.;  Dow,  A.  G.;  Dowell,  D.  A.; 
Duncan,  J.  W.;  Dunn,  F.  Lowell;  Dworak,  H.  L.; 
Dwyer,  J.  R.;  Egan,  Richard  L.;  Ellis,  Paul  H.; 
Emmert,  Max;  Everitt,  Neill  J.;  Ewing,  Ben; 
Faier,  S.  Z.;  Farrell,  Robert  F.;  Fellman,  A.  C.; 
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Findley,  David;  Finegan,  James  F.;  Fitzsimons, 

A.  W.;  Fleishman,  Max;  Fouts,  R.  W.;  Frandsen, 
Charles;  Freymann,  J.  J.;  Gamble,  Jess  F.;  Gar- 
diner, J.  F.;  Gatewood,  J.  W.;  Gerald,  Herbert 
F.;  Gifford,  Harold;  Green,  M.  C.;  Greenberg,  A.; 
Greene,  Arthur  M.;  Grier,  M.  E.;  Griffith,  Wm. 
0.;  Grodinsky,  Manuel;  Hahn,  Wm.  N.;  Hall,  Lynn 
T.;  Hamsa,  W.  R.;  Haney,  Wm.  P.;  Hankins,  Rob- 
ert; Hanisch,  L.  E.;  Hansen,  G.  M.;  Hardy,  C.  C.; 
Harris,  T.  T.;  Hayes,  Jack  M.;  Heumann,  J.  M.  F.; 
Henry,  E.  C.;  Henske,  J.  A.;  Hill,  F.  C.;  Hoekstra, 
Clarence;  Hollenbach,  C.  F.;  Holmes,  W.  E.; 
Holovtchiner,  E.;  Holyoke,  E.  A.;  Howard,  M.  C.; 
Hunt,  H.  B.;  Hyde,  J.  F.;  Isacson,  Sven;  Iwersen, 
Frank  J.;  Jahr,  H.  M.;  James,  Charles  S.;  Jensen, 
Werner  P.;  Johnson,  A.  C.;  Johnson,  H.  F.;  John- 
son, J.  A.;  Judd,  J.  H.;  Kadavy,  G.  J.;  Keegan, 
J.  J.;  Kelley,  Ernest;  Kelley,  J.  Whitney;  Kelley, 
Richard;  Kelly,  J.  F.;  Kemp,  Wm.;  Kennedy,  John 

C.;  Kirk,  E.  J.;  Klabenes,  F.  J.;  Kleyla,  J.  R.; 
Korth,  Z.  N.;  Kroupa,  W.  E.;  Kucera,  L.  J.;  Kully, 
H.  E.;  Langdon,  J.  F.;  Lanphier,  V.  A.;  Latta, 
John  S.;  LeMar,  John  D.;  Lennox,  G.  B.;  Levine, 

V.  E.;  Lewis,  R.  G.;  Lord,  J.  P.;  Luikart,  Ralph; 
Lynch,  Delia;  MacQuiddy,  E.  L.;  McAvin,  James 

S. ;  McCarthy,  J.  D.;  McCleneghan,  S.;  McCurdy, 

T. ;  McDermott,  Arnold  M.;  McEachen,  Esther  I.; 
McGoogan,  L.  S.;  McGuire,  L.  D.;  McIntyre, 

C.  A.;  McLaughlin,  C.  W.,  Jr.;  McMartin,  Charles; 
McMartin,  W.  J.;  Madsen,  C.  C.;  Manning,  E.  T.; 
Margolin,  M.;  Marr,  Madeline,  M.  D.;  Martin, 
J.  W.;  Mason,  C.  W.;  Mauer,  R.  Thornell;  Minck- 
ler,  Jeff;  Modlin,  Herbert  C.;  Moody,  W.  B.; 
Moon,  Charles  F.;  Moon,  Louis  E.;  Moore,  Clyde; 
Moore,  Harlon  E.;  Moran,  C.  S.;  Morgulis,  S.; 
Moser,  R.  A.;  Muldoon,  John  K.;  Murphy,  F.  P.; 
Murphy,  J.  H.;  Murray,  F.  J.;  Neely,  0.  A.;  Nel- 
son, Floyd  C.;  Nemec,  E.  C.;  Newell,  C.  H.;  Nie- 
haus,  F.;  Nilsson,  J.  R.;  O’Connor,  J.  F.;  O’Con- 
nor, W.  E.;  Offerman,  A.  J.;  O’Hearn,  J.  J.; 
O’Neil,  Owen  S.;  Owens,  C.  A.;  Panzer,  Edward 
J.  C.;  Pawol,  S.  E.;  Pinkerton,  W.  J.;  Pinto,  A.  S.; 
Pleiss,  Joseph  A.;  Pollard,  C.  W.;  Potter,  George 

B. ;  Pratt,  George  P.;  Prichard,  Geo.  W.;  Quigley, 

D.  T.;  Ranee,  Wm.  T.;  Rasgorshek,  R.  H.;  Read, 
Paul  S.;  Redgwick,  J.  P.;  Reed,  S.  G.;  Rich, 
Chas.  0.;  Riley,  B.  M.;  Robertson,  G.  E.;  Rose, 
F.  I.;  Ross,  Wm.  L.;  Roucek,  L.  G.;  Rubnitz,  A.  S.; 
Russum,  B.  C.;  Sachs,  Adolph;  Sage,  E.  C.; 
Schaffer,  Dora;  Schmitz,  W.  H.;  Schrock,  R.  D.; 
Schwertley,  F.  J.;  Sharpe,  J.  C.;  Shearer,  W.  L.; 
Shoecraft,  Warren;  Shramek,  Chas.  J.;  Simanek, 
Geo.  F.;  Simmons,  E.  E.;  Simonds,  F.  L.;  Simpson, 
John  E.;  Slutzky,  Ben;  Solomon,  W.  W.;  Stastny, 
Olga;  Staubitz,  Herbert  F.;  Stokes,  Harry  B.; 
Stokes,  Wm.  H.;  Stearns,  R.  J.;  Steinberg,  A.  A.; 
Strickland,  W.  R.;  Strough,  L.  C.;  Stuart,  C.  C.; 
Sucha,  W.  L.;  Sullivan,  Harry  T.;  Sullivan,  Kath- 
leen; Swab,  C.  M.;  Swoboda,  Joseph  P.;  Tamisiea, 
John  A.;  Tanner,  Frank  H.;  Taylor,  W.  H.; 
Thompson,  C.  Q.;  Thompson,  Edward;  Thompson, 

W.  Y.;  Tollman,  J.  P.;  Tomlinson,  C.  C.;  Tomp- 
kins, Chas.  A.;  Torpy,  Thos.  W.;  Traynor,  R.  L.; 
Tyler,  A.  F.;  Uren,  C.  T.;  Vetter,  James  G.; 
Walsh,  E.  M.;  Waters,  C.  H.;  Wearne,  F.  J.; 
Weinberg,  J.  A.;  Wherry,  W.  P.;  Wigton,  H.  A.; 
Willard,  W.  A.;  Wilson,  D.  J.;  Wright,  W.  D.; 
Wyandt,  Helen;  Wyrens,  R.  J.;  Young,  R.  H.; 
Zeman,  Edward  W. 

O’NEILL — Carter,  L.  A.;  French,  O.  W.;  Oppen, 
Ralph. 


ONG— Asa,  O.  C. 

ORD — Weekes,  C.  W. 

OSCEOLA — Eklund,  H.  S.;  Herrmann,  Victor  A. 
OTOE — Dieter,  L.  D. 

OVERTON— Pelikan,  C.  C. 

PALMER — Racines,  J.  Y. 

PAPILLION — Armstrong,  R.  B. 

PAWNEE  CITY — Anderson,  A.  B.;  Barr,  J.  Harold. 
PIERCE — Devers,  W.  I. 

PLAINVIEW— Johnson,  M.  A. 

PLEASANTON— Randall,  Reginald  C. 

POLK— Williams,  J.  B. 

PONCA — Davey,  W.  P. 

RANDOLPH — Johnson,  Frank  G.;  Peters,  G.  E. 
RUSHVILLE— Sullivan,  Paul  J. 

SALEM — McArdle,  G.  Prentiss. 

SARGENT — Fenstermacher,  C.  H. 

SCOTTSBLUFF — Cooper,  A.  L.;  Rasmussen,  N.  H.; 

Shamberg,  A.  H. 

SHUBERT— Shook,  W.  E. 

SIDNEY— Grimm,  B.  H. 

SOUTH  SIOUX  CITY— Blume,  W.  R. 

SPRAGUE— Lamb,  W.  E. 

ST.  PAUL— Hanisch,  E.  C. 

STAPLEHURST— Meisenbach,  J.  E. 

STUART — Farner,  John  E. 

SUPERIOR— Mason,  C.  T. 

TALMADGE — Gritzka,  C.  T.;  Martinson,  L.  F. 
TECUMSEH — Lanspa,  J.  A. 

TEKAMAH — Lukens,  I.;  Wood,  M. 

TILDEN— Barr,  C.  C. 

VALLEY — Parsons,  A. 

WAKEFIELD — Kilian,  L.  J.;  Nuernberger,  Robert 

E. 

WAUNETA— Carlson,  E.  Robert. 

WAYNE — Benthack,  Walter;  Lutgen,  S.  A. 

WEST  POINT — Anderson,  A.  W.;  Collins,  L.  G.; 

Robbins,  H.  M.;  Thompson,  I.  L. 

WISNER — McGuire,  James  A. 

YORK — Casebeer,  R.  Lawrence;  Harry,  R.  E. 
Plumb,  J.  N. 


Single  Syphilis  Test  Not  Conclusive 

In  discussing  the  discrepancies  of  syphilis 
tests,  G.  Marshall  Crawford,  M.  D.,  and  Leon 
F.  Ray,  M.  D.,  Portland,  Ore.,  in  The  Journal 
of  the  American  Medical  Association  for 
Nov.  4,  warn  that  neither  a single  positive 
nor  a single  negative  test  should  be  accepted 
as  final.  If  a history  suggestive  of  syphilis 
exists,  tests  should  be  done  repeatedly  until 
they  are  consistently  positive  or  negative. 


Bacon  Not  Recommended  for  Infants 

There  is  no  rational  basis  for  the  common 
practice  of  giving  bacon  to  babies,  the  Octo- 
ber issue  of  Hygeia,  The  Health  Magazine 
declares. 

The  practice  apparently  originated  from 
the  belief  that  the  fat  contained  in  bacon 
carried  with  it  some  valuable  nutritional 
element.  Since  it  is  now  known  that  the 
vitamin  content  of  bacon  is  practically  neg- 
ligible, there  is  no  obvious  reason  why  bacon 
should  be  given. 
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WOMAN’S 

AUXILIARY 

President — Mrs.  James  E.  M.  Thomson, 

Treasurer — Mrs.  Harley  Anderson, 

Lincoln 

Omaha 

President-Elect — Mrs.  A.  D.  Brown, 

First  Vice  President — Mrs.  Olin  J.  Cameron, 

Grand  Island 

Omaha 

Secretary — Mrs.  Walter  W.  Carveth, 

Second  Vice  President — Mrs.  Allan  Campbell, 

Lincoln 

Lincoln 

The  Woman’s  Auxiliary  to  the  Nebraska 
State  Medical  Association  welcomes  Adams 
County  as  its  newest  member. 

An  Auxiliary  to  the  Adams  County  Medi- 
cal Society  was  organized  at  a meeting  held 
at  the  Y.  W.  C.  A.  in  Hastings,  on  Monday, 
November  6.  Luncheon  followed  the  business 
meeting.  Guests  were  Mesdames  J.  E.  M. 
Thomson,  State  president;  A.  D.  Brown  and 
C.  E.  Abbott. 


October  17.  Mrs.  J.  E.  H.  Thomson,  State 
president,  was  honorary  guest.  Fifty-eight 
members  were  present. 

Mrs.  M.  C.  Green,  president,  presided  at 
the  business  meeting.  The  members  voted  to 
place  Hygeia  in  the  schools  for  the  following 
year.  To  raise  funds  for  this  project,  a book 
review  tea  was  given  at  the  home  of  Mrs.  Ed- 
win Davis  on  October  24. 


The  following  officers  were  elected : Presi- 
dent, Mrs.  J.  W.  Brown;  vice  president,  Mrs. 
E.  J.  Latta;  secretary,  Mrs.  S.  Knittel. 

Regular  meetings  will  be  held  the  first 
Wednesday  evening  of  each  month  at  Ingle- 
side,  with  dinner  followed  by  a business 
meeting. 


Board  members  of  the  auxiliary  to  the  Ne- 
braska State  Medical  Association  were  enter- 
tained at  luncheon  at  the  home  of  Mrs.  J.  E. 
M.  Thomson,  state  president,  in  Lincoln  on 
October  16.  Twenty-seven  members  were 
present.  Dr.  A.  L.  Miller,  president  of  the 
Nebraska  State  Medical  Society,  and  Mrs. 
C.  C.  Tomlinson,  past  president  of  the  Aux- 
iliary to  the  American  Medical  Association, 
were  guests. 

Mrs.  Thomson  presided  at  the  business 
meeting  which  followed  luncheon. 

Mrs.  C.  E.  Abbott,  co-chairman  of  organi- 
zation, reported  that  Adams  county  was  con- 
sidering an  organization. 

Mrs.  H.  W.  Benson,  chairman  of  the  Tu- 
berculosis Education,  told  of  the  contest 
which  the  auxiliary  is  sponsoring  for  high 
school  students  in  the  state. 

The  Wagner  bill  was  discussed  by  Mrs.  C. 
W.  Pollard. 

Mrs.  Tomlinson  gave  an  inspiring  talk  fol- 
lowing which  Dr.  Miller  addressed  the  group. 


The  Omaha-Douglas  County  Medical  Aux- 
iliary held  a membership  tea  at  the  home  of 
Mrs.  Ernest  Kelley,  119  South  51  Street,  on 


Another  sandwich-coffee  luncheon  was  en- 
joyed by  members  of  the  Lancaster  county 
auxiliary  on  Monday,  November  6 at  the 
home  of  Mrs.  H.  W.  Orr.  About  forty  mem- 
bers were  present. 

Following  the  business  meeting  which  was 
conducted  by  Mrs.  Fred  Ferciot,  the  presi- 
dent, Mrs.  Walter  L.  Albin  gave  an  interest- 
ing talk  on  a world  tour  from  which  she  and 
Dr.  Albin  had  recently  returned. 

Mrs.  J.  E.  M.  Thomson,  State  president, 
was  unable  to  be  present  due  to  the  installa- 
tion of  a new  auxiliary  group  in  Hastings, 
Nebraska. 


Mrs.  H.  W.  Benson,  chairman  of  the  Tuber- 
culosis Education,  reports  that  the  radio  con- 
test which  is  being  sponsored  by  the  Aux- 
iliary and  the  Nebraska  Tuberculosis  Asso- 
ciation is  proving  to  be  a splendid  education- 
al project. 

Thirty-five  high  schools  over  the  State 
have  entered  the  contest  and  are  writing  es- 
says on  “Youth’s  Appeal  for  Protection 
Against  Tuberculosis.”  Three  awards  are  of- 
fered, ten  dollars,  five  dollars,  and  two  dol- 
lars and  fifty  cents,  respectively.  In  addi- 
tion a silver  cup  will  be  presented  to  the  win- 
ning school  by  the  Nebraska  State  Medical 
Association.  The  contest  closes  November 
20. 

Broadcasts  will  be  made  over  WOW  about 
December  4. 
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(STATE)  DEPARTMENT  OF  HEALTH 

Lincoln,  Nebraska 

MORBIDITY  SUMMARY— PRINCIPAL 
DISEASES 

1939  1938 


Total  Total 

to  to 


Oct. 

Sept. 

Date 

Oct. 

Sept. 

Date 

Uhicken-pox 

_12 

12 

848 

26 

3 

1238 

Diphtheria 

3 

9 

96 

17 

15 

135 

Influenza 

0 

0 

140 

2 

0 

136 

Measles 

14 

4 

3891 

9 

11 

2541 

Meningitis,  C.  S. 

_ 1 

1 

14 

0 

2 

37 

Poliomyelitis 

_ 6 

9 

32 

1 

0 

7 

Scarlet  Fever  _ 

_49 

52 

955 

49 

47 

1088 

Smallpox 

1 

4 

216 

1 

1 

179 

Tuberculosis 

_28 

26 

192 

17 

15 

173 

Typhoid  Fever  _ 

_ 1 

2 

15 

5 

4 

19 

Whooping  Cough  14 

18 

470 

24 

45 

459 

Gonorrhea 

52 

73 

580 

72 

72 

758 

^Syphilis 

68 

62 

630 

47 

55 

624 

October,  1939,  Morbidity  by  Counties — Detailed 


Chicken-pox 

Adams  1 

(Hastings  1) 

Boone  1 

Douglas  5 

(Omaha  5) 

Keith  2 

Lancaster  1 

(Lincoln  1) 

Lincoln  1 

(North  Platte  1) 
Scottsbluff  1 


Diphtheria 

Douglas  2 

(Omaha  2) 

Morrill  1 

Measles 

Douglas  1 

(Omaha  1) 

Hitchcock  10 

Lincoln  1 

(North  Platte  1) 

Saline  1 

Webster  1 


Meningitis,  C.  S. 

Lancaster  1 

(Lincoln  1) 

Poliomyelitis 

Adams  1 

(Hastings  1) 

Clay  2 

Douglas  1 

(Omaha  1) 

Fillmore 1 

Lancaster  1 

(Lincoln  1) 

Scarlet  Fever 

Adams  1 

(Hastings  1) 

Antelope  1 

Buffalo  1 

Butler 1 

Douglas  6 

(Omaha  6) 

Hall  6 

(Grand  Island  4) 

Knox 15 

Lancaster  1 

(Lincoln  1) 

Lincoln  1 

(North  Platte  1) 

Nemaha  2 

Pierce  2 

Platte  1 

Saline  1 

Scottsbluff  4 

Seward 5 

Webster  1 


Smallpox 

Box  Butte 1 

Tuberculosis 

Antelope  1 

Buffalo 1 

Cass  7 

Dakota  1 

Douglas  1 

(Omaha  1) 

Gage 1 

Hall  1 

Hamilton  1 

Keith  1 

Madison  1 

Platte  1 

Polk  1 

Saline 2 

Scottsbluff  1 

Stanton  1 

Thurston  5 

Wayne  1 

Typhoid  Fever 

Douglas  1 

(Omaha  1) 

Whooping  Cough 

Douglas  5 

(Omaha  5) 

Lancaster  8 

(Lincoln  8) 

Seward 1 


SPEAKERS’  BUREAU 

The  following  addresses  have  been  arranged  through  the  Speakers’  Bureau  of  the  Educational  Committee 
of  the  Nebraska  State  Medical  Association,  August  15th  to  November  15th,  1939. 


SCIENTIFIC  PROGRAMS 


Date  Place  Organization  Addressed 

Aug.  17 — Norfolk Elkhorn  Valley 

Medical  Society 


Sept.  20 — Columbus Platte-Loup  Valley 

Medical  Society 


Oct.  17 — Broken  Bow Custer  County 

Medical  Society 


Oct.  19 — Fairbury Seventh  Councilor 

District  Medical 
Society 


Nov.  2 — Ingleside Ninth  and  Tenth 

Councilor  Districts 

Nov.  15 — Columbus Platte-Loup  Valley 

Medical  Society 


Speaker 

Dr.  Clayton  Andrews 
Lincoln 

Dr.  P.  S.  Adams 
Omaha 

Dr.  H.  E.  Flansburg 
Lincoln 

Dr.  J.  A.  Weinberg 
Omaha 

Dr.  P.  M.  Bancroft 
Lincoln 

Dr.  Lynn  T.  Hall 
Omaha 

Dr.  C.  A.  Tompkins 
Omaha 


Dr.  H.  E.  Harvey 
Lincoln 

Dr.  Ralph  Luikart 
Omaha 

Dr.  V.  E.  Levine 
Omaha 

Dr.  P.  S.  Adams 
Omaha 

Dr.  A.  D.  Munger 
Lincoln 


Title  of  Address 

“The  Surgical  Diseases  of  Childhood” 

“Prostatism  (Faddism,  Vasectomy, 
and  Psychosymptomatic  Therapy)” 

“Atypical  Hyperthyroidism” 

“Surgery  of  the  Thyroid  Gland” 

“Childhood  Pneumonias” 

“Recent  Advances  in  the  Treatment 
of  Pneumonia” 

“Diagnosis  and  Treatment  of  Func- 
tional and  Organic  Obstructions 
of  Gastro-Intestinal  Tract  of 
Infants” 

“Analysis  of  Confusing  Pelvic 
Symptoms” 

“Indications  and  Contra-Indications 
for  Caesarean” 

“Vitamins  in  the  Treatment  of 
Disease” 

“Prostatism  (Faddism,  Vasectomy, 
and  Psychosymptomatic  Therapy)” 

“Hematuria  as  an  Index  to  Urogenital 
Disease” 


LAY  PROGRAMS 

Nov.  15 — Lincoln Parent-Teachers’  Dr.  F.  S.  Clarke 

Association  Omaha 


“Communicable  Diseases  and  Their 
Prevention” 
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TUBERCULOSIS  ABSTRACTS 

Frequently  the  physician  is  asked  whether  or  not 
it  is  safe  for  a tuberculous  person  to  marry.  The 
danger  of  infecting  children  who  may  be  born  of  a 
tuberculous  parent  is  well  recognized.  What  of  the 
possibility  of  infecting  the  other  marital  partner? 
Because  of  contradictory  expressions  of  opinion  on 
this  point,  H.  I.  Spector  sought  for  an  answer  by 
means  of  the  statistical  method. 

MARITAL  TUBERCULOSIS 

Marital  tuberculosis  is  defined  as  the  development 
of  clinical  tuberculosis  in  both  husband  and  wife. 
One  must  not,  however,  apply  this  definition  dog- 
matically, for  it  cannot,  in  all  cases,  be  assumed  that 
the  disease  has  been  transmitted  by  the  consort,  and 
it  is  also  possible  for  a tuberculous  consort  to  marry 
a supposedly  non-tuberculous  mate  who  at  the  time 
of  marriage  had  an  unrecognized  latent  or  active 
tuberculosis.  But  undoubtedly  infection  from  the 
tuberculous  marital  partner  to  the  healthy  one  takes 
place  in  the  majority  of  instances  of  marital  tuber- 
culosis. 

A review  of  the  literature  regarding  marital  tu- 
berculosis reveals  that  conclusions  of  various  writers 
contradict  each  other.  The  frequency  of  marital 
tuberculosis  is  reported  by  one  writer  as  2.9%,  by 
another  as  58%  and  variations  between  these  fig- 
ures by  several  others.  The  more  recent  literature, 
however,  seems  to  concur  with  the  view  that  marital 
tuberculosis  is  much  more  common  than  in  the  gen- 
eral population. 

The  writer  received  208  replies  from  question- 
naires sent  to  physicians  in  the  United  States,  Eu- 
ropean and  South  American  countries.  There  was 
a divided  opinion  as  to  the  frequency  of  marital 
tuberculosis;  the  majority  believing  that  tubercu- 
losis in  both  husband  and  wife  is  not  common. 
Many,  however,  believed  the  incidence  to  be  greater 
than  in  the  general  population.  The  number  of 
physicians  who  were  inclined  to  permit  marriage  be- 
tween arrested  tuberculous  individuals  was  greater 
than  those  who  permitted  marriage  of  a tubercu- 
lous individual  with  a non-tuberculous  one.  The 
majority  permitted  tuberculous  couples  to  have  chil- 
dren, but  with  reservations. 

In  addition  to  these  collected  opinions  the  author 
made  a study  of  marital  tuberculosis  based  on  11,193 
cases  of  tuberculosis  reported  during  a ten-year  pe- 
riod to  the  Health  Division  of  St.  Louis.  From  this 
group  came  210  couples  (420  persons)  all  with  clin- 
ical, active  disease.  It  was  found  that  while  only 
3.8%  of  the  reported  cases  of  tuberculosis  in  mar- 
ried people  are  in  both  husband  and  wife,  neverthe- 
less the  risk  of  contracting  the  disease  when  in 
marital  contact  with  an  active  case  is  29  times  great- 
er than  it  is  in  the  general  population. 

About  one-third  were  Negroes— the  rest  white. 
Sputum  was  positive  in  both  consorts  in  20%  of 
cases,  positive  in  either  wife  or  husband  only  in 
about  25%.  In  54.5%,  sputum  was  negative  or 
questionable. 

Interested  in  knowing  whether  the  danger  of  in- 
fection from  the  marital  tuberculous  partner  is 
greater  to  the  healthy  consort  or  to  the  other  con- 
tacts, especially  children,  case  histories  from  the 
clinical  disease  in  contacts  were  analyzed.  It  was 
found  that  the  incidence  rate  in  contacts  was  9% 
or  69  times  greater  than  in  the  general  population. 


Marital  Tuberculosis,  H.  I.  Spencer,  M.  D.,  Amer. 
Review  of  Tuber.,  Vol.  XL,  No.  2,  Aug.,  1939. 


Collapse  of  Lung  Sometimes  Occurs  in  Apparently 
Normal  Persons 

Collapse  of  the  lung  (spontaneous  pneumothorax) 
can  and  does  occur  in  healthy,  apparently  normal 
persons,  Staige  D.  Blackford,  M.  D.,  declares  in  The 
Journal  of  the  American  Medical  Association.  How- 
ever, pneumothorax  should  be  considered  of  tuber- 
culous origin  until  proved  otherwise.  He  cites  fif- 
teen cases  of  the  condition  in  college  students  which 
were  determined  by  x-ray  examination.  Eleven  of 
these  cases  have  occurred  in  the  last  five  years,  or 
approximately  one  case  per  thousand  students  in  a 
session. 

Exertion  in  itself  is  not  a necessary  precipitating 
factor.  Laughing,  coughing,  sneezing,  straining  at 
stool  and  running  have  all  been  reported  as  the  im- 
mediate cause,  but  many  cases  occur  while  the  pa- 
tient is  resting  in  bed  or  in  a chair,  and  further- 
more the  condition  may  usher  in  no  symptoms.  Pa- 
tients are  often  seized  with  chest  pain  in  the  early 
morning. 

When  symptoms  occur,  their  onset  is  usually 
abrupt.  Chest  pain  is  almost  invariably  present  and 
is  generally  the  first  symptom.  It  may  be  severe, 
or  it  may  be  so  mild  that  it  is  described  as  “oppres- 
sion” or  a “heavy  feeling.”  The  intensity  of  the 
pain  may  increase  for  several  hours  before  it  gradu- 
ally subsides.  Labored  or  difficult  breathing  may 
be  absent,  mild  or  marked.  The  rate  and  degree  of 
the  collapse  are  said  to  determine  the  kind  and  type 
of  breathing. 

The  incidence  of  tuberculosis  in  patients  who  have 
had  a simple  spontaneous  pneumothorax  is  no  high- 
er than  in  the  general  community.  Dr.  Blackford 
has  followed  up  fourteen  of  his  fifteen  patients  and 
these  are  known  to  be  in  good  health  after  periods 
ranging  from  eight  months  to  fifteen  years. 

He  states  that  if  pneumothorax  is  found,  the  pa- 
tient should  be  confined  to  bed  for  a week.  No  ad- 
ditional treatment  is  necessary  because  recurrences 
cannot  be  prevented  by  any  as  yet  known  measure. 


A nation-wide  survey  by  Dr.  George  Gallup,  direc- 
tor of  the  American  Institute  of  Public  Opinion,  has 
just  been  made  for  the  tuberculosis  associations  to 
determine  how  much  the  public  knows  about  the 
cause  and  cure  of  tuberculosis  ...  a scourge  which 
kills  more  than  60,000  people  in  the  United  States 
every  year. 

Results  show  that  the  modern  educational  cam- 
paign against  tuberculosis  has  removed  much  of  the 
old  ignorance  and  fear  of  the  White  Plague.  While 
many  persons  still  apparently  do  not  know  that  it 
is  caused  by  a bacillus  or  that  it  is  a contagious  dis- 
ease, nevertheless  the  great  majority  think  it  is  cur- 
able and  name  the  type  of  treatment  which  most 
doctors  consider  correct  . . . plenty  of  rest  and  nour- 
ishing food. 

The  first  question  asked  was,  “What  is  the  cause 
of  tuberculosis?”  Answers  reveal  that  the  fact  that 
tuberculosis  is  caused  specifically  by  a bacillus  is 
not  widely  understood.  Many  more  persons  named 
the  so-called  “allies”  of  tuberculosis  bacillus  . . . 
undernourishment,  run-down  condition,  poor  living 
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conditions  . . . then  named  the  bacillus  itself  as  the 
cause. 

Although  the  tuberculosis  campaign  stresses  the 
slogan,  ‘ Every  Case  of  Tuberculosis  Comes  from 
Another  Case,”  24%  of  the  general  public  still  does 
not  think  tuberculosis  is  catching. 

The  public  is  apparently  confused  on  the  subject 
of  whether  or  not  the  disease  is  inherited,  although 
the  medical  profession  claims  the  disease  is  not  in- 
herited but  is  communicable.  Fifty-two  percent  of 
the  voters  in  the  survey  say  they  think  it  is  inherit- 
ed, while  48%  think  it  is  not. 

Fear  of  tuberculosis  as  a fatal  or  incurable  disease 
has  apparently  been  removed  to  a large  extent  from 
the  public  mind,  for  86%  of  the  persons  questioned 
in  the  survey  said  they  think  tuberculosis  is  curable. 

Various  campaigns  to  educate  the  public  in  the 
proper  treatment  of  tuberculosis  have  apparently 
made  great  progress,  judging  by  the  answers  to 
the  final  question  in  the  survey,  “What  do  you 
think  is  the  best  way  to  cure  tuberculosis?”  The 
public  names  the  methods  of  treatment  in  the  same 
order  that  they  have  been  stressed  in  posters  and 
campaign  literature.  Some  voters  mentioned  more 
than  one  method  of  treatment  and  the  aggregate 
vote  for  each  of  the  leading  cures  mentioned  is  rest, 
43%;  proper  diet,  36%;  fresh  air,  26;  climate,  25%, 
and  sanatorium  treatment,  13%. 

And  so  the  public  knowledge  of  tuberculosis  is 
measured.  There  are  at  present  500,000  victims  of 
tuberculosis  living  in  the  United  States. 


DEATHS 

Bartlett,  Arthur  L.,  Spaulding,  was  bom  in  Cher- 
okee, Iowa,  1880,  graduated  from  the  Omaha 
Medical  College  in  1903.  The  doctor  practiced  in 
Spaulding  from  the  very  beginning  until  his  death 
on  the  25th  of  October,  1939.  Surviving  are  his 
widow,  his  son,  and  a daughter. 

Weiss,  Irving,  Callender,  Iowa,  born  in  Omaha  in 
1906,  and  graduated  from  Creighton  University  in 
1931,  died  on  October  18,  1939,  at  his  home.  Sur- 
viving are  his  wife  and  a son. 

Wilson,  Arthur  J.,  Omaha,  graduated  from 
Creighton  Medical  College  in  1896,  practiced  for  two 
years  at  Creighton,  Nebr.,  when  he  moved  to  Omaha 
where  he  practiced  until  three  years  ago.  The  doc- 
tor then  took  up  residence  at  the  Masonic  Home  at 
Plattsmouth.  Death  occurred  November  10,  1939  at 
Plattsmouth.  The  doctor  was  79  years  of  age.  He 
is  survived  by  his  son. 


MARRIAGES 

Dr.  Frank  J.  Rose,  Grand  Island  to  Miss  Betty 
Frances  Foy,  Omaha,  on  November  8,  1939,  at 
Omaha. 

Dr.  Betty  Huse,  formerly  of  Norfolk  to  Mr.  Stig 
Ryden,  on  October  28,  1939,  at  New  York  City. 

Dr.  Horace  W.  Shreck,  Holdrege,  to  Miss  Sheila 
Brubaker,  Nelson,  on  November  5,  1939,  at  Nelson. 

Dr.  Leo  Vincent  Hughes,  Omaha,  to  Miss  Grace 
Marie  Finegan,  Aurora,  November  5,  1939,  at 
Omaha. 

Dr.  Lester  J.  Pope,  Omaha,  to  Miss  Wanda  Bresse, 
Omaha,  on  October  14,  1939,  at  Charleston,  S.  C. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor*  220 
Medical  Arts  Bldg.,  Omaha. 


The  regular  meeting  of  the  Omaha-Douglas  Coun- 
ty Medical  Society  was  held  in  the  Medical  Arts 
Auditorium  on  Tuesday,  October  10,  1939.  The  meet- 
ing was  called  to  order  at  8:00  p.  m.  by  President 
Sage. 

Drs.  Edwin  Davis  and  R.  S.  Schrock  spoke  in  be- 
half of  the  forthcoming  Community  Chest  drive. 

Dr.  M.  C.  Howard  opened  the  scientific  program 
with  a case  report  on  “Intractable  Asthma,”  which 
had  been  successfully  treated  by  placing  patient  in 
an  oxygen  tent  and  administering  cyclopropane. 

Dr.  E.  L.  MacQuiddy  introduced  the  guest  speaker 
of  the  evening,  Dr.  H.  L.  Alexander,  Associate  Pro- 
fessor of  Medicine,  Washington  University  School  of 
Medicine,  St.  Louis,  Mo.  The  doctor  gave  an  inter- 
esting talk  on  “The  Newer  Aspects  of  Allergy,”  fol- 
lowed by  discussions  by  Drs.  Paul  Ellis,  Wesley 
Jones  and  R.  J.  Stearns. 

President  Sage  announced  that  the  next  meeting 
of  the  Society  would  be  held  jointly  with  the  Omaha 
Mid-West  Clinical  Society,  at  the  Paxton  Hotel,  on 
Wednesday  evening,  October  25.  An  invitation  is 
extended  to  all  members  of  the  Omaha-Douglas 
County  Medical  Society,  whether  or  not  registered 
for  the  week’s  sessions,  he  said.  Meeting  adjourned 
9:40  p.  m. 

The  Otoe  County  Medical  Society  met  at  the  Ho- 
tel Grand,  Nebraska  City,  October  18,  1939.  Elec- 
tion of  officers  took  place  with  the  following  results: 
Dr.  D.  D.  Stonecypher,  president;  Dr.  T.  L.  Weekes, 
vice-president;  Dr.  C.  R.  Williams,  Syracuse,  secre- 
tary-treasurer; Dr.  W.  C.  Kenner,  delegate  to  the 
state  medical  assembly  and  Dr.  J.  P.  Gilligan,  alter- 
nate. 

The  Sixth  Councilor  District  of  the  Nebraska 
State  Medical  Association,  and  the  Auxiliary  met  at 
the  Perkins  Hotel,  David  City,  October  16,  Dr. 
Kreymborg  of  Brainard  in  the  chair.  Thirty-five 
members  and  their  wives  attended  the  dinner  at  6 
p.  m.  Speakers  of  the  evening  were  Dr.  John  Q. 
Thompson  of  Lincoln,  who  talked  on  “Headaches, 
Cause  and  Treatment,”  and  Dr.  Fritz  Teal  of  Lin- 
coln, on  the  “Diagnosis  and  Care  of  Fractures.”  A 
short  talk  was  given  by  Dr.  A.  L.  Miller,  president 
of  the  State  Medical  Association. 

The  Sixth  Councilor  District  met  November  13  in 
Osceola,  dinner  at  6:30.  The  program  was  as  fol- 
lows: “Examination  and  Treatment  of  Common 
Back  Injuries,”  Dr.  W.  R.  Hamsa,  Omaha,  and  the 
“Treatment  of  the  Anemias,”  by  Dr.  George  Pratt, 
Omaha. 

The  Custer  County  Medical  Society  met  at  the  Ar- 
row Hotel  in  Broken  Bow  on  Tuesday,  October  17. 
The  program  consisted  of  two  papers:  “Pneumonia 
in  Adults”  by  Dr.  Lynn  Hall  of  Omaha,  and  “Pneu- 
monia in  Children”  by  Dr.  Paul  Bancroft,  Lincoln. 

The  Seventh  Councilor  District  met  in  the  Mary 
Etta  Hotel,  Thursday,  October  19,  with  forty  mem- 
bers present.  Speakers  were  Dr.  Chas.  Tompkins, 
Omaha,  Dr.  Ralph  Luikart,  Omaha,  Dr.  Clayton  An- 
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drews,  Lincoln  and  Dr.  A.  L.  Miller,  president  of  the 
Nebraska  State  Medical  Association. 

The  Southwestern  Medical  Association  met  at  the 
Keystone  Hotel,  McCook,  October  19.  Three  mem- 
bers of  the  staff  of  the  University  of  Colorado  Medi- 
cal College,  Denver,  were  guest  speakers.  They 
were  Drs.  Robert  Liggett,  Jack  Ewalt  and  Cuthbert 
Powell. 

The  Tri  County  Medical  Society  met  at  Lewellen 
November  8;  guest  speakers,  Drs.  Chas  W.  Mc- 
Laughlin, Jr.  and  John  C.  Sharpe  of  Omaha.  The 
meeting  was  preceded  by  a duck  dinner  given  by  Dr. 
G.  W.  Seng  of  Oshkosh  and  Dr.  H.  A.  Blackstone  of 
Lewellen. 

The  Seward  County  Medical  Society  met  October 
30,  1939,  at  the  City  Hall,  Milford,  with  fourteen 
present.  Dr.  E.  S.  Wegner  of  Lincoln  was  speaker 
of  the  evening.  Guests  were  Dr.  A.  L.  Miller,  presi- 
dent of  the  Nebraska  State  Medical  Society,  Dr. 
Clayton  F.  Andrews,  president  elect,  Dr.  D.  D.  King 
of  York  and  Mr.  M.  C.  Smith,  state  executive  secre- 
tary. 

Regular  meeting  of  the  Five  County  Medical  So- 
ciety was  held  in  the  Ladies’  Club  Room  of  the  Audi- 
torium at  Wayne  on  Nov.  6,  1939,  following  a din- 
ner served  to  approximately  forty  doctors,  wives  and 
invited  guests. 

The  following  program  was  presented,  same  being 
sponsored  by  the  Ponca  and  Newcastle  doctors: 

Mr.  M.  C.  Smith,  Exec.  Secy,  of  N.  S.  M.  A.,  Busi- 
ness Administration  of  the  Nebraska  Medical  Asso- 
ciation (with  slides);  Dr.  W.  R.  Hamsa,  Omaha,  Ex- 
amination and  Treatment  of  Common  Back  Injuries; 
Dr.  P.  S.  Adams,  Omaha,  Treatment  of  Urinary  In- 
fections and  the  Importance  of  Good  Drainage. 

Following  the  presentation  of  the  scientific  pro- 
gram a short  business  meeting  was  held  at  which 
the  following  business  was  transacted: 

Meeting  was  called  to  order  by  Pres.  Larsen. 
Minutes  of  previous  meeting  were  read  and  ap- 
proved. Resolutions  committee,  chairman  Dr. 
Dewey,  read  a resolution  of  respect  for  Dr.  John 
Buis.  On  motion  duly  seconded  the  resolution  was 
approved. 

Moved  and  seconded  that  the  official  title  of  our 
society  be  changed  to  the  Five  County  Medical  So- 
ciety. Carried. 

Moved  and  seconded  that  the  society  extend  the 
sympathy  of  the  entire  membership  to  Dr.  J.  M. 
Johnson,  Hartington,  and  to  Dr.  C.  E.  Legg,  South 
Sioux  City. 

It  was  reported  by  the  secretary  that  the  applica- 
tion of  Dr.  S.  A.  Lutgen  had  been  received  together 
with  his  check  for  $12.00  and  this  was  referred  to 
the  board  of  censors  for  action. 

It  was  reported  that  Hartington  is  to  sponsor  the 
next  meeting  and  since  Dr.  J.  P.  Dorsey,  Jr.,  was  the 
only  Hartington  doctor  present  at  this  meeting,  and 
Dr.  King  had  made  complete  arrangements  for  the 
meeting  the  last  time  that  Hartington  sponsored  a 
program,  it  was  suggested  that  Dr.  J.  P.  Dorsey  ac- 
cept the  burden  of  sponsorship  for  the  next  meet- 
ing. 

G.  E.  Peters,  Secy. 
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NEBRASKA’S  HOSPITALS 
From  The  Star,  Lincoln 

Nebraskan’s  should  take  considerable  pride  in  the 
fact  the  State  has  28  hospitals  which  have  been 
given  an  approved  rating  by  the  American  College 
of  Surgeons.  In  addition,  six  other  Nebraska  hos- 
pitals have  been  placed  on  the  conditionally  ap- 
proved list. 

For  the  nation  as  a whole  there  are  2,720  hos- 
pitals on  the  approved  list.  On  a rough  statistical 
basis  the  ratio  of  approved  hospitals  to  population 
is  slightly  higher  in  Nebraska  than  for  the  nation 
as  a whole. 

Considering  Nebraska’s  relatively  short  span 
since  admission  to  statehood  and  also  recognizing  its 
lack  of  large  centers  of  population  this  fine  con- 
dition represents  a remarkable  achievement. 

Hospitals  represent  considerably  more  than  mere 
sanctuaries  for  the  treatment  of  human  ills.  In  a 
larger  sense  they  represent  a certain  spirit  of  sac- 
rifice, either  on  the  part  of  communities  proper  or 
on  the  part  of  religion  denominations.  This  spirit 
of  sacrifice  is  one  of  the  finest  attributes  of  the 
thing  we  know  as  civilization.  With  these  things  in 
mind  we  may  justly  be  proud  of  the  development 
which  these  hospitals  represent. 


DOCTORS  GO  TO  SCHOOL 
From  The  Tribune,  Fremont 

About  7,000  physicians  and  surgeons,  who  believe 
they’re  never  too  old  to  learn,  assembled  in  Chicago 
the  other  day  to  participate  in  a six-day  post- 
graduate course.  Medical  men  from  all  over  the 
world  converged  on  Chicago  to  check  up  on  new  de- 
velopments in  the  profession  during  the  past  year. 

New  drug  compounds,  new  therapeutic  devices, 
new  treatments,  new  antitoxins  are  being  discovered 
all  the  time.  The  training  physicians  receive  in 
medical  schools  becomes  only  background  for  deep- 
er study.  And  the  Chicago  meeting  is  not  a pink 
tea  affair  nor  a hilarious  vacation  away  from  duty. 
It  is  an  earnest  study  session. 

A few  other  professions  might  take  a cue  from 
the  doctors.  Instead  of  gathering  annually  for  a 
few  hours  of  perfunctory  sessions  and  an  endless 
succession  of  social  functions,  they  might  devote 
themselves  to  some  solid  days  of  studying  the  new 
developments  in  their  respective  fields.  Keeping 
up  with  their  own  records  is  just  as  important  for 
lawyers,  accountants,  engineers  and  others  as  it  is 
for  medical  men.  And  a lot  of  lawmakers  could  well 
take  post-graduate  courses  in  economics,  sociology, 
and  political  science,  almost  any  time. 


WATCH  THE  HEART 
From  The  Tribune,  Hastings 

The  pheasant  hunting  season  brought  two  cases 
of  death  to  Nebraskans  from  over-exertion.  The  vic- 
tims, in  each  instance,  were  men  in  middle  life. 

The  incidents  remind  us  of  the  recent  assertion 
of  a big  life  insurance  company  that  the  coming  of 
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cool  weather  means  more  fatalities  from  heart  ail- 
ments. The  company  warns  men  of  middle  age  or 
over  against  cranking  stubborn  cars  or  shoveling 
them  out  of  snowdrifts.  The  company’s  statisti- 
cians say  33,000  persons  will  die  of  heart  ailments 
during  each  winter  month,  compared  to  a rate  of 
about  25,000  during  the  summer. 

Winter  conditions  pile  additional  work  on  the 
heart  and  at  the  same  time  they  bring  more  causes 
for  exertion  by  the  middle-aged  and  elderly.  Hard- 
er work,  heavier  eating  and  frequent  colds  come 
with  winter  to  strain  the  hearts  of  men  and  women 
of  older  groups. 

Remember  that  the  brisk  weather  of  winter,  while 
it  invigorates  the  young  and  healthy,  imposes  seri- 
ous burdens  on  the  heart  that  has  been  weakened 
or  is  unaccustomed  to  strain. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 

They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  E.  F.  Noonan,  Creighton,  has  moved  to  Wil- 
baux,  Montana. 

Dr.  and  Mrs.  Glen  Whitcomb,  Omaha,  spent  two 
weeks  in  October  in  New  Orleans,  La. 

Dr.  Edward  T.  Gerin,  formerly  of  Omaha,  is  seri- 
ously ill  at  the  Mayo  hospital,  Rochester. 

Dr.  A.  L.  Smith,  Lincoln,  spoke  before  the  Capitol 
P.  T.  A.  recently.  His  subject  was  “The  Heart.” 

Dr.  and  Mrs.  Guy  B.  Desparois,  Hollywood,  Calif., 
formerly  of  Pierce,  visited  in  Norfolk  in  October. 

Dr.  David  W.  Bell  is  leaving  Hooper  December 
1,  to  take  over  the  practice  of  Dr.  H.  B.  Graves, 
Herman. 

Dr.  E.  C.  Foote  has  returned  to  Hastings  from  a 
successful  big-game  hunt  in  the  mountains  of  north- 
ern Idaho. 

Dr.  E.  V.  Lewis,  after  spending  two  months  in  St. 
Louis,  is  returning  to  Red  Cloud  to  resume  his  prac- 
tice there. 

Dr.  A.  W.  Anderson,  Lexington,  took  a week’s 
post  graduate  course  at  the  University  of  Minnesota 
in  October. 

Dr.  and  Mrs.  G.  E.  Robertson  have  returned  to 
Omaha  from  a two  week  visit  in  New  York  City  and 
the  world’s  fair. 

The  Journal  wishes  to  extend  condolence  to  Dr.  C. 
H.  Newell  of  Omaha  upon  the  death  of  his  brother, 
Ralph,  in  Omaha. 

The  sympathy  of  all  Nebraska  physicians  is  ex- 
tended to  Dr.  R.  Allyn  Moser,  Omaha,  upon  the 
death  of  his  charming  wife. 

Dr.  Lyman  Heine  addressed  the  Fremont  Nurses 
association  November  3.  His  subject  was  “Nursing 
Care  of  Eye,  Ear,  Nose  and  Throat  Cases.” 

Dr.  and  Mrs.  W.  W.  Carveth  recently  returned  to 
Lincoln  from  New  York  where  the  doctor  took  a six 
weeks’  postgraduate  course  at  Columbia  university. 

Dr.  Edw.  S.  Maloney  and  family  of  Omaha,  spent 
October  in  California.  While  there  the  doctor  took 
a two  weeks  postgraduate  course  in  internal  medi- 
cine. 

Dr.  H.  D.  Miller,  formerly  of  Laurel,  has  accepted 
an  offer  to  practice  in  Shelbyville,  Ind.  Dr.  Cedar- 
blade  will  continue  to  serve  the  community  in 
Laurel. 


Dr.  Gordon  Whiston,  formerly  of  Omaha,  who  is 
in  the  Orthopaedic  Department  of  the  Manchester 
Infirmary,  Manchester,  England,  will  remain  there 
despite  the  war. 

Dr.  and  Mrs.  W.  J.  Arrasmith,  Grand  Island,  spent 
several  weeks  in  the  east  in  October.  The  doctor 
stopped  at  Rochester,  Minn.,  for  several  days’  stay 
at  the  Mayo  clinic. 

Dr.  and  Mrs.  Marshall  Neely  and  family,  of  Lin- 
coln, visited  in  St.  Paul,  Minn.,  in  November.  The 
doctor  also  attended  a radiology  conference  at  the 
University  of  Minnesota. 

The  Last  Man  club,  with  a membership  of  15  Lin- 
coln physicians  who  served  overseas  in  the  World 
War,  met  for  luncheon  at  Hotel  Cornhusker  in  cele- 
bration of  Armistice  day,  November  11,  1939.  Dr. 
J.  E.  M.  Thomson  had  charge  of  the  affair. 

Dr.  O.  F.  Lang  who  has  practiced  in  Falls  City  for 
twenty-seven  years,  has  purchased  an  interest  in 
the  clinic  and  hospital  of  Dr.  E.  F.  Landis,  Grass 
Valley,  Calif.  Dr.  Robert  A.  Youngman  of  Harvey- 
ville,  Kansas,  will  take  over  Dr.  Lang’s  practice  in 
Falls  City. 


BOOKS  RECEIVED 

Synopsis  of  Pediatrics — By  John  Zahorsky,  A.  B., 
M.  D.,  F.  A.  C.  P.  Professor  of  Pediatrics  and  Direc- 
tor of  the  Department  of  Pediatrics,  St.  Louis  Uni- 
versity School  of  Medicine,  and  Pediatrician-in-Chief 
to  the  St.  Mary’s  Group  of  Hospitals;  Fellow  of  the 
American  Academy  of  Pediatrics.  Assisted  by  T. 
S.  Zohorsky,  B.  S.,  M.  D.  Instructor  in  Pediatrics, 
St.  Louis  University  School  of  Medicine  and  Assist- 
ant Pediatrician  to  the  St.  Mary’s  Group  of  Hos- 
pitals. 14  mo.,  430  pages,  illustrated.  $4.00 — C.  V. 
Mosby  Company,  St.  Louis,  Mo. 

Psychobiology  and  Psychiatry — By  Wendell  Mun- 
cie,  M.  D.  Associate  Professor  of  Psychiatry,  Johns 
Hopkins  University;  Assistant  Psychiatrist,  Henry 
Phipps  Psychiatric  Clinic,  Johns  Hopkins  Hospital, 
with  a foreword  by  Adolf  Meyer,  M.  D.,  LL.  D., 
Sc.  D.,  Henry  Phipps  Professor  of  Psychiatry  and 
Director  of  the  Department  of  Psychiatry  Johns 
Hopkins  University.  Published  by  the  C.  V.  Mosby 
Company,  St.  Louis.  22  mo.,  69  illustrations,  729 
pages.  Price  $8.00. 

Textbook  of  Nervous  Diseases — By  Robert  Bing, 
Professor  of  Neurology,  University  of  Basel,  Switz- 
erland. Translated  and  enlarged  by  Webb  Hay- 
maker, Assistant  Clinical  Professor  of  Neurology 
and  Lecturer  in  Neuro-Anatomy  University  of  Cal- 
ifornia, from  the  fifth  German  edition.  It  contains 
207  illustrations,  including  9 in  color.  27  mo.,  238 
pages.  Published  by  the  C.  V.  Mosby  Company,  St. 
Louis.  Price  $10.00. 


DERMATOLOGIC  HINTS 

A single,  indurated  papular  or  nodular  le- 
sion on  the  lip  (especially  the  upper)  of  a 
young  or  middle  aged  person,  is  liable  to  be 
primary  syphilis.  Don’t  forget  the  possibili- 
ty in  older  people.  One  of  my  patients  was 
68. 

Donald  J.  Wilson,  Omaha. 
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ARCH  FOE  OF  YOUTH 

By  Anthony  M.  Lowell,  Assistant  Statistician 
New  York  Tuberculosis  and  Health  Association 

Over  half  the  tuberculosis  deaths  in  the 
United  States  occur  in  the  age  period  15  to 
45,  the  main  ages  at  which  the  individual  is 
economically  most  productive  and  socially  im- 
portant to  his  family  and  the  community. 
Tuberculosis  strikes  down  those  who  are 
young  and  those  in  whom  their  elders  have 
invested  long  years  of  cherishing  care.  This 
peculiarity,  that  it  kills  in  the  young  adult 
years,  makes  tuberculosis  a far  greater  social 
evil  than  those  illnesses  which  take  lives  at 
later  years  when  family  responsibilities  are 
less  heavy. 

Although  tuberculosis  is  the  seventh  lead- 
ing cause  of  death  at  all  ages,  it  ranks  first 
in  number  of  deaths  from  15  to  45  years.  In 
1937,  of  the  more  than  250,000  deaths  from 
all  causes  in  this  age  group,  tuberculosis  ac- 
counted for  15  percent,  heart  disease  11  per- 
cent, pneumonia  9 percent,  cancer  6 percent, 
kidney  disease  4 percent  and  cerebral  hem- 
orrhage 2 percent. 

It  is  interesting  to  note  that  between  the 
ages  15  and  45  the  tuberculosis  death  rates 
for  both  the  male  and  female  colored  popula- 
tion are  three  to  six  times  those  found  among 
the  white. 

An  unusual  characteristic  of  tuberculosis 
in  the  15  to  30  age  group  is  that  in  the  early 
years  it  is  of  greater  danger  to  the  young 
woman  than  to  the  young  man.  During 
these  years  tuberculosis  kills  about  fifty  per- 
cent more  women  than  men.  In  this  period 
tuberculosis  may  well  be  called  a young  wom- 
an’s disease.  After  this  age  the  number  of 
male  deaths  exceeds  that  of  the  female. 

No  specific  reason  is  assigned  as  the  sole 
cause  for  the  high  rates  among  young  wom- 
en; however,  these  years  are  the  strenuous 
years  of  a woman’s  life.  The  physiological,  as 
well  as  the  psychological  changes  that  take 
place  in  the  growing  female  tend  to  make  her 
unusually  susceptible  to  tuberculosis.  Child- 
bearing and  care  of  the  child  by  the  young 
mother  are  additional  hazards  that  may  con- 
tribute to  an  elevation  of  the  tuberculosis 
death  rate.  It  has  been  shown  that  this 
variation  of  tuberculosis  mortality  rates  is 
essentially  biological.  After  the  age  of  30 
there  tends  to  be  a change  in  the  woman’s 
manner  of  living.  The  frequency  of  child- 
bearing is  less  and  in  the  main  the  woman’s 
life  takes  on  a more  leisurely  tempo. 


Among  males  the  situation  is  reversed.  It 
is  after  thirty  that  greater  demands  are 
made  upon  the  physical  reserve  of  the  young 
man.  As  a provider  for  the  family  his  ef- 
forts are  expended  upon  holding  is  job.  The 
demands  of  his  work,  continued  physical  and 
mental  strain,  combined  with  the  fact  that 
he  too  often  is  unwilling  or  unable  to  keep  in 
optimum  physical  condition,  tend  to  decrease 
his  power  of  resistance  to  disease.  At  this 
time  of  life  he  fails  to  heed  the  subtle  signs 
of  approaching  illness. 

Tuberculosis  creates  the  greatest  havoc 
among  those  least  able  to  afford  prolonged 
illness  and  results  in  a lowered  standard  of 
family  life.  Statistical  studies  show  that 
the  highest  tuberculosis  rates  are  found 
among  the  lower  economic  groups.  If  the 
patient  is  a dependent,  it  means  hardship  to 
the  parents  to  bear  the  heavy  expense  of  pro- 
longed periods  of  invalidism.  The  tangible 
effect  is  reflected  in  the  fact  that  there  is  a 
curtailment  of  earning  power  during  the 
years  when  under  normal  conditions  this 
earning  power  should  be  greatest.  For  those 
in  the  younger  age  group  it  brings  about  a 
drastic  alteration  in  the  manner  of  living,  as 
the  entire  social  aspect  of  life  must  be 
abruptly  reversed.  Prevehtable  tubercu- 
losis deaths  among  young  people  are  a devas- 
tating and  unnecessary  blow  to  social  mo- 
rale. 
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luAl  Qelosie.  Mve  Can  aA.  Sealed . . . 

To  prevent  oxidation  or  change  in  the  physical  or  chemical  composi- 
tion of  S.M.A.,  the  atmosphere  is  exhausted  from  the  container  and  is 
replaced  with  nitrogen  which  keeps  the  contents  — S.M.A. — fresh 
and  sweet  in  any  climate. 

The  physical  and  chemical  character  of  S.M.A.  is  always 
the  same,  providing  a vitamin  A,  Bt,  and  D activity  in 
each  feeding  that  is  constant  throughout  the  year. 

S.M.A.  feedings  are  always  uniform  whether  they  are 
prepared  in  Maine  or  California. 

NORMAL  INFANTS  RELISH  S.  M.  A.  — DIGEST  IT  EASILY  AND  THRIVE  ON  IT! 


S.  M.  A.  is  a food  for  infants  — derived 
from  tuberculin  tested  cows'  milk,  the 
fat  of  which  is  replaced  by  anima  l and 
vegetab  le  fats  including  biologically 
tested  cod  liver  oil;  with  the  addition 
of  milk  sugar  and  potassium  chloride; 


altogether  forming  an  antirachitic  food. 
When  diluted  according  to  directions,  it 
is  essentially  similar  to  human  milk 
in  percentages  of  protein,  fat,  carbohy- 
drate and  ash,  in  chemical  constants 
of  the  fat  and  in  physical  properties . 


S.M.A.  CORPORATION  • 8100  McCORMICK  BOULEVARD  • CHICAGO,  ILLINOIS 
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SUMMER  CAMP  FOR  DIABETICS 

Announcement  has  just  been  made  by  Dr. 
Floyd  L.  Rogers,  Lincoln,  that  arrangements 
have  been  completed  for  the  establishment 
of  a summer  camp  for  diabetic  children.  The 
plan,  to  a large  extent,  has  resulted  from 
suggestions  given  by  Dr.  Elliott  P.  Joslin  of 
Boston  during  his  recent  trip  to  Lincoln.  The 
camp  is  being  made  possible  through  the  in- 
terest and  kindness  of  Mr.  L.  L.  Coryell,  Sr. 
It  will  be  established  in  the  Coryell  Park 
near  Auburn,  Nebraska.  This  park  is  situ- 
ated on  the  homestead  of  Mr.  Coryell’s  par- 
ents. 

The  park  site  is  one  of  Nebraska’s  beauty 
spots  with  plenty  of  hills  and  timber.  There 
is  already  a chapel,  museum,  library,  and 
ample  playground  equipment. 

The  camp  for  diabetic  children  is  to  be 
housed  in  special  quarters  which  will  furnish 
ideal  facilities  for  such  a project.  The  camp 
personnel  will  consist  of  a fulltime  physician 
and  a trained  dietetian,  as  well  as  councillors 
for  the  supervision  of  the  children’s  activi- 
ties. 

It  is  the  desire  of  Mr.  Coryell  and  others 
interested  in  establishing  this  camp  to  make 


it  as  nearly  ideal  and  permanent  as  possible. 
Diabetic  children  will  be  given  careful  medi- 
cal supervision  while  in  camp  as  well  as  dia- 
betic instructions  in  the  care  of  diabetes,  to- 
gether with  the  various  activities  usual  in 
such  camps.  A small  fee  will  be  charged. 
However,  a limited  number  of  children  un- 
able to  pay  this  fee  will  be  accepted. 

The  camp  will  open  June  16,  1940.  Dur- 
ing the  first  two  weeks  only  girls  between 
the  ages  of  8 and  18  will  be  admitted. 


Relieves  Bladder  Infection  Pains 

By  removal  of  certain  nerves  in  the  pelvis 
and  injection  of  alcohol  into  the  spine  in 
eleven  patients,  Carlisle  F.  Schroeder,  M.  D., 
and  Robert  E.  Cumming,  M.  D.,  Detroit,  re- 
lieved the  pain  incident  to  tuberculous  infec- 
tion and  other  incurable  conditions  of  the 
bladder,  they  report  in  The  Journal  of  the 
American  Medical  Association  for  Feb.  4. 

The  nerves  removed  were  the  superior 
hypogastric  plexus  and  the  sacral  sympa- 
thetic chain  of  nerves.  The  patients  show 
what  appears  to  be  lasting  and  definite  im- 
provement. 


SILVER 


*“Treatment  of 
Acute  Anterior 
Urethritis  with 
Silver  Picrate,” 
Knight  and  She- 
lanski,  American 
Journal  of 
Syphilis,  Gon- 
orrhea and  Ve- 
nereal Diseases, 
Vol.  23,  No.  2, 
pages  201-206, 
March,  1939. 


PICRATE  OYye ill’s 

has  shown  a 

CONVINCING  RECORD  OF  EFFECTIVENESS 
in  ACUTE  ANTERIOR  URETHRITIS 
due  to  Neisseria  gonorrheae 

The  record  is  based  on  rigid  clinical  and  laboratory  signs  before 
and  after  treatment.* 

1.  Fresh  smear  3.  Acid  formation  in  maltose 

2.  Fermentation  of  dextrose  4.  Agglutination  test 

5.  Alkali  solubility  test 

Silver  Picrate  is  a crystalline  compound  of  silver  in  definite 
chemical  combination  with  picric  acid.  Dosage  form  for  use  in 
Anterior  Urethritis:  Wyeth’s  Silver  Picrate  Crystals  used  in  an 
aqueous  solution  of  0.5  percent. 

Supplied  at  all  pharmacies  in  vials  of  2 grams 

Complete  literature  on  Silver  Picrate  as  used  in  genito-urinary  and  gyneco- 
logical practice  will  be  mailed  on  request. 


JOHN  WYETH  AND  BROTHER,  INC.  • PHILADELPHIA,  PA. 
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A child  should  never  be  sent  to  the  hospi- 
tal without  being  told  where  he  is  going, 
Mary  L.  Poole,  Philadelphia,  warns  in  the 
October  issue  of  Hygeia,  The  Health  Maga- 
zine. 

On  the  child’s  adjustment  to  the  hospital 
partly  depends  his  ability  to  be  benefited  by 
the  care  he  receives,  she  points  out.  When 
the  idea  of  hospitalization  is  not  introduced 
in  a straightforward  manner,  much  psycho- 
logic harm  may  be  done.  The  child  may 
have  a deep  sense  of  insecurity  and  a feeling 
of  distrust  toward  his  parents,  and  on  future 
occasions  when  hospitalization  is  necessary 
he  may  relive  his  original  terror. 

Parents  are  prone  to  resent  the  restric- 
tions imposed  on  them  by  the  hospital  con- 
cerning their  gifts  and  visits  to  their  chil- 
dren. Many  persons  bring  in  unnecessary, 
trivial  gifts  instead  of  things  that  the  pa- 
tient actually  needs.  It  is  an  unfortunate 
belief  that  food  must  accompany  all  visits  to 
hospitals.  While  there  is  usually  no  need 
for  gifts  of  food,  they  can  be  contributed  in 
a fairly  constructive  way.  For  example,  the 
parents  might  bring  a whole  cake  or  a box  of 
hard  candies  to  be  distributed  among  all  the 
children  in  the  ward  at  an  appropriate  time, 
and  the  nurse  in  charge  could  control  the 
amount  eaten  by  each  child. 

Toys  play  an  important  part  in  the  child’s 
life  at  the  hospital.  During  convalescence 
he  will  need  toys  to  occupy  his  thoughts  so 
that  he  will  not  mind  the  physical  restric- 
tions placed  on  him.  The  child’s  position  in 
bed  and  the  amount  of  motion  allowed  him 
must  be  taken  into  consideration.  Toys  de- 
signed to  make  a noise,  those  which  can  be 
broken  or  can  cut  the  child,  and  those  small 
enough  to  be  swallowed  should  never  be 
brought  to  the  hospital.  Neither  should  the 
children  have  expensive  toys  that  must  be 
cherished  and  respected.  “Dime  stores”  are 
the  best  places  in  which  to  find  simple  play- 
things that  suit  the  purpose  and  that  can  be 
lost  or  broken  without  fear  or  worry. 

The  child  should  be  told  when  his  family 
and  friends  will  be  able  to  visit  him;  when 
they  cannot,  a card  will  reassure  him  that  he 
has  not  been  forgotten. 

When  the  parents  visit  the  hospital,  they 
must  hide  their  worries  about  the  child’s 
health.  They  should  not  try  to  worm  out 
tales  of  mistreatment  and  starvation.  Fare- 
wells should  be  quickly  said.  It  is  best  for 
the  parents  to  walk  away  cheerfully  and  cas- 
ually, with  a promise  to  return  at  a stated 
time. 


why  “Lactogen” 

is  so  easy  for 
Infants  to  Digest 


TIWO  steps  are  taken  so  that  Lactogen, 
which  is  made  from  cow’s  milk,  may 
closely  approximate  woman’s  milk  insofar 
as  digestibility  is  concerned. 


One  of  these  steps  is  to  subject  the  modi- 
fied milk  to  the  process  of  homogenization. 
In  this  process  the  milk  is  forced  by  a high 
pressure  pump  through  very  fine  passages 
in  which  friction  and  shearing  action  break 
up  the  fat  globules  as  shown  by  the  follow- 
ing photomicrographs. 


COW’S  MILK  FAT  GLOBULES 


Before  Homogenization  After  Homogenization 

Any  difficulties  in  digestion  caused  by  the 
physical  characteristics  of  the  fat  of  cow’s 
milk  are  thus  obviated  by  this  process. 


Because  of  this  reduction  in  the  size  of  the 
fat  globules  which  renders  the  fat  of  cow’s 
milk  more  readily  digestible.  Lactogen  con- 
tains the  full  amount  of  fat  that  a proper 
formula  for  infants  should  have.  Further, 
this  is  entirely  milk  fat,  not  vegetable  or  any 
other  substitute  fat.  The  infant’s  need  for 
milk  fat  is,  therefore,  fully  met  with  this 
one  easily  digestible  food. 


No  laity  advertis- 
ing. No  feeding 
directions  given  ex- 
cept to  physicians. 


For  free  samples  of  Lactogen 
and  literature,  mail  your  profes- 
sional blank  to  Lactogen  Dept. 


NESTLE's  MILK  PRODUCTS,  Inc. 

155  East  44th  Street  . . . New  York,  N.  Y. 
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Delayed  Diagnosis  or  Treatment  of  EARLY  SYPHILIS  may  induce  NELR0SYPHIL1S 


Early  diagnosis,  prompt  and  adequate  treat- 
ment in  early  syphilis,  guard  against  neuro- 
recurrences. Dementia  paralytica,  tabes 
dorsalis,  and  other  manifestations  of  neuro- 
syphilis may  follow  neglect  of  these  principles. 
On  account  of  its  low  toxicity,  instant  solu- 
bility, and  dependability,  Neoarsphenamine 
Merck  has  been  widely  established  as  an 
excellent  arsenical. 

Literature  on  Request 


NEOARSPHENAMINE 


MERCK 


LOW  TOXICITY 
INSTANT  SGLUiiyfY 


Smtucil 


DEPENDABILITY  ^€ce//lte({ 


MERCK  & CO.  IllC.  tyilanufactitKin^  RAHWAY^  N.  J. 
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^Manufacturers  and  dispens- 
ers of  glasses  to  meet  the 
exacting  requirements  of 
the  Medically  Trained  Eye 
Physician. 


PHYSICIANS 

OPTICAL  SERVICE 

W.  E.  CARLSON 

216-218  South  17th  St.,  OMAHA 


Dr.  E.  T.  Manning 

Clinical  Pathologist 


1407  Medical  Arts 
Building 


OMAHA  NEBRASKA 


Stammering,  indistinct  speech,  nasality,  and 
other  speech  ailments  such  as  result  from  cleft 
palate,  or  spastic  paralysis  can  be  overcome 
with  successful  results 

THE  SCHOOL  FOR 
SPEECH  HANDICAPPED 

Directed  by 

H.  STENNFELD 

835  N.  Somers  Ave.,  Fremont,  Nebraska 
OMAHA  OFFICE  HOURS:  On  Saturdays  at 
Benson  Medical  Center,  63d  and  Maple. 

References — Nebraska  State  Medical  Association. 


Attention  “Doctors” 

Lincoln  Splint  and  Brace  Shop 

Braces  of  All  Kinds  Made  and 
Repaired 

PROMPT  SERVICE 

JAMES  CASEY,  Prop. 

Phone  B1644  327  Sharp  Bldg. 

LINCOLN,  NEBR. 


Cook  County 

Graduate  School  of  Medicine 

(IN  AFFILIATION  WITH  COOK  COUNTY  HOSPITAL) 
Incorporated  not  for  profit 

Announces  Continuous  Courses 


SURGERY — Two  Weeks  Intensive  Course  in 
Surgical  Technique  with  practice  on  living 
tissue  every  two  weeks.  General  Courses  One, 
Two,  Three  and  Six  Months;  Clinical  Course; 
Special  Courses. 

MEDICINE — Personal  One  Month  Course  in 
Electrocardiography  and  Heart  Disease  every 
month,  except  December.  Intensive  Personal 
Courses  in  other  subjects. 

FRACTURES  Hurt  TRAUMATIC  SURGERY — Ten 
Day  Intensive  Course  starting  February  19, 
1940.  Informal  Course  every  week. 

GYNECOLOGY — Two  Weeks  Course  April  15, 
1940.  One  Week  Personal  Course  Vaginal  Ap- 
proach to  Pelvic  Surgery,  April  8,  1940. 

OBSTETRICS — Two  Weeks  Course  April  29, 
1940.  Informal  Course  every  week. 

OTOLARYNGOLOGY — Two  Weeks  Course  start- 
ing April  8,  1940.  Informal  Course  every 

week. 

OPHTHALMOLOGY — Two  Weeks  Course  start- 
ing April  22,  1940.  Informal  Course  every 

week. 

CYSTOSCOPY — Ten  Day  Practical  Course  ro- 
' tary  every  two  weeks.  One  month  and  two 
weeks  Courses  in  Urology  every  two  weeks. 

ROENTGENOLOGY — Special  Courses  X-ray  In- 
terpretation, Fluoroscopy,  Deep  X-ray  Ther- 
apy every  week. 

General,  Intensive  and  Special  Courses  in  All  Branches 
of  Medicine,  Surgery  and  the  Specialties  Every  Week 

Teaching  Faculty — Attending  Staff  of  Cook 
County  Hospital 


V 


Address: 

REGISTRAR 

427  South  Honore  Street,  Chicago,  Illinois 


J 


Laboratories  of 
Clinical  Pathology 

731-6  Medical  Arts  Bldg. 
OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.  D.,  Director 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 

Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 


“The  laboratories  are  approved 
and  accepted  by  the  Council  on 
Medical  Education  and  Hospitals.” 
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PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

HOSPITAL f ltmimillAr 

ssl  INSURANCE 


For  ethical  practitioners  exclusively 

(50,000  POLICIES  IN  FORCE) 


Liberal  Hospital  Expense  Coverage  for  $10.00 

Per  Year 

$5,000.00  accidental  death 

$25.00  weekly  indemnity,  accident  and  sickness 

For 

$33.00 

per  year 

$10,000.00  accidental  death 

$50*00  weekly  indemnity,  accident  and  sickness 

For 

$66.00 
per  year 

$15,000.00  accidental  death 

$75.00  weekly  indemnity,  accident  and  sickness 

For 

$99.00 

per  year 

37  -gears  under  the  same  management 

$1,700,000  INVESTED  ASSETS 
$9,000,000  PAID  FOR  CLAIMS 


$200,000  deposited  with  State  of  Nebraska  for 
protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 

Send  for  applications,  Doctor,  to 

400  First  National  Bank  Building  Omaha,  Nebraska 


What  Every  Woman  Doesn’t  Know — How  to 
Give  Cod  Liver  Oil 


and  is  particularly  desirable  in  cases  of  fat 
intolerance. 


Curative  Action  of  Sulfanilamide 

The  bacteriostatic  (growth-inhibiting)  ac- 
tion of  sulfanilamide  explains  its  curative  ef- 
fects in  infections,  Joseph  T.  King,  M.  D., 
Austin  F.  Henschel,  Ph.  D.,  and  Beryl  S. 
Green,  M.  A.,  Minneapolis,  declare  in  The 
Journal  of  the  American  Medical  Association 
for  Nov.  4.  Their  report  considers  the  bac- 
teriostatic and  antitoxic  effect  of  sulfanila- 
mide on  three  hemolytic  streptococci  (bac- 
teria capable  of  dissolving  red  blood  cells)  in 
tissue  cultures. 

The  authors  point  out  that:  “As  a conse- 
quence of  the  reduced  number  of  organisms, 
there  is  secondary  reduction  in  the  elabora- 
tion of  toxic  (poisonous)  substances.  Under 
these  conditions  the  natural  defense  mech- 
anism of  the  body  frees  the  tissues  of  the  in- 
fecting organisms. 

“Several  factors  may  prevent  any  consid- 
erable bacteriostatic  effect  of  the  drug.  For 
instance,  in  the  presence  of  very  large  num- 
bers of  organisms  the  drug  has  been  found 
practically  without  effect.  Another  factor 
is  the  strain  of  the  organism  involved.” 
that  the  bacteriostatic  effect  varies  directly 

The  authors  present  evidence  which  shows 
with  the  concentration  of  the  drug  and  in- 
versely with  the  number  of  bacteria  present. 


Some  authorities  recommend  that  cod  liver 
oil  be  given  in  the  morning  and  at  bedtime 
when  the  stomach  is  empty,  while  others 
prefer  to  give  it  after  meals  in  order  not  to 
retard  gastric  secretion.  If  the  mother  will 
place  the  very  young  baby  on  her  lap  and 
hold  the  child’s  mouth  open  by  gently  press- 
ing the  cheeks  together  between  her  thumb 
and  fingers  while  she  administers  the  oil,  all 
of  it  will  be  taken.  The  infant  soon  becomes 
accustomed  to  taking  the  oil  without  having 
its  mouth  held  open.  It  is  most  important 
that  the  mother  administer  the  oil  in  a mat- 
ter-of-fact manner,  without  apology  or  ex- 
pression of  sympathy. 

If  given  cold,  cod  liver  oil  has  little  taste, 
for  the  cold  tends  to  paralyze  momentarily 
the  gustatory  nerves.  As  any  “taste”  is 
largely  a metallic  one  from  the  silver  or  sil- 
verplated  spoon  (particularly  if  the  plating  is 
worn),  a glass  spoon  has  an  advantage. 

On  account  of  its  higher  potency  in  Vita- 
mins A and  D,  Mead’s  Cod  Liver  Oil  Forti- 
fied with  Percomorph  Liver  Oil  may  be  given 
in  one-third  the  ordinary  cod  liver  oil  dosage, 


Cancer  Not  Transmissible 
There  is  no  possibility  and  hence  no  danger 
of  the  transferring  of  cancer  from  cancerous 
cattle  to  human  beings  through  eating  meat 
from  such  animals,  The  Journal  of  the  Amer- 
ican Medical  Association  for  April  15  says. 
Cancer  is  not  transmissible,  even  by  trans- 
plantation, from  one  mammalian  species  to 
another,  e.  g.,  from  cattle  to  man.  Human 
cancer  is  not  contagious. 
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Biologicals,  properly  refrigerated. 
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Treatment  of  Smallpox  with  Sulfanilamide 

Sucessful  treatment  of  smallpox  with  sul- 
fanilamide is  reported  by  Walter  0.  McCam- 
mon,  M.  D.,  Springfield.  Ky.,  in  The  Journal 
of  the  American  Medical  Association  for 
May  13. 

Of  seven  patients  with  the  disease,  Dr. 
McCammon  says,  three  were  treated  sympto- 
matically and  four  were  given  sulfanilamide. 
Three  of  those  treated  with  the  drug  had 
only  a passing  skin  eruption  which  rapidly 
disappeared  and  the  fourth  person  had  only 
three  pustules  (pock  marks).  In  all  three 
cases  treated  symptomatically,  the  typical 
eruption  of  smallpox  developed.  The  pa- 
tients receiving  sulfanilamide  were  back  at 
work  about  a week  sooner  than  those  who  did 
not  receive  the  drug. 
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“These  seven  cases  are  all  identical  as  to 
onset  and  the  initial  period,  typical  of  small- 
pox,” Dr.  McCammon  says.  “As  far  as  mor- 
bidity goes,  the  patients  who  received  sul- 
fanilamide recovered  immediately  after  the 
subsidence  of  fever  and  the  symptoms  of  the 
initial  phase.  The  effect  of  sulfanilamide  in 
patients  with  the  typical  eruption  already 
present  is  not  known,  since  the  patients  who 
received  sulfanilamide  were  started  on  the 
treatment  before  an  eruption  appeared. 

“The  occurrence  of  these  seven  cases  in 
the  same  community  and  mostly  in  the  same 
family  during  an  outbreak  of  smallpox,  and 
the  absence  of  an  eruption  in  those  who  re- 
ceived sulfanilamide  treatment  do  not  seem 
to  be  coincidental.” 

From  his  experience  Dr.  McCammon  con- 
cludes that  “sulfanilamide  seems  to  have  a 
beneficial  effect  in  the  treatment  of  smallpox 
when  administered  early  in  the  disease.” 

However,  caution  against  drawing  conclu- 
sions as  to  the  value  of  the  drug  in  the 
treatment  of  smallpox  is  urged  by  The  Jour- 
nal in  an  editorial  which  concludes  that: 

“Although  smallpox  is  increasing  (there 
were  14,355  cases  reported  in  the  year  1938) 
the  disease  is  now  mild,  as  evidenced  by  only 
thirty-five  deaths  in  1936  out  of  7,459  cases 
in  that  year. 

“In  the  presence  of  such  a low  case  fatality 
rate,  conclusions  as  to  the  value  of  sulfanila- 
mide'in  preventing  mortality  from  smallpox 
cannot  be  dra.wn  from  the  four  cases  thus 
treated.” 
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BACKGROUND 


Three  Decades  of  Clinical  Experience 


THE  use  of  cow’s  milk,  water  and  carbohydrate  mixtures  represents  the 
one  system  of  infant  feeding  that  consistently,  for  three  decades,  has 
received  universal  pediatric  recognition.  No  carbohydrate  employed  in 
this  system  of  infant  feeding  enjoys  so  rich  and  enduring  a background  of 
authoritative  clinical  experience  as  Dextri-Maltose. 


DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies. 
DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonate),  for  constipatec 


THESE  PRODUCTS  ARE  NON-ALLERGENIC. 
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labies. 
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EXTRI-M  ALTO 


^ PHI LADEl^ 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  un- 
authorized persons 

— Mead  Johnson  & Company,  Evansville,  Ind.,  U.  S.  A.  


REGULATION 


Regulation  of  the  daily  program,  especially 
diet  and  exercise,  is  beneficial  to  normal 
bowel  movement  and  in  some  cases  of  consti- 
pation serves  as  sufficient  treatment.  Others 
require  additional  aid  to  facilitate  regular 
evacuation  . . . When  an  adjunct  to  diet  and 
exercise  is  required,  as  it  often  is,  Petrolagar 
provides  a mild  but  effective  treatment.  Its 


miscible  properties  make  it  easier  to  take  and 
more  effective  than  plain  mineral  oil.  Further, 
by  softening  the  feces,  Petrolagar  induces 
large,  well  formed  stools  which  are  easy  to 
evacuate . The  five  types  of  Petrolagar  afford  a 
choice  of  medication  adaptable  to  the  indi- 
vidual patient.  Petrolagar  Laboratories,  Inc., 
8134  McCormick  Blvd.,  Chicago,  Illinois. 
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A New  Year  Is  Here! 

*We  Want  to  take  this  opportunity 
to  extend  to  the  Medical  Profession 
our  most  sincere 


GREETINGS  Jg*  SEASON 


Highest  Scientific  Standards 

It  has  always  been  the  policy  of  Bryan  Memorial  Hospital 
to  provide  every  scientific  aid  to  the  physician  in  the  care 
of  his  patients.  We  provide  every  possible  comfort  for 
our  patients,  but  we  realize  that  to  fulfill  our  responsibil- 
ity to  these  patients  we  must  also  provide  the  attending 
physician  with  every  modern  scientific  means  for  treat- 
ment. We  are  pleased  to  have  the  opportunity  of  show- 
ing our  entire  plant  to  any  member  of  the  medical  pro- 
fession. 

Bryan  Memorial  Hospital  LInebr.N 
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I£  they  could  talk, 
Council  Seals 
would  say: 


“When  you  see  one  of  us  on  a package  of  medicine 
or  food,  it  means  first  of  all  that  the  manufacturer 
thought  enough  of  the  product  to  be  willing  to  have 
it  and  his  claims  carefully  examined  by  a board  of 
critical,  unbiased  experts  . . . We’re  glad  to  tell  you 
that  this  product  was  examined,  that  the  manufacturer 
was  willing  to  listen  to  criticisms  and  suggestions  the 
Council  made,  that  he  signified  his  willingness  to  re- 
strict his  advertising  claims  to  proved  ones,  and  that 
he  will  keep  the  Council  informed  of  any  intended 
changes  in  product  or  claims  . . . There  may  be  other 
similar  products  as  good  as  this  one,  but  when  you 
see  us  on  a package,  you  know.  Why  guess,  or  why 
take  someone’s  self-interested  word?  If  the  product 
Is  everything  the  manufacturer  claims,  why  should  he 
hesitate  to  submit  it  to  the  Council,  for  acceptance?” 


THE  FOLLOWING  MEAD  PRODUCTS  ARE  COUNCIL-ACCEPTED:  Oleum  Percomorphum  (liquid  and  capsules); 
Mead’s  Cod  Liver  Oil  Fortified  With  Percomorph  Liver  Oil;  Mead’s  Compound  Syrup  Oleum  Percomorphum;  Mead’s 
Viosterol  in  Halibut  Liver  Oil  (liquid  and  capsules);  Mead’s  Cod  Liver  Oil  With  Viosterol;  Mead’s  Viosterol  in  Oil; 
Mead’s  Standardized  Cod  Liver  Oil;  Mead’s  Halibut  Liver  Oil;  Dextri-Maltose  Nos.  1,  2,  and  3;  Dextri-Majtose  With 
Vitamin  B;  Pablum;  Mead’s  Cereal ; Mead’s  Mineral  Oil  With  Malt  Syrup;  Mead’s  Brewers  Yeast  (powder  and  tablets); 
Mead’s  Thiamin  Chloride  Tablets;  Mead’s  Cevitamic  Acid  Tablets;  Mead’s  Powdered  Protein  Milk;  Mead’s  Powdered 
Whole  Milk;  Mead’s  Powdered  Lactic  Acid  Milk  Nos.  1 and  2;  Alacta;  Cascc;  Sobee;  Cemac;  Olac. 

THE  FOLLOWING  NEW  PRODUCT  IS  BEFORE  THE  COUNCIL  ON  PHARMACY  FOR  ACCEPTANCE: 
Mead’s  Nicotinic  Acid  Tablets. 


Copyright  1936,  Mead  Johnson  & Company.  Evansville,  Indiana,  U S A. 
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Pablum  is  thoroughly  cooked 
by  a patented  process 

and  is  palatable 

Pablum  is  thoroughly  cooked 
by  a patented  process 

and  is  low  in  fiber 


Pablum  is  thoroughly  cooked 
by  a patented  process 


and  needs  no 


Pablum  is  thoroughly  cooked 
by  a patented  process 


PABLUM  is  a palatable  mixed  cereal  food,  vitamin  and  mineral  enriched,  composed  of  wheat  meal  (farina), 
oatmeal,  commeal,  wheat  embryo,  beef  bone,  brewers’  yeast,  alfalfa  leaf,  sodium  chloride,  and  reduced  iron. 
Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  pre- 
venting their  reaching  unauthorized  persons.  Mead  Johnson  & Company.  Evansville,  Ind.,  U.  S.  A. 
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. . . THE  EMULSION 

Petrolagar 

FOR  CONSTIPATION! 


Assures  a more  normal 
fecal  consistency. 


Petrolagar  is  more  palat- 
able. Easier  to  take  by 
patients  with  aversion  to 
plain  oil— may  be  thinned 
by  dilution. 

2.  Miscible  in  aqueous  solu- 
tions. Mixes  with  gastro- 
intestinal contents  to  form 
a homogeneous  mass. 

Does  not  coat  intestinal 
mucosa.  Petrolagar  is  an 
aqueous  suspension  of 
mineral  oil  — oil  in  water 
emulsion. 

4.  No  accumulation  of  oil  in 
folds  of  mucosa. 

Will  not  coat  the  feces 
with  oily  film. 


Does  not  interfere  with 
secretion  or  absorption. 

*lm  Augments  intestinal  con- 
tents by  supplying  an  un- 
absorbable  fluid. 

0^  More  even  distribution  and 
dissemination  of  oil  with 
gastro-intestinal  contents. 


10.  Less  likely  to  leak. 

11.  Provides  comfortable 
bowel  action. 

12.  Makes  possible  five  types 
of  Petrolagar  to  select  from 
to  meet  the  special  needs 
of  Bowel  Management. 


Petrolagar — Liquid  petrolatum  65  cc.  emulsified 
with  0.4  Gm.  agar  in  a menstruum  to  make  100  cc. 


Pet 


Petrolagar  Laboratories,  Inc.  • 8134  McCormick  Boulevard  • Chicago,  Illinois 
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Effective  Lasting  Shrinkage 

Case  History:  F.  O’B.  Age  23,  male,  white.  Worker  in  chromic 
acid  plant.  Complained  chiefly  of  earache  and  head  stoppage. 

Observed  at  Nose  and  Throat  Clinic  of  a Philadelphia  hospital. 


EFFECTIVE  IN  MINUTES 


2:01  P.  M. 


Swollen  turbinates  and  septum.  Two 
inhalations  from  ‘Benzedrine  Inhaler.’ 


Maximum  shrinkage.  Inferior  and  mid- 
dle turbinates  and  septum  decongested. 


LASTING  FOR  HOURS 


Inferior  turbinate  and  septum  still 
shrunk.  Middle  turbinate  exposed. 


Both  turbinates  still  contracted.  Very 
slight  return  of  turgescence. 


Benzedrine  Inhaler 


Each  tube  is  packed  with  amphetamine,  S.K.F.,  32  5 mg.; 
oil  of  lavender,  97  mg.;  menthol,  32  mg.  ‘Benzedrine’  is 
S.K.F.’s  trade  mark,  Reg.  U.  S.  Pat.  Off. 


SMITH,  KLINE  & FRENCH  LABORATORIES,  PHILADELPHIA,  PA. 

EST  ©'841 


HOW  MUCH  SUN 


Does  the  Baby 
Really  Get  1 

THIS  BABY  has  been  placed  in  the 
sunlight.  (1)  The  mother  discovers  the 
baby  is  blinking,  so  she  promptly 
shields  its  eyes  and  much  of  its  face 
from  the  light.  (2)  Since  the  baby’s 
body  is  covered,  the  child  will  then  be 
getting  only  reflected  light  or  “sky- 
shine”  which  is  only  50%  as  effective 
as  direct  sunlight  as  an  antiricketic 
agent  (Tisdall).  (3)  Even  if  the  baby 
were  exposed  nude,  it  has  never  been 
determined  how  much  of  the  ergosterol 
of  the  skin  is  synthesized  by  the  sun’s 
rays  (Hess).  (4)  Time  of  day  also  will 


affect  the  amount  of  sunshine  or  sky- 
shine  reaching  this  baby’s  face.  At  8 :30 
A.  M.,  average  loss  of  sunlight,  regard- 
less of  season  is  over  31%  and  at  3 :30 
P.  M.  is  over  21%.  (5)  Direct  sun- 
light, moreover,  is  not  always  100% 
efficient.  U.  S.  Weather  Bureau  maps 
show  that  percentage  of  possible  sun- 
shine varies  in  different  localities,  due 
to  differences  in  meteorological  con- 
ditions. (6)  In  cities,  smoke  and  dust, 
even  in  summer,  are  other  factors  re- 
ducing the  amount  of  ultraviolet  light. 


While  Oleum  Percomorphum  cannot  replace  the  sun, 
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the  50  cc.  size  of  Oleum  Percomorphum  is  now 
supplied  with  Mead’s  patented  Vacap-Dropper. 
It  keeps  out  dust  and  light,  is  spill-proof,  un- 
breakable, and  delivers  a uniform  drop.  The  10 
cc.  size  of  Oleum  Percomorphum  is  still  offered 
with  the  regulation  type  dropper. 
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